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Sure,  car  makers  can 
make  a good  car. 
But,  does  that  make 


At  Autoflex  Leasing,  we  don’t  make  cars. ..We  Make  Car  Leases!  And  lots  of  them.  In  fact,  we  have  over  50  different 
leases  to  choose  from  on  every  vehicle.  Chances  are  you'll  save  money  with  our  Flexlease.  A lot  of  your  peers  have. 
Call  Today.  Mter  all,  why  would  yon  get  a lease  from  a ear  company  when  von  can  get  a lease  from  a lease  company? 


How  well  does  your  health  insurance 
plan  stack  up  to  our  TMA-endorsed 
health  plans? 


™ TMA 
Major 
Medical 

Your  Plan  Plan 

TMA 
Point  of 

TMA 

High 

Deductible 

Plan 

TMA 

Medical 

Question 

Service 

Plan 

Savings 

Plan 

(1)  Does  your  plan  allow  you  to  use  any  doctor, 
hospital  or  health  care  provider  you  want? 

— Yes 

Yes 

Yes 

Yes 

(2)  Is  your  plan  renewable  for  life  regardless 
of  changes  in  your  health? 

— Yes 

Yes 

Yes 

Yes 

(3)  Will  you  be  able  to  keep  your  coverage  if 
your  employment  status  changes? 

— Yes 

Yes 

Yes 

Yes 

(4)  Does  your  plan  cover  private  duty  nursing 
and  hospice  care? 

— Yes 

Yes 

Yes 

Yes 

(5)  Is  your  plan  backed  by  an  organization  you 
know  and  trust? 

— 

You  be  the  Judge 

When  comparing  your  coverage  to  that  offered  under  the  TMA-endorsed  plans, 
also  think  about  the  long  term.  Keep  in  mind  that  the  TMA-endorsed  medical 
insurance  program  has  been  in  existence  since  1969,  and  will  continue  to  accept 
and  protect  members  and  their  families. 

The  bottom  line: 

If  your  plan’s  benefits  are  equal  to  the  TMA-endorsed  program’s... but  the  cost 
is  less... then  all  you  have  to  worry  about  is  how  long  it  will  last. 

Support  your  Insurance  Trust.. .Support  your  colleagues.. .Protect  your  future. 


Administered  by 

Texas  Medical  Association 
Insurance  Trust 

Created  and  endorsed  by  the  Texas  Medical  Association 


Endorsed  by 


TexasMedical 

Ass(x:iation 


To  find  out  more  about  the 
TMA-endorsed  Major  Medical 
insurance  plans,  call  TMAIT  toll  free: 

1 800  880-8181,  Dept.  2201, 

weekdays  between  7:30  a.m.  and  5:30  p.m. 

Limitations  and  exclusions  apply  to  all  plans. 

Prudential  HealthCare  Traditional  Health  Plan  (Medical  Savings  Account  Insurance  Plan),  Prudential  Healthcare  Traditional  Health  Plan  (Major  Medical), 
Prudential  HealthCare  Traditional  Health  Plan  (High  Deductible),  and  Prudential  HealthCare  Point  of  SeiA'ice  are  underw'ritten  bv  The  Prudential  Insurance 
Company  of  America,  Prudential  Plaza,  Newark,  N J 07102.  N98-2394  Ed.  date  10/98.  Prudential  HealthCare  is  a brand  name  for  certain  employee  benefit 
products  underwritten  by  The  Prudential  Insurance  Company  and  its  subsidiaries  and  for  the  business  unit  that  administers  them.  The  Texas  Medical  A.ssociation 
incurs  certain  administrative  expenses  in  connection  with  this  endorsed  Plan.  'To  provide  and  maintain  this  valuable  membership  benefit,  the  'TMA  is  compensated 
for  these  expenses.  Coverage  is  limited  to  physicians  who  are  residents  of  Texas. 


Cover  photo  by  Terry  Vine 


Covet*  Story 

Legislating  health 

They  won’t  have  the  managed  care  reform  issue  facing  them  like  they 
did  2 years  ago,  but  Texas  legislators  will  have  plenty  to  deal  with 
when  the  1999  legislative  session  begins  this  month.  Lawmakers  will  j 
consider  a lengthy  and  complex  agenda  of  health  care-related  issues  j 
and,  according  to  some,  will  test  TMA’s  coalition-building  ability.  i 
By  Ken  Ortolon  | 


The  Journal 
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Departments 


Producing  physicians  for  South  Texas  52 

By  William  A.  Thomson,  PhD;  James  P.  Denk,  MA; 
Pamela  G.  Ferry,  MHS;  Cindy  Martinez-Wedig,  PhD; 
Lloyd  H.  Michael,  PhD 


Shifting  the  costs  of  indigent  care 
back  to  county  governments 

By  Robert  V.  West,  MD,  JD 


Texas  Medicine  Rounds  16 

Doctors  in  the  House  • Dr  Nixon  honored  • Medicaid  enroll 
ment  • Rural  managed  care  • Generation  gap  • TexMed  ’9^ 
education  • New  York  nights  • Cancer  prevention  • Dalla: 
health  fair  • New  UT  Houston  building  • FBI  doctor  • PAIRS 
training  • Baylor  geriatrics  • Asking  the  right  questions  • 
Best  Practices  • Low  birth  weight  risks  • Legislative  bytes  • 
Ethics  of  genetics 
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jPublic  Health 

iDo  the  right  thing  34 

jNow  that  Texas  is  getting  more  than  $17  billion  from  its  settlement  of  the  lawsuit 
lagainst  the  tobacco  industry,  the  Texas  Legislature  will  have  an  unprecedented  op- 
iPortunity  to  make  a lasting  impact  on  public  health,  especially  the  health  of  chil- 
jdren.  The  question  is,  will  they? 

By  Teri  Moran 

i 

I 

ILaw 


Privileges  primer  40 

Are  you  an  arrogant  loner  with  poor  documentation?  If  so,  you  may  be  a prime 
candidate  for  a corrective  action  proceeding.  A health  care  attorney  has  some  ad- 
vice on  what  to  do  if  you  find  yourself  in  such  a situation. 

By  John  Larrimer,  JD 

Forget  fair  play  42 

When  it  comes  to  peer  review,  fairness  seems  to  be  missing  from  a growing  num- 
ber of  hospital  bylaws.  A health  care  attorney  warns  of  the  dangers  and  proposes 
a peer  review  bill  of  rights  for  physicians. 

By  David  W.  Townend,  JD 

Medical  Economics 

iBest  of  both  worlds  46 

I'At  first  glance,  good  business  practices  and  quality  patient  care  would  seem  to  be 
'5  at  opposite  ends  of  the  spectrum.  But  a Houston  physician  has  found  a way  to  put 
IS  patients  first  and  get  paid  what  she’s  owed  at  the  same  time. 

^By  Laurie  Stoneham 


Public  Health  Page  34 


Medical  Economics  Page  46 
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The  Big  Picture 


West  Texas  tumbleweeds,  by  Ronald  P.  Rapini,  MD,  TexasTech  University  Health  Sciences  Center,  Lubbock 

if  you  would  like  to  submit  a photograph  forThe  Big  Picture,  please  send  it  to  Laura  J.  Albrecht,  Photo  Editor,  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701. 
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Letters 


Getting  the  numbers  right 


In  the  October  1998  issue  of  Texas 
Medicine,  Laurie  Stoneham  au- 
thored ‘’Medical  School  Money”  (pp 
42-45).  In  the  discussion  and  data 
included,  Texas  A&M  University 
Health  Science  Center  was  mentioned, 
and  its  relation  to  Scott  & White  was 
alluded  to  but  not  defined. 


The  Texas  A&M  University  Health 
Science  Center  was  created  through 
the  Teague-Cranston  legislation  involv- 
ing a partnership  of  the  Central  Texas 
Veterans  Health  Care  System,  Scott  & 
White  Hospital  and  Clinics,  and  Texas 
A&M  University.  This  partnership  has 
been  quite  productive  and  responsive 
ito  the  needs  of  Texans. 

' The  method  of  recording  data,  finan- 
cial and  otherwise,  has  presented  some 
ivery  complex  problems  for  our  health 


science  center.  As  a result  of  the  report- 
ing requirements  for  state  agencies,  in- 
formation from  Scott  & White  and  the 
Veterans  Administration  is  rarely,  if 
ever,  included  in  the  Texas  A&M  Uni- 
versity Health  Science  Center  reports. 

We,  in  collaboration  with  the  Associ- 
ation of  American  Medical  Colleges, 
have  developed  a formula  for  dealing 
with  this.  During  our  most  recent  ac- 


creditation by  the  Liaison  Committee 
on  Medical  Education,  the  information 
was  tabulated  and  is  a matter  of  public 
record.  I present  that  data  (see  accom- 
panying table)  as  a substitute  for  the 
information  listed  on  p 44  of  the  Octo- 
ber issue  of  Texas  Medicine. 

In  addition,  the  information  on  the 
total  combined  research  expenditures 
at  our  health  science  center  was  grossly 
underreported  at  the  TMA  Council  on 
Medical  Education  meeting,  and  it  also 


needs  to  be  amended.  The  combined 
research  expenditures  in  1997  were 
$7.2  million,  not  $300,000. 

I believe  these  inaccuracies  do  not 
reflect  any  intentional  misrepresenta- 
tion by  the  author,  the  state  agencies, 
or  Texas  A&M  University  Health  Sci- 
ence Center,  but  merely  serve  to  point 
out  the  complexities  in  attempting  to 
categorize  all  health  science  centers  in 
Texas  in  the  same  way. 

I wish  to  commend  the  author  for 
her  presentation  of  the  problems  facing 
medical  education  in  Texas,  and  I 
would  applaud  any  efforts  to  enhance 
our  ability  to  deliver  education  and 
health  care,  and  to  conduct  research  for 
the  benefit  of  the  residents  of  Texas. 

Michael  L.  Friedland,  MD 

Vice  President  for  Health  Affairs 

and  Dean  of  Medicine 

Texas  A&M  University 

Health  Science  Center 

147  Joe  H.  Reynolds  Medical  Building 

College  Station,  TX  77843-1114 

Participate,  don’t  alienate 

As  a commentary  on  “The  World  of 
Medicine  in  Texas”  (September 
1998  Texas  Medicine,  pp  34—40), 
I hnd  it  rather  ironic  that  those 
who  have  received  much  from 
American  medicine  are  the  ones  that 
bemoan  a few  inconveniences.  Forty- 
three  years  ago  when  I received  my 
medical  degree  from  a foreign  medical 
school,  many  states  did  not  accept  any 


I Express  your  point  of  view  in  Texas  Medicine.  To  submit  a letter,  mail,  fax,  or  e-mail  it  to  Texas  Medicine,  TMA, 
^ 401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry  b(®texmed.org.  Please  type  letters  you  submit  for 
I publication,  and  keep  the  length  to  400  words  or  less.  If  necessary,  you  may  include  a few  references,  preferably  less 
than  five.  Letters  are  published  at  the  discretion  of  the  managing  editor  and  editorial  advisors,  and  are  subject  to 
editing  and  abridgment.  Letters  represent  the  opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies  of 


itheTexas  Medical  Association. 
Tel  800.880.1300 


Individual  institution  figures  for  1997  (in  millions). 


Annual 

State 

Patient 

Uncompensated 

Institution  Revenue 

Appropriations 

Care 

Care 

Texas  A&M  University  (TAMU) 
Health  Science  Center 

(TAMU  and  Scott 
& White)  $876 

$17(1.94%) 

$502 

$320 
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Malpractice 

Insurance 

Alternatives! 

Cunningham 

Group 
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Letters 


foreign  graduates.  Having  done  part  ol 
my  formal  medical  education  in  ar 
American  medical  school  and  part  in  a 
foreign  one,  I could  understand  the  re- 
luctance of  the  various  state  medical  li- 
censing boards  to  evaluate  and  pass  or 
these  graduates.  Certainly,  during  the 
1950s  and  1960s,  foreign  medical 
schools  presented  little  informatior 
about  their  facilities  and  standards. 

Regarding  the  question  of  cost  en- 
gendered by  the  various  examination' 
required  for  licensure,  I find  this  a mini- 
mal inconvenience  when  one  contrasts 
the  out-of-pocket  costs  in  attending  ar 
American  medical  school.  This  car 
range  from  $10,000  to  $25,000  or  more 
per  annum  — no  small  pittance  in  con 
trast  to  the  several  thousand  dollars  ir 
fees  for  the  various  testing  examinations 
required  for  foreign  medical  graduates. 

The  United  States  has  always  beer 
considered  a melting  pot,  but  unfortu- 
nately today  many  citizens  have  hy- 
phenated themselves.  Instead  ol 
entering  the  mainstream  of  the  bodj 
politic,  they  choose  to  separate  them 
selves  voluntarily  by  ethnic  or  non- 
English  speech.  Many  of  the  problems 
in  other  parts  of  the  world  stem  prima- 
rily from  this  basic  problem  of  several 
language  differences  within  countries 
Religion,  language,  and  cultural  differ- 
ences remain  flash  points  for  civil  war 
violence,  and  discrimination. 

My  advice  to  my  colleagues  is  to  be- 
come active  in  your  local  medical  soci- 
eties, make  yourselves  known,  and 
thereby  lessen  the  alienation  that  re- 
sults from  separatism. 

As  I look  back  40  years,  I can  say  tc 
my  medical  colleagues,  “You  never  had 
it  so  good,”  even  though  you  are  earn- 
ing less  for  your  services.  Contrast  this 
to  receiving  no  payment  or  perhaps 
half  if  you  were  lucky  enough.  The  re- 
ward came  when  you  went  about  the 
business  of  treating  patients  and  help- 
ing the  sick  get  well. 

James  E.Tempesta,  MD 

646  Moray  Place 
Corpus  Christi,  TX  7841 1 
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LEXUS  GS300  or  GS400 

Ready  for  Immediate  Delivery!! 


Medical  Division  means  “Superior  Service”... 
pMAcnlfitiM'- - • 


• No  Deposit 

• No  Down  Payment 

• Truly  Free  Loaner  Cars 

• GAP  Insurance  Included 


• Next  Day  Delivery  Anywhere! 

• No  Surprises  at  Delivery! 

• “Hassle-Free”  Shopping 

• Ask  About  3%  Cash  Back 


CALL  TOLL  FREE: 

800-988-0994 

(972)  994-0994 

www.superiorleasing.com 


Comfort  Package,  Leather,  6 Disc  CD  Changer,  Front  & Rear  Air 
Conditioning  and  Running  Boards!! 

lorth  closed-end  lease  with  purchase  ophon.  MSRP-  $34,735.  Tax,  title,  license  and  1st  payment  due  on  delivery  for  a total  of  $3,438  due  at  incepHon. 
No  security  deposit  on  approx  ed  credit.  Total  of  payments-  $18,6B.  $250  disposal  fee.  Based  on  15K  miles  per  year  with  15f  penalty  for 
every  addihonal  mile  and  penalty  for  excessive  wear  and  tear.  With  approved  creit. 

ANY  MAKE  or  MODEL!!... 
FRADE-IN's  are  WELCOME!! 


Get  a second  opinion 
from... 

SUPERIOR  LEASING,  M.D. 


uperior  Leasing 
is  preferred  by 
the  physicians 
themselves!! 


Miml  Cintron,  MD 
Harlingen,  TX 


"I  had  two  cars  with  unfinished  leases.  Through  Superior  Leasing, 

I was  able  to  terminate  those  leases  and  lease  two  new  cars  of  my 
choice  including  a BMW  740  il.  They  were  delivered  to  my  front  door 
in  just  two  days!  That's  what  I call  'creative  financing'!  Tome, 

Superior  leasing  means  Superior 
Service!!" 


Miguel  Cintron,  MD,  Harlingen,  TX 


...if  it  depreciates,  lease  it!! if  it  appreciates,  buy  it!!" 

j.  Paul  Getty 

High  or  low  miles,  none  or  multiple  security  deposits,  zero  or  max.  down  regardless  of  credit... 

Superior  Leasing  Medical  Division  will  provide  a custom  tailored  lease  to  best  fit  your  needs. 


Putting  patients  first 


From  advocacy  to  public  health  to  strategic  communica- 
tion, February's  conference  offers  myriad  opportunities 
to  grow  and  learn.  Join  leaders  from  TAAA,  AAAA,  and 
county  and  specialty  societies  for  a weekend  of  lively 
camaraderie,  effective  training,  valuable  information, 
and  CME  credit  as  well. 


is  what  being  a physician 


As  physicians,  effectively  communicating  with  your 
patients  is  crucial  to  ensuring  their  good  health  and  well- 
being. Don't  miss  the  dynamic  afternoon  presentation 
by  Marilyn  Moats  Kennedy  on  "Cross-Generational 
Communications,"  where  you'll  learn  how  to  tailor  your 
communication  style  to  each  individual,  resulting  in 
more  positive  interactions  and  improved  outcomes  with 
your  patients,  staff,  colleagues,  family,  and  friends. 

Marilyn  Moats  Kennedy  is  founder 
and  managing  partner  of  Career 
Strategies,  a 21-year-old  career 
consulting  firm.  She  makes  more 
than  100  presentations  a year  and 
has  written  six  books  on  issues 
such  as  age  diversity,  management 
anorexia,  leadership  versus 
management,  and  organization  politics.  Kennedy  is 
a columnist  for  the  Physician  Executive  and  is  often 
quoted  in  The  Wait  Street  Journal  and  Fortune.  She  also 
has  appeared  on  "20/20"  and  "Good  Morning  America." 


is  all  about, 


To  register,  contact  Amy 
Edwards,  Special  Services, 
at  (800)  880-1300, 
ext.  1346,  or 
(512)  370-1346,  or 
amy_e@texmed.org. 
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Leadership 

Conference 

Putting  Patients  First 


World  of 
Medicine 
at  Your 
Fingertips. 

Reference  Sendees 

Librarians  travel  the  world 
of  medical  information 
daily  to  get  the  latest 
knowledge  into  yoiir 
hands.  TMA  Library  staff 
use  clinical  databases,  the 
Internet,  and  print 
resources  to  search  for 
answers  to  your  clinical 
questions.  W'bcit  do  you 
need  to  kiioie  today? 
Reference  services  are  a 
benefit  of  membership 
and  are  free  of  charge 
to  TMA  members. 

For  more  information: 
(800)  880-1300.  ext.  1550, 
or  (512)  370-1550, 
tinajihmty@texmed.org. 
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When  you’re  the  gold 
standard 


TMAIT  tackles  challenges 
of  changing  insurance  market 


By  Albert  E.  Gunn,  MD,  chair, 

TMAIT  Board  of  Trustees 

Since  1955,  the  Texas  Medical  As- 
sociation Insurance  Trust  (TMAIT) 
has  provided  insurance  protection 
to  thousands  of  Texas  physicians, 
their  family  members,  and  their 
staffs.  Through  the  years,  we’ve  added, 
modified,  created,  and  improved  various 
insurance  products  to  meet  physicians’ 
needs  and  to  keep  up  with  rapid  changes 
in  health  care  and  insurance. 

TMAIT  stands  head  and  shoulders 
above  other  insurance  companies  in 
that  TMAIT  returns  99%  of  every  pre- 
mium dollar  to  its  participants  in  the 
form  of  benefits.  Its  board  of  trustees 
and  staff  carefully  monitor  and  manage 
I operations  to  minimize  costs  and  pro- 
mote efficiency.  No  commercial  insur- 
ance plan  uses  just  1%  of  its  premium 
i dollar  on  overhead. 

In  today’s  increasingly  automated 
I and  impersonal  world,  TMAIT’s  personal 
touch  also  stands  out.  Few  companies 


can  match  our  excellence  in  relationship 
building,  in  educating  and  advising  our 
customers,  and  in  financial  counseling. 

But  some  observers  are  trying  to 
paint  TMAIT  as  an  organization  in  de- 
cline. Others  downplay  it  as  a relic  of  a 
fading  past,  tailored  only  for  physicians 
in  solo  practice.  TMAIT  is  at  a cross- 
roads. Changing  market  forces  have 
shown  us  that  traditional  approaches 
to  insurance  coverage  are  no  longer  as 
effective  as  they  once  were,  and  we  are 
not  standing  still. 

Because  our  customer  base  continues 
to  change,  adapting  to  that  change  is  the 
most  important  challenge  we  face. 
TMAIT  can  no  longer  depend  on  the 
male  solo  practitioner  as  its  mainstay,  as 
more  physicians  move  into  group  prac- 
tices and  more  women  enter  the  profes- 
sion. We  need  to  better  understand  these 
physicians’  needs  and  how  we  can  meet 
them  now  and  into  the  2 1st  century. 

We  intend  to  go  beyond  old  com- 
fortable ways,  to  roll  up  our  sleeves 
and  go  after  new  markets.  There  can, 
and  will  be,  a very  bright  future  ahead 
for  this  organization  and  for  TMA 
physicians.  Let’s  look  at  how  and  why 
we  believe  this. 

Meeting  the  challenge 

Demographic  changes  show  that  the 
demand  for  TMAIT  products  will  re- 
main strong  well  into  the  next  century; 
in  fact,  demand  will  skyrocket  as  the 
first  wave  of  baby  boomers  reaches  re- 
tirement age.  Although  major  medical 
insurance  historically  has  comprised 
the  highest  percentage  of  TMAIT’s  pre- 


miums, the  percentage  for  retirement 
planning  products  will  grow  as  our  cus- 
tomer base  ages. 

The  TMAIT  Board  of  Trustees  demon- 
strated its  commitment  to  keeping  pace 
with  current  trends  and  members’  needs 
when,  in  1997,  it  voted  to  evaluate  pro- 
posals for  a new  underwriter  for  the  in- 
surance program.  The  board  recognized 
a new  era  in  financial  services  was  be- 
ginning and  decided  to  take  an  active 
part  in  shaping  the  future,  rather  than 
simply  sticking  with  the  status  quo. 

Because  of  the  1997  proposal 
process,  TMAIT  won  at  the  negotiating 
table  and  now  offers  physicians  higher 
limits  on  life  insurance  and  personal 
accident  insurance.  We  also  added  new 
products  such  as  long-term  care,  world- 
wide travel  coverage,  and  level  pre- 
mium life  insurance.  Most  importantly, 
the  process  validated  our  belief  that  the 
hnancial  arrangement  between  TMAIT 
and  its  underwriter  is  the  most  equi- 
table and  efficient  arrangement  avail- 
able for  TMA  physicians. 

By  choosing  to  become  a player  in 
the  retirement  security  market,  TMAIT 
is  positioned  and  ready  to  bring  its 
strengths  and  high-quality  service  to 
TMA  physicians  in  these  critical  areas. 
We  are  expanding  our  product  line 
from  one  that  has  been  focused  almost 
solely  on  life  and  health  insurance  to 
one  that  covers  the  broader  spectrum 
of  asset  accumulation  and  retention. 
For  example,  the  long-term  care  insur- 
ance product  we  offer  is  designed  to 
satisfy  consumers’  needs  to  protect 
them  against  financial  uncertainty. 
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In  reality,  everyone’s  financial  future 
is  riddled  with  uncertainty.  There  are  no 
clear  answers  for  how  long  we  will  live, 
whether  we  will  become  disabled  or  will 
need  nursing  home  care,  or  if  we  will 
need  to  leave  money  for  dependents. 

With  its  variety  of  insurance  prod- 
ucts, TMAIT  is  well  suited  to  help 
physicians  manage  these  financial  un- 
certainties. Long-term  care  insurance 
helps  physicians  take  care  of  them- 
selves or  their  parents  in  their  final 
years.  Disability  insurance  provides  in- 
come after  a disabling  illness  or  injury. 

TMAIT  already  is  developing  distri- 
bution systems  to  respond  to  cus- 
tomers’ changing  buying  habits.  We  are 
armed  with  innovative  products,  just 
the  right  technology,  and  over-the-top 
service  and  expertise.  On  top  of  this, 
we  will  always  be  a strong  and  de- 
pendable organization  for  those  who 
already  rely  on  us. 

TMAIT’s  highest  priority  is  to  main- 
tain a financially  solvent  and  stable  in- 
surance program  in  which  its  members 
have  the  greatest  confidence  that  bene- 
fits will  be  paid  as  promised.  And  we 
have  accomplished  this  by  fully  insuring 
the  program  with  strong  and  reputable 
insurers,  by  managing  the  program  re- 
sponsibly, and  by  maintaining  adequate, 
but  not  excessive,  premium  rates.  And, 
our  premium  stabilization  fund  acts  as  a 
buffer  to  accommodate  unanticipated 
fluctuations  in  claims. 

We  can  only  imagine  the  innumer- 
able changes  TMAIT  will  face  in  the  fu- 
ture. But  already  we  are  improving  our 
member  services  in  response  to 
change.  Certainly  TMAIT  is  a solid  or- 
ganization that  will  remain  solid,  and 
we  will  continue  to  recognize  coming 
challenges  as  opportunities.  TMAIT 
will  thrive  in  the  future  and  build  upon 
almost  50  years  of  serving  Texas  physi- 
cians and  their  families.  ★ 


Albert  E.  Gunn,  MD,  is  deputy  chair  of  the  Department 
of  Internal  Medicine  Specialties  and  chief  of  the  Geri- 
atrics Section  of  The  University  of  Texas  M.D.  Ander- 
son Cancer  Center  in  Houston. 
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Boom  or  bust 


Insurance  industry  ups  and  downs 
are  nothing  new 


By  Philip  S.  Dial 


Throughout  most  of  the  20th  cen- 
tury, insurance  has  been  one  of 
the  most  cyclical  industries  in 
American  commerce.  While  some 
lines  of  coverage,  such  as  long- 
term disability,  have  been  relatively 
steady,  others,  like  health  insurance, 
have  been  highly  cyclical.  In  a typical 
cycle,  intense  competition  stimulates 
price-cutting  and  market  expansion, 
followed  by  rapidly  rising  premium 
rates  and  tightening  markets. 

Slow  on  the  draw 

In  the  health  insurance  business,  partic- 
ularly in  the  last  25  years,  these  cycles 
often  have  been  driven  by  a “too  little 
too  late”  or  “too  much  too  late”  ap- 
proach to  premium  increases.  Insurance 
underwriters,  who  set  rates  for  insur- 
ance companies,  have  been  slow  to  rec- 
ognize, and  even  slower  to  address, 
changing  trends  in  health  care  claims. 
And  when  they  finally  did  respond,  they 
typically  overreacted.  Rates  periodically 
became  excessive  and  the  surplus  in- 
come created  an  unfounded  sense  of  se- 
curity. This  false  sense  of  security  led  to 
deferring  necessary  rate  increases, 
which  led  to  premium  deficiencies, 
which  triggered  financial  losses,  which 
necessitated  rate  increases.  Eventually, 
a new  cycle  would  begin. 

Ignoring  its  own  historical  lessons, 
the  entire  insurance  industry  began  a cy- 
cle of  intense  competition  in  the  last  half 
of  the  1980s.  First,  the  property/ casualty 
business  aggressively  began  marketing 
liberal  benefits  and  relatively  inexpen- 
sive prices.  Intense  competition  soon 
spread  throughout  the  industry  until  it 
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eventually  reached  one  of  the  last  lines 
to  be  affected  — health  insurance.  This 
intensely  competitive  phase,  character- 
ized by  underpriced  products  flooding 
the  market,  has  lasted  much  longer  than 
earlier  cycles.  Recently  though,  the 
health  insurance  market  began  a shift 
back  to  substantial  rate  increases. 

Although  the  health  insurance  indus- 
try has  experienced  ups  and  downs 
since  the  1960s,  a strong  backlash  from 
purchasers  reacting  to  high  costs  led  to 
the  development  and  rapid  growth  of 
the  managed  care  industry.  Intense  com- 
petition for  the  health  care  dollar  fol- 
lowed. Throughout  the  1980s,  health 
insurers  moved  away  from  the  tradi- 
tional fee-for-service  indemnity  model 
toward  managed  care  arrangements 
such  as  health  maintenance  organiza- 
tions (HMOs),  preferred  provider  organ- 
izations (PPOs),  and  point-of-service 
(POS)  plans.  Managed  care’s  intense  fo- 
cus on  costs  and  the  bottom  line  has  af- 
fected all  aspects  of  medical  practice. 

The  move  to  managed  care  was  slow 
initially,  but  by  the  early  1990s,  intense 
competition  had  struck  the  health  care 
industry.  In  Texas,  commercial  HMOs 
and  a growing  number  of  provider- 
sponsored  managed  care  organizations 
have  waged  a heated  battle  for  market 
share  since  1993.  The  ever-intensifying 
focus  on  price  resulted  in  the  inevitable 
decline  in  both  the  popularity  and 
availability  of  fee-for-service  indemnity 
health  insurance,  the  price  of  which 
continued  to  escalate.  As  the  price  dis- 
parity between  managed  care  products 
and  indemnity  insurance  increased, 
more  and  more  consumers,  and  eventu- 
ally even  physicians  themselves,  “rose 
above  principle  to  practicality”  as  costs 
dictated  their  move  to  managed  care. 

Texas  has  seen  a huge  boom  in  man- 
aged care,  even  in  many  rural  areas. 
Managed  care  plans  have  ranged  from 
relatively  sophisticated,  well  capital- 
ized and  professionally  managed  or- 
ganizations to  underfunded,  poorl> 
conceived  late  entrants  to  the  business.; 
As  often  happens  in  the  insurance  in- 
dustry, the  resulting  aggressive  compe- 
tition fatally  undermined  indemnit>i 
insurance  while  simultaneously  creat-j 
ing  an  environment  that  led  to  massivej 
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losses  for  managed  care  companies. 

Just  as  the  industry  was  competing 
itself  into  a financial  corner,  consumers 
and  providers  gained  momentum  in 
their  fight  for  stronger  regulation  of 
managed  care  companies.  During 
1997,  advocacy  groups  gained  a major 
foothold  in  most  state  legislatures  and 
in  Congress,  winning  greater  regula- 
tory controls  and  increasing  managed 
I care’s  exposure  to  liability  for  its  uti- 


dization  management  decisions.  This 
[emboldened  physicians  and  other 
[health  care  providers  to  become  more 
[aggressive  in  pricing  their  services. 
|These  combined  forces  heightened  fi- 
nancial pressures  on  the  already  bat- 
tered managed  care  industry. 

' In  Texas,  this  activity  led  to  a recent 
land  significant  industry  consolidation. 
In  1997,  Humana  purchased  PCA 
[Health  Care,  Inc,  and  United  Health- 
care purchased  Travelers.  In  1998, 
[Aetna  US  Healthcare  purchased  NYL- 
(Care.  These  3 major  mergers  have  re- 
duced coverage  options  in  most  of  the 
[larger  markets  in  Texas.  In  addition, 
[merger  discussions  continue  for  some 
jof  the  state’s  smaller  HMOs  that  also 
I have  experienced  financial  difficulty. 

Looking  at  1999  and  beyond,  signif- 
icant rate  increases  are  appearing 
throughout  the  health  insurance  indus- 
try as  carriers  respond  to  deteriorating 
[financial  returns,  an  increasingly  regu- 
ilated  environment,  and  providers  who 
are  more  aggressive  in  their  negotia- 
tions. The  health  insurance  industry 
seems  to  be  entering  a new  cycle  of 
more  rapidly  increasing  prices  that 
[Could  last  for  several  years  until  finan- 
icial  results  stabilize.  This  inevitably 
‘will  lead  to  increased  pressure  on  busi- 
jj  nesses,  consumers,  and  government  to 
[once  again  address  rising  health  care 


costs.  The  potential  exists  for  the  pen- 
dulum to  swing  away  from  consumers’ 
and  providers’  interests  and  back  to  a 
bottom-line  focus  on  costs. 

From  safety  to  peril 

Meanwhile,  revolutionary  developments 
in  health  care  financing  have  had  a dra- 
matic effect  on  another  line  of  coverage 
near  and  dear  to  physicians’  hearts  — 
long-term  disability  (LTD)  insurance. 


During  the  1970s  and  1980s,  the  disabil- 
ity insurance  industry  targeted  the  most 
attractive  and  profitable  segment  of  the 
LTD  market  — professionals  — with  a 
strong  emphasis  on  physicians.  The  in- 
dustry recognized  that  highly  paid,  secu- 
rity-conscious professionals  were  an 
excellent  source  of  business.  Highly  edu- 
cated and  deeply  dedicated  to  their  pro- 
fessions, for  many  years  physicians 
seemed  to  provide  the  perfect  risk.  Be- 
cause of  their  work  ethic  and  love  of  the 
profession,  few  physicians  became  dis- 
abled, and  most  who  did,  returned  to 
work  as  soon  as  possible.  As  a result, 
competition  for  this  market  segment  in- 
tensified, resulting  in  liberalized  bene- 
fits, loosened  underwriting  standards, 
shrinking  prices,  and  long-term,  often 
ill-conceived  guarantees. 

Success  in  such  an  environment  de- 
pends on  the  forces  that  had  created  it 
to  stay  the  same  — a high  level  of  job 
satisfaction  and  financial  security 
among  those  insured.  Unfortunately,  the 
growth  of  managed  care  has  had  a dra- 
matic impact  on  many  physicians.  They 
have  experienced  loss  of  professional 
autonomy,  reduced  income,  increased 
administrative  and  bureaucratic  incon- 
venience, and  ultimately,  loss  of  job  sat- 
isfaction. As  a result,  the  disability  rate 
among  physicians  began  to  increase  rap- 
idly in  the  early  1990s.  By  the  middle  of 


this  decade,  the  number  of  claims  had 
doubled.  Worse  yet,  once  on  disaliility, 
physicians  tended  to  stay  on  it.  This 
phenomena  has  had  broadly  adverse 
implications  for  programs  as  diverse  as 
the  group  insurance  plan  provided  by 
the  Texas  Medical  Association  Insurance 
Trust  (TMAIT)  and  individual,  non- 
cancelable  coverage  issued  by  the 
largest  disability  insurers  in  the  country. 

As  poor  underwriting  results  be- 
came apparent,  insurers  moved  to  ad- 
dress the  problem.  Generally,  they 
made  benefits  less  generous,  reduced 
guarantees,  and  increased  premium 
rates,  and  some  insurers  left  the  mar- 
ket. Such  moves  were  painful  for 
everyone:  the  underwriters,  the  agents 
who  sold  the  coverage,  and  the  insured 
professionals  who  experienced  reduced 
benefits  and  increased  costs.  TMAIT  ex- 
perienced large  financial  losses. 

But  in  spite  of  such  measures,  the 
problems  with  LTD  are  probably  not 
over.  Because  professional  unrest  in 
medicine  probably  will  continue  for 
some  time,  it  is  likely  that  more  physi- 
cians will  use  their  disability  plans. 

More  competition  ahead 

As  both  a financial  institution  and  a 
source  of  personal  security,  insurance  is 
as  complicated  as  it  is  important.  Because 
it  has  become  essential  to  Americans’ 
sense  of  well-being,  the  industry  will  con- 
tinue to  receive  close  scrutiny  as  it 
evolves  into  the  next  century.  Cyclical 
competitive  conditions  are  likely  to  con- 
tinue simply  because  of  the  tremendous 
amount  of  money  involved.  And  with 
banks  and  other  financial  intermediaries 
entering  the  insurance  business,  competi- 
tion undoubtedly  will  increase  and  inno- 
vation will  become  more  important. 
Some  new  products  will  work,  many  oth- 
ers will  not.  But  hopefully,  the  industry 
will  learn  from  these  mistakes  and  de- 
velop new  and  improved  products  to  bet- 
ter meet  consumers’  changing  needs.  ★ 


Philip  S.  Dial,  FSA,  is  with  Rudd  and  Wisdom,  Inc,  in 
Austin,  and  is  a consultant  actuary  for  the  Texas  Med- 
ical Association  Insurance  Trust. 


Insurance  underwriters,  who  set  rates 
for  insurance  companies,  have  been  slow  to 
recognize,  and  even  slower  to  address, 
changing  trends  in  health  care  claims. 
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Prestigious  Homeowners  Want  Beautiful 

Lifetime  Roofing 

" There  is  absolutely  nothing  negative  to  say  about  the  new  residentiahtype  metal 
rooting.  It  looks  heautiful,  has  a 50'year  to  a lifetime  warranty,  is  tireproog  reduces 
summer  air  conditioning  costs  and  is  less  wasteful  than  asphalt  shingles.  Attractive 
metal  roofing  is  becoming  the  signature  of  high-end  houses.  Although  it  costs  somewhat 
more  to  install,  the  overall  cost  is  lower  because  of  its  long  life."  James  Oulley,  Syndicated  Columnist 

"Cut  Your  Utility  Bills" 

%Wood  Shake  Beauty  l)Can  Go  Over  Old  Roof  %UL'2218  (Class  IV)  Rated 


% Cuts  A/C  Costs 


%Fire  Protection 


% Baked  On  KYNAR  Finish 


%120mphWind  Warranty  •)  Lifetime  / 40yr. Transferable  <1  Increases  Home  Value 

Limited  Warranty  / 

Call  Today  For  A Free  Estimate  From  A Perfection  ^ 

Dealer  In  Your  Area: 

Ih 


A&T  Builders 

Dallas,  TX 

1-800-585-3443 
(214)  324-3837 

Seminole  Sales 
& Leasing 

Seminole,  TX 

(915)  758-9855 


Champion 

Constructors 

Houston, TX 

1-800-422-2573 
(281)  587-2573 

Southwest 
Metal  Roofing 

San  Antonio,  TX 
(210)  822-6868 


Texas  Home 
Exteriors 

Austin,  TX 

1-800-638-3987 
(512)  453-8782 


Perfection 

B^odacts - 

Made  in  the  USA 
www.Perfectionusa.com 


People 


iNewsmakers 


The  new  officers  for  the  Medical 
Alumni  Association  at  The  University 
of  Texas  Health  Science  Center  at  San 
Antonio  include  endocrinologist 
Richard  Becker,  MD,  president;  pedia- 
trician Daniel  Sedillo,  MD,  treasurer; 
and  otolaryngologist  Richard  New- 
man, MD,  immediate  vice  president. 

Houston  general  surgeon  Richard  E. 
Caplan,  MD,  and  Temple  general  sur- 
‘geon  John  Hendricks,  MD,  were  named 
Icancer  liaison  physicians  to  the  Ameri- 
Ican  College  of  Surgeons  Commission  on 
: Cancer. 

jcardiovascular  surgeon  Michael  E.  De- 
Bakey,  MD,  was  honored  with  a scien- 
tific colloquium  and  a gala  dinner  on 
ihis  50th  anniversary  with  Baylor  Col- 
jlege  of  Medicine  in  Houston. 

|e1  Paso  allergist  Edward  Egbert,  MD, 
|was  named  the  1998  Distinguished 
lAlumnus  by  The  University  of  Texas-El 
Paso. 

iHouston  urologist  Paul  B.  Handel,  MD, 
was  appointed  by  former  Texas  Com- 
missioner of  Insurance  Elton  Bomer  to 
the  Task  Force  on  Physician  Incentive 
: Payments,  which  will  study  physician 
reimbursement  by  managed  care  plans. 


Dallas  internist  Benjamin  Levine,  MD, 
was  awarded  the  1998  Research  Award 
by  the  Wilderness  Medical  Society  for 
his  work  on  the  physiological  effects  of 
altitude  and  exercise. 

Dallas  urologist  John  McConnell,  MD, 
was  appointed  to  the  National  Diabetes 
and  Digestive  and  Kidney  Diseases  Ad- 
visory Council  of  the  National  Institutes 
of  Health  by  US  Secretary  of  Health  and 
Human  Services  Donna  Shalala. 

Anesthesiologist  Tod  B.  Sloan,  MD,  PhD, 
received  a 1997  Presidential  Award  for 
Excellence  in  Teaching  at  The  University 
of  Texas  Health  Science  Center  at  San 
Antonio. 

Fort  Worth  general  surgeon  John  H. 
Smith,  MD,  received  the  1998  Gold- 
Headed  Cane  Award  from  the  Tarrant 
County  Medical  Society. 

Hematologist  Charles  Sprague,  MD, 

former  president  of  The  University  of 
Texas  Southwestern  Medical  Center  at 
Dallas,  was  honored  with  the  establish- 
ment of  the  Charles  Cameron  Sprague, 
MD,  Chair  in  Medical  Science  by  UT 
Southwestern. 

Pediatrician  Joel  B.  Steinberg,  MD,  re- 
ceived the  Robert  L.  Moore  Award  for 
Medicine  for  his  many  years  of  devoted 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
! section  are  TM A membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
jtion;  or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
I cretion  of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  johanna  f@texmed.org. 


Paul  B.  Handel,  MD  Benjamin  Levine,  MD 


Raleigh  R.  White  IV,  MD  Clyde  Yancy,  Jr,  MD 


and  caring  service  to  Children’s  Med- 
ical Center  of  Dallas. 

Temple  plastic  surgeon  Raleigh  R.  White 
IV,  MD,  was  named  president-elect  of 
the  Texas  Surgical  Society. 

Dallas  cardiovascular  disease  specialist 
Clyde  Yancy,  Jr,  MD,  was  installed  as 
president  of  the  American  Heart  Asso- 
ciation, Texas  Affiliate. 

Deaths 


Hugh  Fuller  Arnold,  MD,  79;  Houston; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1941;  died  October  9, 
1998. 
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Transitions:  Legal  Considerations  in 
Selling  or  Closing  a Medical  Practice 

by  Hugh  M.  Barton,  JD 

If  you  are  retiring,  selling  your  practice,  or  joining  a new  practice  setting,  you 
will  want  to  read  Texas  Medical  Association’s  newest  Strategy  Series  publication. 
TMA  members  - $19  Nonmembers  - $29 
Mail  payment  or  credit  card  information  to  TMA  Bookstore, 

401  W.  15th  St.,  Austin,  TX  78701-1680;  fax  credit  card  order 
to  (512)  370-1635;  call  (800)  880-1300,  ext.  1423. 


tt 


TfexasMedical 

Association 


Charging  doctors  thousands  of  dollars  to  upgrade  systems  to  be  Y2K  compliant  is  just  one 
more  example  of  physicians  being  exploited  by  software  companies.  We  are  a physician 
owned  and  operated  company  seeking  to  put  doctors  back  in  control.  To  prove  our 
sincerity...  all  Medical  Manager®  offices  being  forced  to  upgrade  their  software  to  be  Y2K 
compliant  can  get  a FREE  license  for  our  TOPS  Bill  practice  management  software.  That's 
right!  Then,  after  6 months,  we  will  collect  a nominal  monthly  upgrade/maintenance  and 
usage  fee  only.  Our  custom  conversion  makes  transferring  your  data  from  Medical 
Manager®  and  Medisoft  to  TOPS  almost  effortless.  TOPS  Bill  can  also  be  integrated  with 
our  charting  and  scheduling  software  for  an  unsurpassed  combination,  at  ANY  PRICE!!! 

Call  now  for  information  A i 

about  this  limited  time  offer  or  visit  us  B 

on  the  Internet  at  B 

Ask  us  about  our  1998  BMW  M Roadster  Giveaway,  Incredible  software.  Amazing  value. 


People 


Edwin  Ray  Ballinger,  MD,  78;  Man- 
chaca;  George  Washington  University 
School  of  Medicine  and  Health  Sci- 
ences, 1947;  died  June  15,  1998. 

Louis  Burkhalter  Barkley,  Jr,  MD,  61; 

Midland;  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las, 1962;  died  October  21,  1998. 

William  Henry  Barth,  MD,  65;  Corpus 
Christi;  Baylor  College  of  Medicine, 
1957;  died  October  19,  1998. 

Douglas  Baxter  Black,  MD,  78; 

Lamesa;  University  of  Tennessee,  Mem- 
phis, College  of  Medicine,  1943;  died 
October  24,  1998. 

John  Armistead  Boston,  Jr,  MD,  74; 

Jacksonville;  Temple  University  School 
of  Medicine,  1948;  died  September  14, 
1998. 

James  Donald  Carter,  MD,  69;  Hous- 
ton; University  of  Arkansas  for  Medical 
Sciences  College  of  Medicine,  1954; 
died  October  14,  1998. 

Frederick  Heuston  Davis,  MD,  77;  Dal- 
las; University  of  Toronto  Faculty  of 
Medicine,  1943;  died  April  1,  1998. 

Ernest  Evan  Denney,  MD,  74;  Austin; 
Emory  University  School  of  Medicine, 
1951;  died  August  12,  1998. 

George  Franklin  Dillon,  MD,  85;  Big 

Spring;  University  of  Tennessee,  Mem- 
phis, College  of  Medicine,  1941;  died 
October  24,  1998. 

Jack  Walter  Dworin,  MD,  83;  Naples, 
Fla;  University  of  Illinois  College  of 
Medicine,  1940;  died  February  3, 
1998. 

David  E.  Fader,  MD,  88;  Dallas; 
Louisiana  State  University  School  of 
Medicine-New  Orleans,  1936;  died  No- 
vember 1,  1998. 

Allen  Maurice  Fain,  MD,  76;  Dun- 
canville; The  University  of  Texas  South- 
western Medical  School  at  Dallas, 
1951;  died  October  23,  1998. 
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People 


Howard  Zamor  Fretz,  MD,  81;  Wharton; 
The  University  of  Pennsylvania  School 
of  Medicine,  1942;  died  July  31,  1998. 

Bekir  Guzeldere,  MD,  66;  Sugar  Land; 
The  University  of  Istanbul  Medical  Fac- 
ulty-Hirkey,  1957;  died  October  6,  1998. 

Bobby  Jones,  MD,  76;  Houston;  Baylor 
College  of  Medicine,  1947;  died  No- 
vember 2,  1998. 

William  Arthur  Jones,  MD,  75;  Mauk, 
Ga;  University  of  Nuevo  Leon-Monterrey, 
Mexico,  1954;  died  October  31,  1998. 

James  Dudley  Mayberry,  MD,  60;  San 

Antonio;  University  of  London,  1963; 
died  November  16,  1997. 

Homer  Ronald  Newman,  MD,  59;  Port 
Neches;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1965;  died 
October  30,  1998. 

Paul  Marion  Pumphrey,  MD,  74;  Fort 
Worth;  The  University  of  Texas  South- 
western Medical  School  at  Dallas, 
1960;  died  November  2,  1998. 

Raymond  Harrison  Rigdon,  MD,  82; 

Madison,  Ga;  Emory  University  School 
of  Medicine,  1931;  died  July  28,  1998. 

Jack  Joseph  Rosenberg,  MD,  61;  San 

Antonio;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1962;  died 
October  6,  1998. 

John  Howard  Sheets,  MD,  70;  Odessa; 
Case  Western  Reserve  University  School 
of  Medicine,  1953;  died  October  24, 
1998. 

Rush  Alexander  Snyder,  MD,  89; 

Canadian;  University  of  Tennessee, 
Memphis,  College  of  Medicine,  1945; 
died  October  6,  1998. 

Harvey  King  Truett,  MD,  89;  McKin- 
ney; Baylor  College  of  Medicine-Dallas, 
1937;  died  February  24,  1998. 

Robert  Watkins  Webb,  MD,  92;  Dallas; 
Tulane  University  School  of  Medicine, 
1933;  died  October  29,  1998. 


A Capitol  Salute 

1999  TEXPAC  Retreat  and  TMA/TMA  Alliance  Capitol  Check-Up 

Austin  ★ March  23  & 24,  1999 

Texxs  Medical  Association,  Doubletree  (iuest  Suites,  and  State  Lapitol 
Sponsors:  Texas  Medical  Association  ★ TEXPAC  ★ Texas  Medical  Association  Alliance 

Physicians  and  alliance  members  are  urged  to  attend! 

For  more  information  call  (800)  880-1300,  ext.  1328,  or  ext.  1363 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W’  e are  a dedicated  group  of 
professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


Medical  Insurance  Services 

For  additional  information,  contact: 

Richard  Vento,  Executive  Vice  President  or 
Barbara  E.  Gaffney,  Healthcare  Account  Executive 
Aberdeen  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  770S6 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Croups 
Multi  Specialty  Practices  • Outpatient  Surgery’  Centers 
Ambulatory  Care  Centers  • Hnique  Healthcare  Insurance  Recpiests 
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Silver  session 

Patients,  minority  students  win  big  at  interim’s  25th  anniversary 


Physicians  took  actions  to  pro- 
tect their  patients,  showed 
their  support  for  a new  minor- 
ity scholarship  program,  and 
prepared  for  the  76th  session 
of  the  Texas  Legislature  at  the 
Texas  Medical  Association 
House  of  Delegates  Interim 
Session  November  20-21  in  Austin. 

Noting  that  Texas’  lawsuit  against 
the  tobacco  industry  was  intended  to 
compensate  the  state  for  the  cost  of 
treating  tobacco-related  diseases,  the 
House  adopted  a 3-part  recommenda- 
tion on  how  the  $17  billion  from  the 
lawsuit  should  be  spent.  Delegates  said 
that  as  a “matter  of  unwavering  princi- 
ple,” TMA  should  work  to  convince  the 
legislature  to  dedicate  the  money  to  im- 
proving the  health  of  all  Texans,  includ- 
ing direct  medical  care,  prevention,  and 
research,  and  that  a majority  of  the 
funds  should  be  allocated  to  patient 
care  for  tobacco-related  illnesses.  They 
also  expressed  TMA’s  strong  support  for 
efforts  to  fully  fund  the  Memorandum 
of  Understanding  between  the  attorney 
general  and  legislative  leaders  that  ded- 
icates the  first  round  of  the  tobacco  dol- 
lars to  improving  Texans’  health  (see 
“Do  the  Right  Thing,”  pp  34-38). 

After  considering  more  than  70  res- 
olutions and  reports  dealing  with  so- 
cioeconomic, medical  education, 
scientific,  public  health,  financial,  and 


organizational  issues,  the  House  also 
voted  to: 

• Support  AMA  policy  against  “quan- 
titative formulas”  or  the  assignment 
of  “numeric  values”  by  Health  Care 
Financing  Administration  evalua- 
tion and  management  guidelines, 
and  oppose  any  proposed  guideline 
that  could  criminalize  the  patient- 
physician  encounter. 

• Oppose  the  mandatory  use  of  hospi- 


talists  and  intensivists  by  insurers 
and  recommend  that  hospital  by- 
laws not  prohibit  a patient  from 
having  his  or  her  primary  physician 
provide  continuity  of  care. 

• Oppose  unilateral  claims  downcoding 
and  bundling  by  insurance  carriers. 

• Support  passage  of  laws  against  us- 
ing patient  drug  information  for 
marketing  purposes. 

• Support  legislation  to  reduce  under- 
age drinking. 


TMA  President  John  P.  Howe  IM,  MD,  of  San  Antonio,  left,  donates  the  first  check,  displayed  by  TMA  House  of 
Delegates  SpeakerTom  B.  Hancher,  MD,  of  Columbus,  to  theTMA  Minority  Scholarship  Program,  which  Or  Howe 
unveiled  at  interim  session.  *‘We  who  care  deeply  about  Texas  medicine  in  the  new  millennium  can  make  a differ-j 
ence  by  joining  in  this  scholarship  program  of  much  importance  to  the  future  of  our  profession  and  our  associa-; 
tion,*'  Dr  Howe  said.  i 
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» Approve  the  White  Paper  on  Teen 
Pregnancy  Prevention  prepared  by 
the  Special  Task  Force  on  Teenage 
Pregnancy  Prevention. 

• Urge  TMA  to  work  with  police  to  en- 
sure that  blood  alcohol  or  drug 
screens  are  obtained  on  drivers  in- 
volved in  traffic  accidents  causing 
fatal  or  serious  injuries. 

' Urge  medical  schools  to  assess  the 
adequacy  of  their  curricula  to  pre- 
pare medical  students  and  residents 
to  respond  to  the  special  needs  of  pa- 
tients requiring  palliative  care,  and 
encourage  the  development  of  con- 
tinuing medical  education  courses 
on  clinical  and  ethical  issues  related 
to  end-of-life  care. 

> Support  legislation  to  limit  county 
charges  for  recovering  tissue  to  the 
recovery  of  operational  costs. 

> Reaffirm  TMA  policy  that  state  med- 


ical schools  should  continue  to  be 
funded  at  a level  allowing  them  to 
continue  providing  excellence  in 
medical  education,  research,  and 
patient  care. 

• Appoint  an  ad  hoc  committee  of 
TMA  and  TMA  Alliance  members  to 
develop  joint  initiatives  to  increase 
membership  of  both. 

• Combine  the  fall  leadership  confer- 
ence and  the  interim  session  of  the 
House  of  Delegates  into  one  meet- 
ing held  on  an  intermediate  week- 
end date. 

• Refer  to  the  Board  of  Trustees  the  is- 
sue of  TMA  organizing  county  med- 
ical society  employees  into  a group 
to  provide  employment  benefits. 

• Refer  to  the  Council  on  Legislation  a 
recommendation  that  TMA  seek  leg- 
islative amendments  to  clearly  pro- 
hibit hospitals  from  restricting 


physicians’  full  participation  in  hos- 
pital leadership  positions. 

• Disapprove  a recommendation  that 
TMA  support  regulation  and  licens- 
ing of  nurse  practitioners  by  the 
Texas  State  Board  of  Medical  Exam- 
iners. 

• Disapprove  a recommendation  that 
motorcycle  riders  be  required  to  pro- 
vide proof  of  adequate  personal  in- 
jury insurance  coverage  before 
registering  a motorcycle. 

The  House  also  voted  to  approve  the 
TMA  Board  of  Trustees  Report  that  the 
Hopwood  decision  has  had  a negative 
impact  on  minority  medical  school  en- 
rollment and  that  TMA  supports  efforts 
to  reverse  its  effect.  One  effort  that  was 
introduced  during  Saturday’s  session  by 
TMA  President  John  P.  Howe  III,  MD,  is 
the  TMA  Minority  Scholarship  Program. 


Dr  Nixon  to  receive 
Distinguished  Service  Award 


More  than  4 decades  of  commitment  to  family  practice 
and  to  the  family  of  medicine  have  prompted  the  Texas 
Medical  Association  House  of  Delegates  to  approve  en- 
thusiastically the  nomination  of  Sam  A.  Nixon,  MD,  of 
Nixon,  for  TMA’s  Distinguished  Service  Award.  Dr 
Nixon  will  receive  the  award  atTexMed  '99  in  Dallas. 

Dr  Nixon  graduated  from  The  University  of  Texas 
Medical  Branch  at  Galveston  and  served  his  country  in 
the  US  Army  Medical  Corps  in  Korea  and  Japan  before 
embarking  on  his  medical  career  in  Texas.  After  23  years 
as  a devoted  family  physician  in  Nixon  and  Floresville, 
Dr  Nixon  moved  to  Houston  to  teach  in  the  Department 
of  Family  Practice  and  Community  Medicine  at  The  Uni- 
versity of  Texas-Houston  Medical  School  in  1977.  He  also 
served  as  preceptor  and  professor  in  the  surgery  depart- 
ment, director  of  the  Division  of  Continuing  Education, 
special  assistant  to  the  president  for  governmental  and 
professional  relations,  and  faculty  associate  at  the  Cen- 
ter for  Health  Promotion,  Research  and  Development. 

A former  chair  of  the  TMA  Council  on  Public  Health, 
Dr  Nixon  also  has  served  organized  medicine  through 
various  duties  for  the  Harris  County  Medical  Society 
and  the  American  Medical  Association.  After  being  ap- 
pointed to  the  AMA  Council  on  Environmental,  Occupa- 
tional, and  Public  Health  and  the  Council  on  Continuing 
Physician  Education,  Dr  Nixon  was  elected  to  the  AMA 
Council  on  Medical  Education  and  served  as  its  chair  in 
1991  and  1992.  He  also  has  served  as  an  AMA  representa- 


tive to  the  Accreditation  Council  for  Continuing  Medical 
Education  and  has  been  an  AMA  delegate  since  1977. 

Dr  Nixon,  a former  president  of  both  the  Texas  Acad- 
emy of  Family  Physicians  and  the  American  Academy 
of  Family  Physicians  (AAFP),  serves  on  the  Board  of 
Curators  of  the  Archives  of  the  AAFP  Foundation  and 
has  chaired  the  State  Rural  Medical  Education  Board 
since  1975.  He  also  is  a member  of  the  Family  Medicine 
Foundation  of  Texas  Board  of  Trustees,  having  served  on 
the  board  of  the  Family  Health  Foundation  of  America. 

Among  his  many  honors  was  Dr  Nixon's  appointment 
as  a member  of  the  Board  of  Regents  of  the  Uniformed 
Services  University  of  the  Health  Sciences  by  President 
Ronald  Reagan  in  1985.  A former  consultant  to  the  Cen- 
ters for  Disease  Control  and  Prevention  and  the  US  Pub- 
lic Health  Service,  Dr  Nixon  is  a member  of  the  Society 
of  Medical  Consultants  to  the  Armed  Forces.  He  has 
served  his  community  as  chief  of  staff  at  Memorial  Hos- 
pital in  Floresville,  general  manager  of  Floresville  Nurs- 
ing Home,  vice  president  of  the  Nixon  School  Board, 
director  of  the  Wilson  County  Health  Department,  and 
director  of  the  South  Texas  Chamber  of  Commerce. 

In  other  House  of  Delegates  action  in  November, 
Houston  oncologist  Joseph  T.  Painter,  MD,  was  elected 
to  emeritus  membership,  and  El  Paso  family  physician 
Walter  C.  Autrey,  MD,  and  Crosbyton  family  physician 
Dale  R.  Rhoades,  MD,  were  elected  to  honorary  mem- 
bership. 
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David  Duffner,  MD,  of  Tyler; 
Council  on  Legislation  Chair 
Robert  Sloane,  Jr,  MD,  of 
Fort  Worth;  and  Michael  S. 
Parish,  MD,  of  Austin,  pres« 
ent  a primer  on  the  76th  ses- 
sion of  the  Texas  Legislature 
to  the  delegates  at  interim 
session. 


Max  Butler,  MD,  of  Houston,  back  left;  Al  Hendler,  MD,  of  Dallas,  back  center;  and  C.L.  Montgomery,  MD,  of 
Lubbock,  back  right,  receive  applause  from  TMA  President  John  P.  Howe  III,  MD,  front  left;  TMA  Secretary- 
Treasurer  George  E.  Thannisch,  MD,  front  right;  and  the  rest  of  the  House  of  Delegates  in  recognition  of  their  many 
years  of  service  to  TMA's  Delegation  to  the  American  Medical  Association.  Drs  Butler,  Hendler,  and  Montgomery 
retired  from  the  delegation  along  with  Harold  High,  MD,  of  Cuero,  who  could  not  be  present  for  the  commendation. 


“Your  colleagues  have  developed  a 
program  to  send  the  message  across 
the  state  and  the  nation  that  Texas 
physicians  care  about  diversity  in  med- 
icine and  have  taken  steps  to  make  this 
happen,”  Dr  Howe  said.  The  program, 
supported  solely  by  member  donations, 
will  provide  financial  assistance  to 
qualified,  underrepresented  minority 
students  who  attend  Texas  medical 
schools.  The  scholarship  recipients  will 
be  encouraged  to  remain  in  the  state  to 
practice  where  they  are  needed  most. 

During  Friday’s  session,  members  of 
TMA’s  Council  on  Legislation  gave  dele- 
gates a preview  of  the  1999  Texas  leg- 
islative session,  which  will  focus  heavily 
on  redistricting  issues  (see  “Legislating 
Health,”  pp  28-33).  TMA  will  be  play- 
ing more  of  a defensive  role  to  retain 
the  successes  earned  during  the  75th 
legislative  session,  according  to  council 
members.  “This  session’s  issues  will  be 
more  technical,  more  socioeconomic, 
and  are  likely  to  be  very,  very  con- 
tentious,” said  Robert  Sloane,  Jr,  MD, 
chair  of  the  Council  on  Legislation.  “We 
promise  to  keep  you  and  all  of  our  col- 
leagues across  the  state  up  to  date.” 

The  House  of  Delegates  elected 
Charles  W.  Bailey,  Jr,  MD,  of  Houston,  as 
a delegate  to  AMA  to  replace  Fred  F.  Cas- 
trow,  MD,  of  Houston,  who  resigned;  and 
elected  Joel  S.  Dunnington,  MD,  of  Hous- 
ton, as  an  alternate  delegate  to  AMA.  ★ 


TMA  Medical  Student  Section  (MSS)  Chair  Stanley 
Wang,  of  Dallas,  left,  and  TMA-MSS  Reporter  Brad 
Butler,  of  College  Station,  prepare  for  action  on  the 
House  floor. 


Delegate  Richard  D.  Jablonski,  MD,  of  Houston,  stud- 
ies the  more  than  70  resolutions  and  reports  considered 
at  interim  session.  A summary  of  House  actions  can 
be  found  in  the  "Members  Only"  section  of  the  TMA 
Web  site  at  www.texmed.org. 


American  Medical  Association  Board  of  Trustees 
Chair  Randolph  D.  Smoak,  Jr,  MD,  and  AMA  Executive 
Vice  President  E.  Ratcliffe  Anderson,  Jr,  MD,  paid  the 
House  a surprise  visit  on  Saturday.  Dr  Smoak  told  the 
delegates,  "The  AMA  intends  to  be  there  for  you,  with 
you,  to  fight  for  our  profession,  to  fight  for  what  mat- 
ters, and  to  fight  for  our  patients." 
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Prepare  for  the  76th  Texas  Legislature  and  the  106th  US 
Congress  with  Web  sites  featured  in  this  month’s  “Med- 
Bytes." 

Texas  Legislature  Online 

For  the  ultimate  source  on  state  legislative  news,  type  in 
www.capitol.state.tx.us.  Texas  Legislature  Online  offers 
state  House  and  Senate  calendars,  committee  member- 
ship lists  and  schedules,  Texas  statutes,  general  legisla- 
tive information,  legislative  district  information,  a 
Capitol  Complex  schedule,  and  a copy  of  the  Texas  Con- 
stitution. Visitors  to  the  site  can  search  for  bills  and 
amendments  and  obtain  information  on  their  state  sena- 
tors and  representatives. 

Congressional  news 

THOMAS:  Legislative  Information  on  the  Internet,  lo- 
cated at  thomas.loc.gov,  offers  US  House  and  Senate  di- 
rectories as  well  as  links  to  the  executive  and  judicial 
branches.  Sponsored  by  the  Library  of  Congress, 
THOMAS  allows  visitors  to  search  for  bills  by  topic, 
number,  title,  or  type,  and  provides  a primer  on  how  a bill 
becomes  a law. 

Branching  out 

Another  good  source  for  information  on  the  US  legisla- 
tive branch  can  be  found  at  lcweb.loc.gov/global/ 
legislative/congress.html.  The  site  contains  congres- 
sional member,  committee,  and  calendar  information; 
House  and  Senate  rules;  a listing  of  floor  proceedings; 
and  a congressional  record  index. 


TMA’s  legislative  hotline 

TMA  members  who  want  the  latest  news  on  legislative 
actions  affecting  health  care  delivered  right  to  their  com- 
puters every  day  can  subscribe  to  the  electronic  TMA 
News  Hotline.  TMA  will  e-mail  legislative  updates  to 
subscribers  every  Monday  through  Friday  from  the  open- 
ing day  of  the  76th  Texas  Legislature  on  January  12 
through  the  final  gavel  on  May  31.  Plus,  every  Friday  sub- 
scribers will  receive  TMA’s  News  Hotline  Replay,  which 
summarizes  the  most  important  news  of  the  week.  The 
hotline  and  replay  also  will  carry  important  cali-to-ac- 
tion  messages  to  let  subscribers  know  when  to  contact 
their  representatives  and  senators  to  seek  their  support 
on  critical  issues.  To  subscribe  to  TMA  News  Hotline, 
log  in  to  the  “Members  Only”  section  of  the  TMA  Web 
site  at  www.texmed.org.  Select  “Physicians  Lounge,” 
then  “E-mail  Lists.”  Or  send  your  e-mail  address  to 
ken_o@texmed.org.  Daily  reports  also  will  be  posted  on 
theTMA  Web  site  under  “Legislative  News”  in  the  “Physi- 
cian Advocacy”  section  of  the  “Members  Only”  area. 

In  living  color 

Be  sure  to  drop  by  the  Texas  Medical  Association  Web 
site  at  www.texmed.org  before  January  31  to  sign  up  for 
the  first  TMA  Cyber  Sweepstakes  of  the  new  year.  TMA 
members  who  provide  or  confirm  their  e-mail  addresses 
through  the  “Members  Only"  section  before  the  end  of 
the  month  are  automatically  entered  to  win  a color 
Hewlett  Packard  ScanJet  SlOOCxi  scanner.  Your  e-mail 
address  will  be  used  to  contact  you  with  breaking  health 
care  news. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  theTMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  johanna^f@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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Call  this  24-hour  hotline  to  report  information  concerning  physicians  who  may 
be  abusing  alcohol  or  other  drugs,  or  who  may  be  chemically  addicted,  psychi- 
atrically  impaired,  or  have  other  problems.  All  calls  are  confidential.  


The  Texas  Medical  Association  Insurance  Trust  offers  life,  health,  disabilP 
ty,  office  overhead,  personal  accident,  and  other  insurance  plans  and  prod- 
ucts to  TMA  members,  their  families,  and  off  ice  staff  s. 


TMA  offers  qualified  medical  students  and  residents  low-interestMoan! 
Call  for  general  requirements  and  application  procedures. 


The  TMA  Political  Action  Committee  speaks  on  behalf- ^ physicians 
through  grassroots  involvement,  personal  relationships  with  elected  offi- 
cials, and  political  campaign  participation  and  contributions. 


The  Texas  Physician  Services  Organization  delivers  physicians  and  physi- 
cian organizations  an  array  of  products  and  services  to  help  them  succeed 
in  the  changing  medical  marketplace. 


Use  the  following  prefixes  plus]^^^^^ 

General  Information 

Continuing  Medical  Education 

interspecialty  Society  Committee 

Medical  Education 

Member  Services 

Meeting  Management 

Physician  Oncology  Education  Program 

Sneak  Preview 

Specialty  Societies 

TMA  Alliance 

TMA  Bookstore 

TMA  Library 

Texas  Physician  Services  Organization 


to  e-mail  for  TMA  resources) 


Loans 


rcme 
isc 
meded 
memberservices 
meetings 
poep 
sneakpreview 
ssms 
tmaa 
bookstore 
tmajibrary 
tpso 


Medicaid  providers 
encouraged  to  reenroll 


National  Heritage  Insurance  Com- 
pany (NHIC),  under  the  direction 
of  state  Medicaid  agencies,  has 
begun  to  reenroll  all  Medicaid 
providers.  The  initiative  is  driven 
by  Senate  Bill  30,  which  was  enacted  by 
the  Texas  Legislature  in  1997  and  re- 
quires all  Medicaid  providers  to  reenroll 
in  the  program  by  September  1,  1999. 
The  statute  also  obliges  providers  to 
sign  a new  agreement  stipulating  that 
they  will  comply  with  the  state’s  Medi- 
caid program  integrity  efforts. 

Information  collected  from  reenroll- 
ment will  be  used  to  update  the  NHIC 
provider  database,  which  currently  con- 
tains many  inaccuracies,  and  to  stream- 
line Medicaid  provider  numbers  into  1 
unique  identifier  beginning  next  No- 
vember. In  other  words,  by  2000,  partic- 
ipating Medicaid  providers  will  no 
longer  have  to  use  different  provider 
numbers  for  distinct  programs,  such  as 
Texas  Health  Steps  and  the  school-based 
clinic  program. 

Reenrollment  originally  was  set  to 
begin  October  16,  but  at  TMA’s  request, 
the  Texas  Health  and  Human  Services 
Commission  and  the  Texas  Department 
of  Health  postponed  the  start  date  a 
month  to  address  concerns  about  the 
reenrollment  application  and  provider 
agreement.  TMA’s  advocacy  resulted  in 
substantial  revisions  to  the  new  forms. 

Providers  are  strongly  encouraged 
by  NHIC  to  return  completed  packets 
quickly.  After  June  1,  1999,  NHIC  can- 
not guarantee  that  packets  will  be  en- 
tered into  the  new  database  before  the 
September  1 cutoff.  Providers  who  fail 
to  return  a completed  reenrollment 
form  by  September  will  be  disenrolled 
from  the  program.  Reminder  notices 
will  be  mailed. 

Physicians  who  currently  have  mul- 
tiple provider  numbers  received  dupli- 
cate packets,  though  only  1 must  be 
returned.  An  exception  exists  for  some 
group-based  physicians  who  practice  at 
multiple  locations. 

For  questions  about  the  reenroll- 
ment process  or  if  you  did  not  receive  a 
form,  please  contact  NHIC  customer  re- 
lations at  (800)  925-9126.  ★ 
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^ Managed  care  hits 
I rural  communities 

After  escaping  its  grips  for  many 
years,  rural  communities  in 
Texas  are  now  feeling  the 
squeeze  of  managed  care.  Local 
access,  clinical  autonomy,  and  vi- 
tal health  care  dollars  are  being  threat- 
ened. To  help  physicians,  patients,  and 
hospitals  in  the  196  Texas  counties 
with  fewer  than  50,000  residents  pre- 
serve local  control  over  their  own 
health  services,  the  Texas  Legislature 
created  the  Rural  Community  Health 
System  (RCHS)  in  1997.  The  system 
was  formed  with  the  support  of  the 
Texas  Medical  Association,  Texas  Acad- 
emy of  Family  Physicians,  Association 
of  Texas  Hospitals  and  Health  Care  Or- 
ganizations, and  Texas  Organization  of 
Rural  and  Community  Hospitals. 

RCHS,  a nonprofit  organization,  will 
provide  administrative,  financial,  and 
technical  support  to  locally  organized 
systems.  The  goal  is  to  keep  health  care 
resources,  patients,  and  dollars  in  the 
community,  says  Helen  Kent  Davis,  di- 
rector of  governmental  affairs  for  TMA. 
“We  want  to  combine  the  emerging 
trend  of  managed  care  with  local  ac- 
cess, local  control,  and  local  financing,” 
she  said.  Harold  High,  MD,  of  Cuero, 
who  serves  as  president  of  the  18-mem- 
ber RCHS  Board  of  Directors,  believes 
that  without  such  intervention,  most  of 
the  state’s  rural  hospitals  will  close  in 
the  next  few  years  and  many  practicing 
physicians  will  be  forced  to  leave. 

While  the  legislation,  SB  1246  intro- 
duced by  Sen  Frank  Madia,  Jr,  (D-San 
Antonio),  recognized  the  need  for  RCHS, 
there  was  no  funding  mechanism.  Dr 
High  says  the  group  will  be  requesting 
some  $20  million  from  the  legislature 
this  year  to  capitalize  the  venture.  With- 
out that  money,  he  said,  RCHS  “is  dead 
in  the  water;  it’s  just  that  simple.” 

To  learn  more  about  RCHS,  contact 
Helen  Kent  Davis  at  (800)  880-1300, 
ext  1401,  or  (512)  370-1401;  or  e-mail 
helen_d@texmed.org.  ★ 


SUMMARIES  OF  RECENT  HEALTH  CARE  HEADLINES 


A low-birth*weight  newborn  may  be  at  risk  of  becoming  an  obese  child  or^; 


adult,  a recent  study  suggests.  Researchers  at  thelTF 

tTIONAUINSTITUTE 

1 OF  CHILD  HEALTH  AND  HUMAN  DEVELOPMENT 

'found  underweight  in- 

fants  after  birth  quickly  gain  more  fat  relative  to  their  size  than  normal 
weight  infants,  often  leading  to  childhood  obesity.  The  researchers  believe 
this  rapid  gain  of  fat  is  because  undernourished  fetuses  seem  to  be  pro* 
grammed  to  compensate  for  the  lack  of  nourishment  after  birth.  Parents 
also  tend  to  overfeed  their  underweight  babies,  the  researchers  said. 
(Pediatrics,  11/98) 


A mind  is  a terrible  thing  to  waste,  and  college  drinking  habits  may  cause 
more  harm  to  a young  mind  than  realized.  Researchers  atl»IiJt< 
Mliiyiflt'jHOWiliWa^fci^Nfound  that  drinking  alcohol  may  have  a greater  ef- 
fect on  a college-aged  person's  brain  than  on  the  brain  of  someone  older.  The 
scientists  asked  21  to  24  year  olds  to  remember  words  from  a list  after  ingest- 
ing 2 alcoholic  drinks  and  compared  their  accuracy  with  that  of  25  to  29  year 
olds  who  consumed  an  equal  amount.  The  older  adults  did  better  on  the  tests. 
(Alcoholism:  Clinical  and  Experimental  Research,  11/98) 


Staying  away  from  red  meat  may  not  mean  staying  away  from  colon  cancer 


risk,  a new  study  has  found.  Scientists  at  th^ 

CENTER  FOR 

HEALTH  RE-i 

SEARCH  ATiLOMAXINDA’UNIVERSITYilN 

CALIFORNIA 

,used  informa-' 

tion  from  a study  of  Seventh-day  Adventists,  who  are  mostly  vegetarian 
but  sometimes  eat  meat.  They  found  that  the  participants  who  sometimes 
ate  white  meat  had  a 55%  higher  risk  of  colon  cancer  than  those  who  were 
strictly  vegetarian.  The  researchers  don’t  know  why  white  meat  seems  to 
increase  cancer  risk,  except  that  diets  high  in  fat  and  meat  intake  long  have 
been  associated  with  colon  cancer. 

(American  Journal  of  Epidemiology,  10/15/98) 


A new  kind  of  pacemaker  can  offer  hope  for  stroke  prevention,  Dutch 
physicians  recently  reported.  The  device,  called  the  Atrioverter,:  corrects 
the  heart  defect  known  as  atrial  fibrillation,  scientists  atfl3QSli211SCl2& 

found.  Atrial  fibrillation  can  cause  rapid  heart- 
beat, chest  pain,  and  fainting,  and  also  can  cause  the  blood  to  pool  and  clot, 
leading  to  a stroke  if  the  clot  travels  to  the  brain.  This  device  may  help  the 
50%  of  patients  with  atrial  fibrillation  who  aren't  helped  by  drugs,  an  edito- 
rial by  Mark  Josephson,  MD,  concluded. 

(Circulation,  10/20/98) 
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Things  you 
need  to  know 


When  it  comes  to  managed  care 
organization  (MCO)  contract 
concerns,  payment  issues  gener- 
ally rank  at  the  top  of  the  list. 
Avoid  potential  payment  has- 
sles by  asking  the  following 
questions  before  you  sign. 

■ How  long  do  I have  to  submit 
a claim?  Do  you  require  a spe- 
cial, nonstandard  claim  form? 
What  is  your  claim  payment 
time?  Who  will  help  me  if  I 
have  a question  or  problem  re- 
garding claim  payment? 

• On  what  do  you  base  your 
fees?  How  often  are  your  fees 
updated?  Will  you  provide  me 
with  your  fees  for  my  20  most 
frequently  billed  CPT  codes 
for  a fee  analysis? 

• Does  the  MCO  have  a list  of 
services  by  CPT  code  that 
are  covered  by  the  MCO?  Can 
I bill  the  patient  for  services 
provided  that  are  not  covered 
by  the  MCO? 

• Which  procedural  CPT  codes 
are  included  in  my  capitation 
rate? 


Source:  TMA's  Texas  Physician  Services 
Organization  (TPSO).  For  more  information 
about  TPSO  services  or  to  request  a copy  of 
the  TPSO  catalog,  call  (800)  523-TPSO  or  (512) 
370-141$;  or  e-mail  tpso@texmed.org. 


Winter  conference  speaker 
bridges  generation  gap 


Are  you  a Boomer  or  a Buster,  or 
maybe  a Cusper?  Do  you  buy 
American  or  is  foreign  more  pres- 
tigious? Do  you  fit  in  well  in  new 
surroundings  or  do  you  avoid  so- 
cial engagements  at  all  costs?  Are  you 
technically  savvy  or  technically  chal- 
lenged? Will  your  children  rebel  or  will 
they  live  at  home  forever?  You  can 
learn  the  answers  to  these  and  many 
other  generational  quandaries  from 
Marilyn  Moats  Kennedy,  who  will  pres- 
ent a special  afternoon  program  at 
TMA’s  1999  Winter  Leadership  Confer- 
ence February  27  at  the  Renaissance 
Austin  Hotel. 

Regardless  of  your  age,  you  need  to 
understand  some  of  the  differences  in 
communication  styles  among  various 
generations  that  must  be  overcome  if 
people  are  to  work  well  together.  As 
physicians,  you  can  learn  to  talk  to 
your  staff  and  patients  with  better  re- 
sults, fewer  misunderstandings,  and 
smoother  relationships.  As  physician 
leaders,  you  can  learn  to  tailor  your 
management  style  to  your  audience, 
resulting  in  more  positive  interactions, 
increased  participation,  and  improved 
outcomes. 

Ms  Kennedy  is  founder  and  manag- 
ing partner  of  Career  Strategies,  a 21- 
year-old  career  consulting  firm.  During 
her  30  years  of  experience,  she  has 
been  a university  faculty  member,  busi- 
ness owner,  consultant,  and  nationally 
known  speaker.  She  makes  more  than 
100  presentations  a year  and  has  writ- 
ten 6 books  on  issues  that  affect  the 
evolving  workplace,  such  as  age  diver- 
sity, management  anorexia,  leadership 
versus  management,  and  organization 
politics.  Ms  Kennedy  is  currently  a 
columnist  for  the  Physician  Executive, 
Across  the  Board,  and  Manager’s  Intelli- 
gence Report.  She  often  is  quoted  in  The 
Wall  Street  Journal  and  Fortune.  Ms 
Kennedy  also  has  appeared  on  “20/20” 
and  “Good  Morning  America.” 

To  register  for  this  program,  contact 
Amy  Edwards,  Special  Services,  at  (800) 
880-1300,  ext  1346,  or  (512)  370-1346; 
or  e-mail  amy_e(a)texmed.org.  ★ 


Spend  a New  York  night 
withTMA  Foundation 


Start  spreading  the  news!  TMA 
Foundation  will  host  its  sixth  an- 
nual benefit,  “New  York  Nights,” 
May  7,  1999,  at  the  Wyndham 
Anatole  Hotel  in  Dallas. 

Guests  will  enjoy  a lively  evening  in 
Manhattan’s  most  chic  nightclub,  includ- 
ing a martini  bar,  dinner,  and  silent  auc- 
tion. The  benefit,  held  in  conjunction 
with  TexMed  ’99,  also  will  feature  Sina- 
tra, Big  Band,  and  Tin  Pan  Alley  sounds 
for  dancing.  Attire  for  the  evening  is 
New  York  chic  — casual  to  festive. 

For  more  information  or  to  obtain 
tickets  for  the  benefit,  call  Lisa  Stark 
Walsh,  TMA  Foundation,  at  (800)  880- 
1300,  ext  1666,  or  (512)  370-1666;  or 
e-mail  lisa_w(®texmed.org.  ★ 

UNT  professor  appointed 
to  FBI  advisory  board 


He  may  be  no  Mulder  or  Scully, 
but  Arthur  Eisenberg,  PhD,  has 
been  appointed  chair  of  the  Fed- 
eral Bureau  of  Investigation’s 
(FBI’s)  DNA  Advisory  Board  by 
FBI  Director  Louis  Freeh. 

Dr  Eisenberg,  an  associate  professor 
of  pathology  at  the  University  of  North 
Texas  Health  Science  Center  at  Fort 
Worth,  recommends  standards  to  Di- 
rector Freeh  for  DNA  quality  assurance 
and  forensic  laboratory  proficiency 
testing.  Since  1995,  Dr  Eisenberg  has 
served  as  the  molecular  geneticist  for 
the  board,  which  is  composed  of  16 
other  scientists  and  crime  laboratory 
specialists.  ★ 
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PAIRS  offers  training  to  help 
Texans  with  heart  disease 


Texas  physicians  now  can  refer 
their  patients  to  Practical  Appli- 
cation of  Intimate  Relationship 
Skills  (PAIRS),  an  internationally 
acclaimed  program  that  teaches 
interpersonal  techniques  to  patients 
with  heart  disease  to  improve  their 
overall  health. 

“Recent  studies  have  found  that  pa- 
tients with  heart  disease  are  much 
more  likely  to  recover  if  they  improve 
interpersonal  relationships,”  said  Kelly 
Simpson,  the  Texas  PAIRS  coordinator. 
“PAIRS  is  an  educational  program  that 
teaches  relationship  skills  to  promote 
and  sustain  better  health.  It  is  not  ther- 
apy — it  is  education.” 

Health  care  professionals  can  be- 
come licensed  to  teach  the  PAIRS  pro- 
gram, or  physicians  can  refer  their 
patients  to  the  program.  For  more  in- 
formation, consult  the  PAIRS-Texas 
Web  site  at  www.pairstexas.com,  or  call 
(214)  369-5717.  ★ 

Baylor  facility  designated 
center  of  excellence 


Baylor  College  of  Medicine’s  Huff- 
ington  Center  on  Aging  has  been 
designated  a Center  of  Excel- 
lence in  Geriatrics  by  the  John  A. 
Hartford  Foundation. 

The  Hartford  Foundation  will  con- 
tribute $200,000  annually  for  3 years 
to  the  center,  which  is  1 of  8 national 
sites  in  the  Geriatric  Interdisciplinary 
Team  Training  (GITT)  project.  The 
funding  will  help  GITT  use  classroom 
time  and  clinical  rotations  to  foster  a 
team  approach  to  geriatric  care  among 
a variety  of  health  care  professionals. 

The  University  of  Texas-Houston 
'Health  Science  Center  and  the  Univer- 
|sity  of  Houston  are  academic  partners 
|With  Baylor  in  the  GITT  project,  which 
will  train  more  than  450  health  care 
workers  in  the  3-year  program.  Results 
of  the  program  will  be  shared  with  other 
GITT  centers  across  the  country.  ★ 


TexMed  '99  features 
new  educational  tracks 


For  the  first  time,  general  educa- 
tional tracks  will  be  offered  at 
Texas  Medical  Association’s 
TexMed  ’99,  May  6-9  in  Dallas  at 
the  Wyndham  Anatole  Hotel. 
Specialty  sections  and  scientific  and  so- 


cioeconomic symposia  will  be  pre- 
sented as  well.  These  new  tracks  will 
be  of  interest  to  a broad  range  of  physi- 
cians and  will  include: 

• Ethics  - End  of  Life  Care 

• Clinical  Practice  of  Medicine 

• Computers  in  Medicine/Technologi- 


cal Advances  in  Medicine 

• Alternative/Complimentary  Medicine 

• Business  Practice  of  Medicine 

• Socioeconomics 

The  educational  tracks  are  intended 
to  provide  timely  and  useful  informa- 
tion on  topics  that  would  not  usually 
be  addressed  at  specialty  meetings. 


They  will  vary  in  length  from  a half  day 
to  2 days  and  are  planned  for  Eriday 
and  Saturday,  May  7 and  8. 

For  more  information  on  TexMed 
’99,  contact  Paula  Rigling  at  (800)  880- 
1300,  ext  1450,  or  (512)  370-1450; 
e-mail  paula_r@texmed.org;  or  visit 
TMA’s  Web  site  at  www.texmed.org.  ★ 


TIPS  ON  HOW  TO  PUT  YOUR  PATIENTS  FIRST 


Texas  Medicine  recently  received  the  following  anonymous  tips  from  our 
readers  on  how  to  improve  the  patient-physician  relationship. 


* Apologize  to  patients  when  you’re  behind  schedule.  Let  them  know  you 
realize  their  time  is  valuable,  too.  Have  your  staff  warn  patients  that  you 
are  running  behind.  It  smoothes  a lot  of  ruffled  feathers. 

* Never  let  a day  pass  unless  at  least  1 patient  without  health  insurance  is 
seen  by  each  physician  in  the  Texas  Medical  Association. 

* Our  first  responsibility  is  to  our  patients,  who  must  receive  timely,  ap- 
propriate medical  care  with  consideration  for  their  privacy,  dignity,  and 
informed  consent. 

Please  send  your  suggestions  for  putting  patients  first  and  improving  patient-physician  communication  to 

president@texmed.org. 


'■eiilHleil99 


Educational  Showcase  & Expo 


May  6-9,  1999  Dallas,  Texas 


Tel  800.880.1300 
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Genetics;  manipulating 
Mother  Nature 
By  Raymond 
Lewandowski,Jr,MD 


Many  people  are  concerned  about 
what  may  happen  when  the 
computer  codes  that  control 
most  of  society’s  logistics  react 
to  the  calendar  turning  over  to 
“00.”  Clearly,  man-made  computer 
codes  are  imperfect,  and  though  the 
Y2K  (year  2000)  problem  may  be  re- 
solved, coding  most  assuredly  will  re- 
main imperfect  and  require  continuous 
update  and  repair. 

Although  the  human  genetic  code  is 
not  man-made,  it,  too,  contains  errors. 
And  man  now  has,  and  will  continue  to 
develop,  methodologies  to  repair  it. 
Through  genetic  research,  we  have  gene 
therapy,  cloning,  and  other  technological 
advances  that  will  change  dramatically 
the  face  of  medicine  in  the  year  2000  and 
beyond.  Our  ability  to  manipulate  our 
own  genetic  code  will  grow  as  public  and 
private  organizations  commit  significant 
amounts  of  money  to  completely  unravel 
human  DNA,  and  even  patent  it. 

On  the  one  hand,  there  is  debate  as 
to  whether  physicians  and  scientists 
should  even  be  allowed  to  fiddle  with 
Mother  Nature  and  mold  humankind  at 


its  most  basic  level.  On  the  other  hand, 
my  patients  ask  me  daily  to  be  tested  or 
treated  for  diseases,  having  heard  the 
results  of  another  genetic  study  re- 
ported by  the  media. 

For  most  people,  whether  or  not  we 
should  use  gene  therapy  to  cure  disease 
is  not  a contentious  issue.  When  argu- 
ments against  gene  therapy  do  arise, 
however,  I have  to  ask  how  altering 
mankind’s  genetic  code  to  cure  severe 
diseases  and  perhaps  increase  life  ex- 
pectancy is  any  different  from  other 
measures  medicine  has  taken  to  elimi- 


nate diseases  such  as  diphtheria,  polio, 
and  tetanus.  As  we  better  understand 
our  genetic  code  and  become  more  pro- 
ficient in  gene  therapy,  physicians  will 
be  blessed  with  the  ability  to  eliminate 
diseases  such  as  cystic  fibrosis,  muscu- 
lar dystrophy,  and  sickle  cell  anemia. 
We  also  will  be  able  to  significantly  al- 
ter diseases  that  affect  large  segments 
of  the  population,  such  as  cancer,  dia- 
betes, and  cardiovascular  disease. 

While  the  identification  of  genes 
marches  on,  the  mechanics  of  gene 
therapy  have  yet  to  be  perfected.  The 
largest  single  hurdle  today  is  how  to  de- 
liver a normal  gene  to  an  organ  for  it  to 
do  its  job.  This  problem  will  no  doubt 
be  solved;  theoretically,  we  then  will  be 
able  to  deliver  any  gene  to  any  organ  to 
alter  an  individual’s  genetic  makeup. 

But  we  still  don’t  understand  what 


the  use  of  gene  therapy  to  cure  disease 
will  do  to  the  gene  frequency  for  these 
disorders  in  the  general  population.  The 
way  gene  therapy  will  cure  disease  is  by 
introducing  a new,  normal  gene  at  the 
somatic  level,  not  by  eliminating  or 
changing  the  abnormal  gene.  This 
would  cause  the  frequency  of  abnormal 
genes  in  the  population  to  increase 
through  gene  therapy.  Persons  who  * 
would  otherwise  die  from  their  diseases,  I 
or  at  least  not  reproduce,  could  survive  j 
and  reproduce  to  transmit  their  abnor- 
mal genes  to  succeeding  generations. 


Currently,  the  average  individual 
carries  6 to  12  abnormal  genes.  If  that 
load  increases,  what  adverse  conse- 
quences will  befall  the  general  popula- 
tion? Can  we  afford  to  wait  and 
attempt  to  answer  that  question  before 
proceeding?  At  this  rate,  there  will  be 
no  waiting.  Human  health  and  huge 
amounts  of  money  are  at  stake,  and  we 
will  learn  the  answers  to  these  ques- 
tions along  the  way. 

The  medicine  of  genetics  is  in  many 
respects  the  same  as  any  other  specialty. 
One  clear  difference,  however,  is  the 
speed  at  which  research  is  moving  toward 
potential  treatments.  New,  proposed 


Raymond  Lewandowski,  Jr,  MD,  fellow  of  the 
American  College  of  Medical  Genetics  and  diplomat  of 
the  American  Board  of  Medical  Genetics,  heads  the 
Center  for  Genetic  Services  in  Corpus  Christi. 


Human  health  and  huge  amounts  of  money 
are  at  stake,  and  we  will  learn  the  answers 
to  these  questions  along  the  way. 


Texas  Medicine  welcomes  comments  about  issues  discussed  in  the  Forum  on  Ethics.  If  you  would  like  to  comment  or  submit  a column  for  possible  publication,  please  contact 
Teri  Moran,  senior  editor,  at  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  phone  (800)  880-1300,  ext  1371,  or  (512)  370-1371;  fax  (512)  370-1632;  or  e-mail  teri_m@texmed.org. 
Proposed  columns  must  be  no  longer  than  900  words  and  written  in  a case  study  format. 
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treatments  currently  undergo  critical  peer 
review  and  stringently  controlled  clinical 
trials  before  being  released  for  broad  us- 
age. And  because  of  these  controls,  physi- 
cians can  feel  confident  about  using  gene 
therapy  to  provide  their  patients  the  best 
and  most  appropriate  care. 

In  an  era  when  American  Medical 
Association  articles  are  discussed  in 
daily  newspapers  before  the  journals 
even  reach  their  physician  audiences, 
there  is  no  doubt  that  public  and  bu- 
reaucratic opinion  will  help  shape  how 
we  use  our  newfound  capabilities.  Al- 
though society  undoubtedly  will  influ- 
ence ethical  decisions  brought  to  the 
forefront  by  the  study  of  genetics,  I 
hope  that  the  rigors  of  science  and  the 
ethics  of  medicine  will  keep  us  on 
course  and  true  to  our  cause  — provid- 
ing the  best  patient  care.  ★ 


I DCMS,  alliance  throw  free 
I health  fair 


Dallas  area  residents  needing  free 
health  care  screenings,  immuniza- 
tions, and  health  education 
should  attend  Health  Check  1999, 
sponsored  by  the  Dallas  County 
Medical  Society  (DCMS),  the  DCMS  Al- 
liance, and  The  Dallas  Morning  News. 

Health  Check  1999  will  be  held  on 
Saturday,  February  20,  from  10  am  to  6 
pm,  and  on  Sunday,  February  21,  from 
noon  to  6 pm,  at  the  North  Park  Shop- 
ping Center  on  the  southwest  corner  of 
the  intersection  of  Northwest  Highway 
and  Central  Expressway  in  Dallas. 

This  year’s  free  health  care  screen- 
ings include  checks  on  cholesterol 
level,  blood  pressure,  glaucoma  pres- 
sure, blood  sugar  level,  HIV,  cancer, 
body  fat,  children’s  vision,  eating  disor- 
ders, nutrition,  stress,  Alzheimer’s  dis- 
ease, arthritis,  chemical  dependency, 
visual  acuity,  and  dental  health.  This 
year’s  event  will  feature  more  than  150 
booths  operated  by  area  medical  cen- 
ters, hospitals,  physicians,  and  other 
health-related  organizations. 

For  more  information,  call  (972) 
644-9505  or  (214)  948-3622.  ★ 


TALK  TO  TEXAS 

with  Texas  Medicine  Classifieds 

Fax  or  phone  in  your  clas.silied  ad  or  educational  opportunity 
to  Texas  Medicine.  Checks,  Visa  or  MasterCard  accepted. 

For  more  classified  advertising 
information,  call  Texas  Medical 
Association’s  Advertising  Office  at 
(512)  370-1393 
Fax  (512)  370-1632. 


LEGAL  REPRESENTATION 

By  a Texas  Physician 


Brian  H.  Tew,  M.D.,  J.D 

SHAREHOLDER 

Legal  representation  of  physicians 
involving:  Medical  Malpractice, 
Medical  Staff  Peer  Review, 
Texas  State  Board  of  Medical 
Examiners  (hearings,  settlement 
conferences  and  licensure), 
Economic  Credentialing, 
Managed  Care  Disputes. 

Not  Certified  bv  the  Te.\as  Board  of  Legal  Specialization 


Hays,  McConn,  Rice  Pickering 

400  Two  Allen  Center  - 1200  Smith  St.  - Hou.ston,  TX  77002 


o 


Direct  Line 


713-752-8311 


E-mail 


BHT@HayslVlcConn.com 


Tel  800.880,1300 
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Got  E-mail? 


Then  get  up-to-the-minute 
legislative  news  delivered 
right  to  your  computer 
every  day,  or  every  week, 
starting  on  January  12,  1999! 

To  subscribe,  visit  the 
members-only  section 
of  the  TAM  website  at 
www.texmed.arg. 

Then  go  to  Physicians  Lounge, 
then  Listservs.  Or  send  your 
e-mail  address  to 
ken_o@texmed.org. 


TexMed  program  focuses  on 
cancer  prevention,  detection 


TexMed  ’99  attendees  have  a 
chance  to  learn  important  and 
timely  cancer  information  from 
Texas’  cancer  experts  while  earn- 
ing continuing  medical  educa- 
tion credit  in  ethics. 

“Cancer:  What  Primary  Care  Physi- 
cians Need  to  Know,”  a symposium 
sponsored  by  Texas  Medical  Associa- 
tion’s Committee  on  Cancer  and  TMA’s 
Physician  Oncology  Education  Pro- 
gram, will  be  held  May  8,  1999,  from  9 
am  to  5 pm  at  the  Wyndham  Anatole 
Hotel  in  Dallas.  The  symposium  covers 
topics  such  as  follow-up  surveillance  of 
cancer  patients,  ethical  issues  in  assur- 
ing quality  of  life  for  cancer  patients, 
genetic  evaluation  for  inherited  can- 
cers, and  smoking  cessation  techniques. 
Attendees  also  will  hear  presentations 
on  colon  cancer  screening,  prostate  can- 
cer detection,  chemoprevention  in 
breast  cancer,  and  screening  interven- 
tion for  gynecologic  malignancies. 

To  reserve  your  place  at  the  sympo- 
sium, check  “Cancer:  What  Primary  Care 
Physicians  Need  to  Know”  on  your 
TexMed  ’99  registration  form.  For  more 
information,  contact  Leslie  Jones  at 
(800)  880-1300,  ext  1671,  or  (512)  370- 
1671;  or  e-mail  poep@texmed.org.  ★ 

Live  &Then  Give  earns 
golden  ASAE  award 


The  Live  & Then  Give  organ  donor 
awareness  campaign  recently  re- 
ceived a Gold  Circle  Award  from 
the  American  Society  of  Associa- 
tion Executives  (ASAE).  Live  & 
Then  Give  took  the  top  prize  over  more 
than  30  other  entries  in  ASAE’s  Public 
Relations/Informational  Campaign  for 
a Single  Purpose  category. 

Leslie  Tate,  director  of  programs  for 
the  Texas  Medical  Association  Alliance, 
accepted  the  award  at  the  ASAE  Meet- 
ing and  Technology  Conference  in 
Washington,  DC,  last  month.  ★ 


Students,  community  fund 
new  UT-Houston  building 


The  dream  of  a new  nursing  and 
biomedical  sciences  building  at: 
The  University  of  Texas-Houston; 
Health  Science  Center  has  nearly  , 
become  reality,  thanks  to  student 
fees  and  contributions  from  Houston 
philanthropic  foundations,  corpora- 
tions, and  individuals. 


Out  of  the  $60  million  cost  of  the 
building,  only  $2  million  more  needs  to 
be  raised,  according  to  UT-Houston' 
President  M.  David  Low,  MD,  PhD. 
“This  220,000-square-foot  building,  de- 
signed by  competition-winning  Patkau 
Architects  of  Vancouver,  British  Colum- 
bia, will  be  both  a center  for  our  stu- 
dent services  and  a tribute  to  the 
selfless  commitment  and  dedication  of 
UT-Houston’s  wonderful  students,  who 
have  agreed  to  shoulder  one  third  of 
the  cost  through  the  staged  increase  of 
the  general  use  fee,”  Dr  Low  said.  “The 
students’  willingness  to  contribute  to 
the  construction  of  this  building  has 
helped  with  local  fundraising  in  the 
Houston  community.” 

The  new  building,  slated  for  occu- 
pancy in  2002,  will  be  constructed  on  a^ 
narrow  site  at  the  intersection  of  Hol- 
combe and  Bertner  next  to  the  UT- 
Houston  School  of  Public  Health.  ★ 
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Making  A World  Of  Difference 
w The  Referring  Physician:  Cook  Childrens  Talks 

With  Dr.  Paul  Gillette. 


1 

I Dr.  Paul  Gillette  — Medical  Director  Of  Pediatric  Cardiology 


|u  Gillette,  you  pioneered  radio  erequency 
LATION.  It’s  well  known  that  patients  come 
3M  AROUND  THE  COUNTRY  AND  ALL  OVER  THE 
)RLD  FOR  YOUR  EXPERTISE.  HoW  DOES  THIS 
LcEDURE  help  KIDS? 


'jio frequency  ablation  allows  us  to  treat  children  with  serious 
iiac  arrhythmia.  It  lets  us  correct  the  fast  heartbeat  using  a very 
t risk  procedure,  one  that  requires  only  a 24-hour  hospital  stay, 
about  two  to  three  days  of  recover]’.  These  kids  can  go  on  to 

lead  normal  lives,  which  has  a tremendous 
psychological  benefit  as  well. 

How  DO  YOU  WORK  WITH 
REFERRING  PHYSICIANS  SO  THAT, 
WHILE  YOU  ARE  A RESOURCE  TO 
THEM,  YOU  don’t  COME  ACROSS 
AS  TRYING  TO  DIMINISH 
THEIR  OWN  RELA- 
TIONSHIP WITH 
THEIR  PATIENTS? 
We  make  sure  we 
stay  in  touch  with 
the  referring 
physician  at  all 
times.  For 
example,  we 
fax  them  a 


handwritten  report  the  same  day  we  perform  ablation.  In  addition, 
since  a lot  of  our  patients  come  from  out  of  town,  we  travel  to  other 
cities  to  get  to  know  the  primary  care  doctors. 

What  do  referring  physicians  think  are  the 

KEYS  TO  EXCELLENT  PEDIATRIC  SPECIALTY  CARE? 

The]’  want  a cure,  which  isn't  always  possible,  but  they’  know  we'll 
do  everything  in  our  power.  They’  know  we  have  their  patients'  best 
interests  at  heart. 

Can  you  relate  an  interesting  case  which 

EXEMPLIFIES  THE  TRUST  OF  REFERRING  PHYSICIANS  IN 
YOUR  SPECIALTY  CARE  HERE  AT  CoOK  ChILDREn’s? 
Well,  there  have  been  quite  a few  interesting  and  rewarding  cases. 
Children  who  suffer  from  cardiac  arrhythmia  come  to  us  from  all 
over  the  globe,  and  the  radio  frequency  ablation  procedure  lets  us 
correct  about  90%  of  the  problems  we  see.  We  get  to  send  a lot  of 
kids  back  home  very  healthy,  very  happy. 

Cook  Children’s  Medical  Center  is  located  in  Fort  Worth, 
Texas.  For  more  information  about  Dr.  Gillette  and  our  other 
doctors  of  Cardiology  — J.  Hudson  Allender,  Christopher  L. 
Case,  Susan  Hess,  Stephen  Lai,  Daniel  Miga,  Richard  Readinger 
and  Matthew  M.  Weinecke,  call  1-800-COOK517. 

CookChildren’s. 
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Texas  Medicine  ★ January  1999 


The  Texas  legislative  session  that  convenes  January  12  likely  will  not  be  dominated  by  a 
single,  high-profile  health  care  issue  such  as  the  precedent-setting  managed  care  reforms 
enacted  in  1997  or,  for  that  matter,  the  sweeping  tort  reforms  of  1995.  But  political 
observers  and  TMA  physician  leaders  say  the  76th  Texas  Legislature  will  provide 
tremendous  opportunities  for  health  care,  ranging  from  additional,  if  more  modest, 
managed  care  reform  to  “sunset”  review  of  the  state’s  major  public  health  agencies  to 
how  Texas  will  spend  the  hrst  $2  billion  of  its  huge  tobacco  lawsuit  settlement.  > > 


el  800.880.1300 
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Organized  medicine’s  agenda  will  be 
lengthy  and  more  complex  than  in 
previous  sessions.  Already,  intense 
negotiating  sessions  are  under  way 
on  technical  issues  such  as  claims 
processing,  financial  incentives,  and 
risk  contracts.  Fights  are  brewing 
over  issues  such  as  physician  profiling  and 
optometrists’  scope  of  practice. 

And  the  sunset  process  will  vir- 
tually guarantee  House  and 
Senate  floor  fights  on  contro- 
versial issues  such  as  school 
health  funding,  family  plan- 
ning, and  abortion. 

“This  session  really  is  going 
to  test  the  mettle  of  all  the 
coalition-building  the  Texas  Medical  Associ- 
ation has  done  in  the  past  because  there  are 
so  many  diverse  issues  this  year,”  said  Fort 
Worth  surgeon  Robert  W.  Sloane,  Jr,  MD, 
chair  of  TMA’s  Council  on  Legislation.  “That 
means  we  may  have  different  allies  in  one 
arena  and  then  we  move  to  another  arena 
and  find  a different  set  of  allies,  be  they 
business  groups,  other  providers,  or  regula- 
tory agencies.  It  will  be  a difficult  session.” 

Still,  continuing  cooperation  between 
TMA  and  several  allied  health  groups  means 
many  scope-of-practice  fights  may  be 
avoided.  Those  groups,  along  with  consumer 
advocates  and  others,  are  forming  alliances 
to  ensure  that  the  big  infusion  of  cash  from 
the  tobacco  settlement  is  used  to  benefit 
health  care.  Meanwhile,  advocates  for  high- 
ways, education,  prisons,  welfare,  and  count- 
less other  issues  will  try  to  carve  out  some  of 
that  money  for  their  pet  projects. 

While  the  session  seems  ripe  for  contro- 
versy, these  issues  all  will  play  out  in  a po- 
litical environment  in  which  lawmakers  will 
be  highly  motivated  to  avoid  controversy. 


Playing  It  safe  . 

“This  is  a legislature  that’s  going  to  be  very  risk  averse,”  said' 
Kim  Ross,  TMA’s  vice  president  for  public  policy.  “These  arej 
the  legislators  that  will  run  for  reelection  [in  2000]  based  on! 
their  records  in  this  session.  Those  lawmakers  in  turn  will} 
make  up  the  redistricting  legislature  that  draws  new  district! 
boundaries  and  determines  the  proportionate  representation! 
of  this  state  by  party  into  the  next  millennium  and  for  a very  I 
long  time  thereafter.” 

Consequently,  Mr  Ross  says,  both  House  and  Senate  lead- 
ers likely  will  make  concerted  efforts  to  resolve  the  tougher 


issues  in  committees  and  avoid  ugly  floor  fights  that  might 
produce  “gotcha  votes”  that  political  opponents  can  use  to 
tag  a legislator  as  an  extremist  or  a big  spender,  thereby  hurt- 
ing his  or  her  reelection  chances. 

Republican  revolution 

Adding  to  the  tense  political  environment  will  be  the  increasing 
Republican  inroads  into  a previously  Democratic  stronghold. 
Republicans  already  hold  a slim  1-vote  majority  in  the  Senate, 
where  a Republican  lieutenant  governor  will  preside  for  the  first 
time  since  Reconstruction.  And,  the  Democratic  majority  in  the 
House  was  cut  to  8 in  the  November  general  election. 

That,  Mr  Ross  says,  means  the  race  to  determine  the  next 
House  speaker  in  2001  could  begin  this  session  and  challenge  the 
formidable  skills  of  current  Speaker  Pete  Laney  (D-Hale  Center) 
to  keep  the  wheels  of  the  House  rolling  in  the  same  direction. 

“There  are  5 or  6 members  who  think  they  can  be  the  next 
speaker  or  can  be  the  broker  to  deliver  the  votes  to  decide 
the  next  speaker.  They  each  have  5 to  10  votes,”  Mr  Ross 
said.  “So  you’ll  see  voting  patterns  this  session  where  some 
factions  will  vote  against  other  factions  just  because  they’re 
on  opposite  sides  of  the  speaker’s  race.  Those  votes  will  be  ir- 
relevant to  the  policy  question  before  them.” 

Within  that  political  environment,  here  is  how  the  major 
health  care  issues  likely  will  play  out. 

Managed  care 

Medicine’s  victories  on  patient  protection  issues  were  so 
sweeping  in  1997  that  this  year’s  objectives  can’t  help  but  be 
more  modest. 

“There  likely  will  be  little  activity  regarding  patient  protec- 
tions,” said  TMA  lobbyist  Connie  Barron.  “With  Texas  leading 
the  nation  in  these  reforms,  we  need  to  educate  consumers 
and  support  enforcement  of  the  current  laws  and  regulations.” 


“This  session  really  is  going  to  test  the  mettle 
of  all  the  Goalition-huilding  the  Texas  Medical 
Association  has  done  in  the  past  because 
there  are  so  many  diverse  issues  this  year.” 
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One  exception  is  in  the  area  of  financial  incentives.  The 
1997  reforms  prohibit  any  financial  incentive  intended  to  in- 
duce the  delay  or  denial  of  medically  appropriate  care.  How- 
ever, they  do  not  spell  out  exactly  what  types  of  incentives 
fall  under  that  category,  and  in  November  then-insurance 
Commissioner  Elton  Bomer  dropped  plans  to  draft  guidelines 
on  incentives  despite  months  of  public  hearings  and  negoti- 
ations. That  means  an  attempt  may  be  made  to  get  lawmak- 
ers to  clarify  the  statute. 

Beyond  that,  medicine’s  stance  on  managed  care  issues 
may  be  more  defensive.  Managed  care  entities  are  facing  se- 
vere cost  pressures  and  are  running  out  of 
ways  to  protect  their  bottom  line,  says  Mr 
Ross.  With  their  defeat  in  the  patient  pro- 
tection arena,  they  are  trying  increasingly 
to  drive  out  competition  from  physician 
networks,  pit  networks  against  each  other, 
demand  tough  “all  products  or  nothing” 
contracts  with  physicians,  and  continue  to 
drag  out  the  claims  payment  process. 

One  issue  is  the  question  of  regulating 
' physician-directed  networks.  Ms  Barron 
says  Mr  Bomer  and  some  lawmakers  have  expressed  interest 
j!  in  regulating  entities  that  assume  some  level  of  financial  risk. 
I That  interest  grew,  in  part,  out  of  the  bankruptcy  last  year  of 
li  FPA  Medical  Management,  Inc,  a physician  practice  manage- 
ment  company. 

TMA  supports  the  development  of  more  physician-di- 
I rected  entities,  says  Rich  Johnson,  director  of  TMA’s  Division 
of  Medical  Economics.  The  large  health  maintenance  organ- 
s izations  (HMOs),  however,  want  to  place  tough  regulations, 

' including  large  capital  reserve  requirements,  on  physician-di- 
I rected  entities  to  reduce  their  competition.  Such  regulations 
I likely  would  eliminate  many  physician-directed  entities. 

: The  TMA  Ad  Hoc  Committee  on  Physician  Networks  is 

' developing  options  for  regulations  that  would  balance  pa- 
! tient  protections  with  flexibility  to  allow  the  physician  net- 
j works  to  evolve. 

I Mr  Johnson  says  the  same  cost  pressures  alluded  to  by  Mr 
1 Ross  are  driving  the  merger  trend  among  the  large  managed 
care  companies,  a trend  he  says  may  leave  only  3 or  4 huge 
HMOs  in  the  marketplace. 

“The  continuing  mergers  and  consolidations  are  creating 
a lot  of  competition  for  market  share  and  pressure  on  the 
' managed  care  companies  to  hold  onto  dollars  as  long  as 
I they  can,”  Mr  Johnson  said.  Intentional  efforts  to  slow  down 
claims  payment,  or  data  processing  confusion  resulting  from 
the  mergers,  may  force  an  effort  to  define  by  law  what  con- 
i!  stitutes  a clean  claim  and  to  set  stricter  time  limits  for 
, claims  payment. 

Numerous  other  managed  care  issues  also  are  being 
I driven  by  these  market  forces,  ongoing  efforts  of  the  HMOs 
to  hold  down  prescription  drug  benefits  through  formularies 
and  the  use  of  pharmacy  benefit  managers  (PBMs),  and  in- 
trusions into  medical  privacy  by  PBMs,  managed  care  enti- 
ties, and  employers. 


Mandated  benefits 

while  those  issues  are  playing  out  on  the  physicians’  side  of 
managed  care,  employers  have  a managed  care  agenda  of 
their  own.  The  Texas  Association  of  Business  & Chambers 
of  Commerce  (TABCC)  has  made  mandated  insurance  ben- 
efits its  top  issue.  TABCC  wants  a moratorium  on  any  insur- 
ance mandates  and,  possibly,  the  rollback  of  some  existing 
mandates. 

“It  is  unlikely  that  a repeal  of  mandated  benefits  or  a full 
moratorium  is  politically  viable,”  Ms  Barron  said.  “However, 
there  likely  will  be  some  type  of  ‘process’  legislation  that  will 


require  that  certain  information  regarding  cost  and  efficacy 
be  provided  prior  to  the  passage  of  any  new  benefits.” 

Another  issue  employers  likely  will  want  to  revisit  from 
1997  is  physician  profiling.  Consumer  groups  and  TMA  ne- 
gotiated a bill  in  1997  that  would  have  consolidated  and 
made  available  from  one  source  — the  Texas  Health  Care  In- 
formation Council  (THCIC)  — existing  physician  profile 
data,  such  as  medical  school  training,  specialty,  board  certi- 
fication, disciplinary  actions  by  the  Texas  State  Board  of 
Medical  Examiners  (TSBME),  and  other  public  information. 

Employers,  however,  may  seek  to  give  THCIC  authority  to 
collect  even  more  information,  such  as  physician-specific 
outcome  data  and  hospital  morbidity  and  mortality  rates. 

“The  rush  is  on  for  more  information,  ostensibly  to  make  the 
market  more  efficient  and  more  competitive,”  Mr  Ross  said. 

But  Waco  internist  Joe  H.  Cunningham,  MD,  says  more  data 
won’t  necessarily  tell  employers  who  the  good  and  bad  physi- 
cians are.  Dr  Cunningham,  who  chairs  1 of  the  3 TMA  Council 
on  Legislation  subcommittees  reviewing  likely  issues  for  the 
upcoming  session,  says  raw  data  on  physician  outcomes  will  be 
skewed  heavily  against  the  doctors  who  treat  the  sickest  pa- 
tients, possibly  making  them  hesitant  to  take  on  difficult  cases. 

Scope  of  practice 

One  issue  that  perennially  finds  its  way  onto  the  legislature’s 
agenda  is  an  effort  by  allied  health  professionals  to  expand 
their  scope  of  practice  into  areas  reserved  traditionally  for 
physicians.  This  session  will  be  no  exception. 

Alfred  Gilchrist,  TMA’s  legislative  affairs  director,  says 
scope-of-practice  battles  already  are  anticipated  with  op- 
tometrists over  authority  to  treat  glaucoma,  physical  thera- 
pists over  direct  access  to  patients,  and  acupuncturists  over 
independent  practice  and  creation  of  their  own  licensing 
board.  Acupuncturists  currently  are  regulated  by  TSBME. 


“The  continuing  mergers  and  consolidations 
are  creating  a lot  of  competition  for  market  share 
and  pressure  on  the  managed  care  companies 
to  hold  onto  dollars  as  long  as  they  can.” 
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Dr  Cunningham  says  a similar  battle  could  develop  with 
certified  registered  nurse  anesthetists,  depending  on  the  out- 
come of  a pending  attorney  general’s  opinion  involving  hos- 
pital credentialing. 

Dr  Cunningham,  however,  says  he  does  not  anticipate 
scope-of-practice  fights  to  develop  with  nurses,  physician  as- 
sistants, or  other  allied  health  groups  mainly  because  of  an 
Ad  Hoc  Council  on  Collaborative  Practice  that  was  initiated 
several  years  ago.  That  group,  which  includes  representatives 
of  TMA,  the  Texas  Nurses  Association,  the  Texas  Academy  of 
Physician  Assistants,  and  the  Coalition  for  Nurses  in  Advance 
Practice,  has  been  meeting  between  leg- 
islative sessions  to  resolve  disputes  involv- 
ing collaborative  practice. 

Jim  Willmann,  general  counsel  and  gov- 
ernmental affairs  director  for  the  Texas 
Nurses  Association,  also  sees  little  poten- 
tial for  legislative  fights  between  physi- 
cians and  nurses.  He  says  the  cooperation 
fostered  by  the  ad  hoc  council  is  extending 
to  issues  beyond  scope  of  practice,  such  as 
mutual  support  for  the  Children’s  Health 
Insurance  Program  and  development  of  a coalition  to  sup- 
port cardiovascular  disease  recommendations  released  by  a 
special  House  subcommittee  on  that  issue. 

Added  Mr  Gilchrist,  “There  is  more  opportunity  for  coop- 
eration on  public  health,  managed  care,  Medicaid  fees,  and 
workers’  compensation  issues  than  we’ve  seen  in  recent 
memory.  We  are  going  to  encourage  other  health  profession- 
als to  work  with  us  in  those  areas.  But  for  those  who  want  to 
try  to  expand  their  scope  into  the  realm  of  medical  practice, 
we’re  going  to  draw  a hard  line  in  the  sand.” 

Mr  Gilchrist  says  there  is  another  area  of  newfound  coop- 
eration likely  to  appear  this  session.  That  is  with  pharmacists 
who  are  looking  to  make  a dramatic  change  in  their  role  in 
the  health  care  delivery  system. 

“The  pharmacists  are  going  to  fight  in  every  legislature 
across  the  country  to  redefine  themselves,”  Mr  Gilchrist  said. 
Pharmacists  want  to  work  with  physicians  to  manage  certain 
diseases,  such  as  diabetes,  hypertension,  and  asthma. 

“TMA  is  1 of  only  2 or  3 medical  associations  in  the  coun- 
try that  has  a liaison  committee  with  the  pharmacy  associa- 
tion, through  which  the  pharmacists  are  actually  laying  out 
their  vision  of  pharmacy  care  to  physicians  and  asking  for  their 
input,”  Mr  Gilchrist  said.  “In  Mississippi,  Idaho,  and  a number 
of  other  states,  that  communication  does  not  exist  and  there’s 
a great  deal  of  fighting  between  the  2 professions.” 

The  physicians  on  TMA’s  liaison  committee  also  are  phar- 
macists, so  they  see  the  issue  from  both  perspectives,  Mr 
Gilchrist  says.  They  are  working  collaboratively  with  the 
pharmacy  representatives  to  avoid  the  antagonism  that  exists 
elsewhere.  This  collaboration  likely  will  help  avoid  a scope- 
of-practice  fight  this  session  and  may  lead  to  an  appropria- 
tions request  to  fund  a pilot  project  examining  the  changing 
role  of  pharmacy,  as  well  as  leading  to  cooperation  on  some 
managed  care  issues. 


In  fact,  some  physicians  and  pharmacists  already  are 
working  collaboratively  under  current  state  law  to  do  just 
that,  with  the  pharmacist  providing  patient  education  and 
monitoring  medication  compliance.  Mr  Gilchrist  says  at  least 
one  physician  who  has  spoken  to  the  committee  reports  bet- 
ter medication  compliance  among  patients  who  work  with  a 
pharmacist  in  his  office. 

Public  health  systems 

One  of  the  more  contentious  legislative  debates  will  focus  on 
the  effort  to  reauthorize  the  state’s  major  public  health  agencies 


through  the  sunset  process.  Fifteen  health  and  human  services 
agencies  ranging  from  large  agencies  such  as  the  Texas 
Department  of  Health  (TDH)  and  Department  of  Mental  Health 
and  Mental  Retardation  to  small  agencies  like  the  Center  for 
Rural  Health  Initiatives  will  undergo  sunset  review  this  year. 

The  sunset  review  process  has  been  under  way  for  months 
and  the  Sunset  Commission  already  has  issued  several  rec- 
ommendations, including  suggestions  that  TDH  create  a cen- 
tralized access  point  for  its  health  statistics  and  study  the 
adequacy  of  its  computer  system  to  handle  the  Medicaid 
managed  care  program. 

One  controversial  recommendation  from  the  commission 
staff  would  give  the  Health  and  Human  Services  Commission 
additional  oversight  power  over  other  health  agencies  under  ^ 
review. 

However,  Mr  Ross  says  the  real  controversy  from  sunset 
review  likely  will  come  from  the  opportunity  the  process  pro- 
vides to  carry  out  agendas  only  tangentially  related  to  reau- 
thorization of  the  agencies.  “This  is  a once  every  12  years 
opportunity  when  you  have  a germane  caption  on  the  floor 
of  both  chambers,”  he  said.  “The  sunset  process  will  make 
Austin  look  more  like  Beirut  before  it’s  over  because  the  sun- 
set process  is  also  about  hostage  taking.” 

Legislative  rules  prohibit  adding  an  amendment  to  any 
bill  unless  the  subject  of  the  amendment  is  germane  to  the 
caption  of  the  bill.  The  broad  captions  of  the  sunset  bill  for 
each  agency,  however,  will  open  up  those  bills  to  a wide  ar- 
ray of  health-related  issues. 

“No  one  is  going  to  sunset  the  state  department  of  health,” 
Mr  Ross  said.  “That  means  every  gatekeeper  in  this  game,  of 
which  there  are  many,  can  hold  up  that  agency  and  not  let  it 
move  through  committee  or  to  the  House  or  Senate  floor  un- 
til his  or  her  agenda  is  attached,  be  it  school  health  funding 
or  regulation  of  abortion  facilities  or  something  else.” 
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“We  are  going  to  encourage  other  health  professionals 
to  work  with  us  in  those  areas.  But  for  those  who  want 
to  try  to  expand  their  scope  into  the  realm  of  medical 
practice,  we’re  going  to  draw  a hard  line  in  the  sand.” 
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Mr  Gilchrist  says  TMA’s  priority  in  these  sunset  battles  will 
be  to  ensure  the  public  health  infrastructure  of  the  state  is 
protected  and  any  attempt  to  weaken  it  defeated. 

Dozens  of  additional  health-related  issues  will  appear  on 
the  legislative  radar  screen  this  session.  Mr  Gilchrist  says  TMA 
will  ask  lawmakers  to  look  at  Medicaid  physician  fees,  which 
have  been  frozen  for  several  years.  TMA  lobbyist  Harold  Free- 
man says  there  also  will  be  efforts  to  create  a medical  direc- 
tor position  at  the  Texas  Workers’  Compensation  Commission 
and  to  tighten  the  cost  bond  and  expert  affidavit  provisions  of 
the  1995  medical  liability  reforms.  Some  judges  aren’t  strictly 
enforcing  those  provisions,  he  says. 

Tobacco  dollars 

The  legislature’s  single  greatest  opportunity 
to  make  a mark  this  year  in  the  health  arena, 
however,  may  be  its  deliberations  on  how  to 
allocate  the  tobacco  lawsuit  money.  The 
tobacco  industry  paid  its  first  installment  on 
the  $17  billion  settlement  late  in  1998.  That 
money  will  be  available  for  appropriation  this 
year.  (See  “Do  the  Right  Thing,”  pp  34-38.) 

“We  have  a historic  opportunity  for  the  legislature  to 
I make  lasting  advances  in  public  health,  research,  and  access 
I because  of  the  tobacco  settlement,”  Mr  Gilchrist  said.  “We 
j believe  that  was  a health  care  lawsuit  and  that  the  money 
I ought  to  go  back  into  health  care.” 

While  there  initially  was  a high-profile  debate  over  how 
Ithen-Atty  Gen  Dan  Morales  proposed  to  distribute  those 
‘ funds,  key  House  and  Senate  budget  writers  entered  into  an 
I agreement  with  Mr  Morales  to  try  to  preserve  that  money  for 
■health  care  needs  in  this  year’s  appropriations  process.  That 
agreement  includes  appropriating  $151  million  for  the  Chil- 
dren’s Health  Insurance  Program,  $200  million  for  antismok- 
ing activities,  $200  million  to  establish  a children’s  cancer 
! center  at  The  University  of  Texas  Health  Science  Center  at 
San  Antonio,  and  smaller  endowments  for  most  of  the  state’s 
I other  medical  schools.  In  mid-November,  the  Senate  Interim 
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Committee  on  Children’s  Health  Insurance,  the  House  Com- 
mittee on  Public  Health,  and  the  House  Appropriations  Com- 
mittee voted  unanimously  to  recommend  that  the  state  spend 
$151  million  a year  to  draw  down  additional  federal  funds. 

Although  both  Senate  Finance  Committee  Chair  Bill 
Ratliff  (R-Mount  Pleasant)  and  Appropriations  Committee 
Chair  Rob  Junell  (D-San  Angelo)  have  agreed  to  include  all 
those  items  in  the  appropriations  bill  they  file,  there  is  no 
guarantee  they  will  remain  in  the  bill.  Mr  Gilchrist  says  there 
will  be  considerable  competition  from  nearly  every  special 
interest  group  to  grab  part  of  that  money.  Representative 


Junell,  at  least,  is  on  record  saying  he  believes  the  tobacco 
money  should  be  used  to  meet  the  state’s  health  care  needs. 

Knowing  there  would  be  fierce  competition  for  the  new 
dollars  from  all  sources  and  that  it  was  likely  some  parts  of 
the  agreement  would  not  be  funded,  TMA  put  together  an 
advisory  committee  to  examine  the  state’s  health  care  needs 
and  make  recommendations  for  funding  priorities.  The  com- 
mittee presented  its  report  to  the  TMA  House  of  Delegates  in 
November.  The  report  recommends  myriad  health  care-re- 
lated options  legislators  may  choose.  Dr  Sloane  says  he 
would  like  to  see  the  money  placed  into  an  endowment  fund 
that  would  earn  income  and  from  which  grants  could  be 
made  for  a variety  of  health  programs.  However  it  is  used,  it 
must  be  safeguarded  for  health  care,  he  says. 

“I  really  think  it’s  paramount  that  the  tobacco  money  be 
held  aside  as  health  related,”  he  said.  ★ 


“This  is  a once  every  12  years  opportunity ... 

The  sunset  process  will  make  Austin 
look  more  like  Beirut  before  it’s  over  because 
the  sunset  process  is  also  about  hostage  taking.” 
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Do  the  right  thing 

Will  the  tobacco  money  be  spent  on  health  care? 


It’s  been  a year  since  then-Atty  Gen 
Dan  Morales  won  for  Texas  the 
largest  chunk  of  change  ever  awarded 
in  litigation  history.  Mr  Morales  se- 
cured a $15.3  billion  settlement  — 
which  eventually  grew  to  $17.3  bil- 
lion — in  the  state’s  lawsuit  against 
the  tobacco  industry.  The  settlement 
money  will  be  paid  out  over  25  years, 
and  it  is  now  up  to  the  Texas  Legislature, 
to  decide  how  to  spend  the  first  year’s  in- 
stallment. The  big  question  is,  what  will 
lawmakers  do  with  it?  > >•' 


By  Teri  Moran,  Senior  editor 
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Health  care  advocates  want  it  spent 
on  public  health,  with  priority  given  to 
•improving  children’s  health  and  raising 
the  state’s  sickly  rankings  on  health  is- 
sues. But  they  fear  a special-interest 
feeding  frenzy  at  the  State  Capitol 
when  the  legislature  convenes  this 
month  may  fritter  away  the  money. 

Mr  Morales  says  he  sued  Big  To- 
bacco because  it  lied  for  years  about 
the  dangers  of  smoking  and  should  be 
required  to  pay  some  portion  of  what 
Texas  has  spent  on  sick  tobacco  users. 

His  victory  surprised  just  about 
everyone.  Big  Tobacco  had  long  been 
an  impenetrable  force,  a Goliath  on  a 
hill  accustomed  to  soundly  defeating 
any  challengers  to  its  practices. 

And  when  Mr  Morales  secured  the 
settlement,  Texas  suddenly  had  an  al- 
most unfathomable  amount  of  money 
in  its  general  revenue  fund,  which  is 
not  earmarked  for  anything  specific. 
Mr  Morales  proceeded  to  direct  the 
money  toward  children’s  health  and 
other  health  programs,  saying  last  Jan- 
uary that  from  day  1 his  goal  in  hold- 
ing the  tobacco  industry  accountable 
for  its  actions  was  to  “protect  and  im- 
prove the  public  health,  especially  in 
regard  to  our  youth.” 

Lawmakers,  however,  contended 
that  deciding  how  the  money  would  be 
spent  was  their  job,  not  the  attorney 
general’s,  and  they  went  to  court  to 
wrest  control  from  him.  Mr  Morales’  ef- 
forts to  win  money  for  the  state’s 
health  programs  could  have  been  lost 
then,  but  he  was  able  to  make  a deal 
with  the  2 men  who  exert  significant 
control  over  the  state’s  purse  strings; 
Senate  Finance  Committee  Chair  Bill 
Ratliff  (R-Mount  Pleasant)  and  House 
Appropriations  Committee  Chair  Rob 
Junell  (D-San  Angelo). 

Senator  Ratliff  and  Representative 

I Junell  signed  a Memorandum  of  Under- 
standing (MOU)  with  Mr  Morales  that 
directs  $881  million  of  the  first  $1.2  bil- 
lion installment  to  specific  public  health 
programs  (see  “The  heart  of  the  Memo- 
randum of  Understanding,”  p 36).  The 
agreement  also  says  Senator  Radiff  and 
Representative  Junell  will  try  their  best 
in  the  1999  session  to  direct  the  rest  of 
the  first  installment  into  2 permanent  en- 
dowment funds  — 1 for  children’s  health 
land  1 for  higher  medical  education. 


Although  the  MOU  doesn’t  bear  the 
weight  of  law  and  doesn’t  apply  to  fu- 
ture tobacco  installments.  Senator 
Ratliff  seems  confident  Representative 
Junell  and  he  will  be  able  to  fulfill  its  in- 
tent. “I  think  we’ll  be  able  to  keep  virtu- 
ally all  of  it  earmarked  for  health  or 
medicine  in  some  manner.  I haven’t  had 
one  legislator  express  disagreement  that 
it  all  ought  to  go  to  health  care.”  Keep- 
ing it  from  being  “nickeled-and-dimed” 
away  from  where  it  can  have  some  real 
impact  will  be  their  challenge,  he  adds. 


Invisible  problem? 

Still,  some  health  care  experts  will  hold 
their  breath  until  they  see  it  in  writing. 
Texas’  pitiable  rankings  compared  with 
other  states  in  many  public  health 
measures  fill  pages.  But  one  of  the 
most  disturbing  problems  is  the  high 
number  of  Texans,  especially  children, 
who  lack  adequate  access  to  care.  The 
Texas  Medical  Association  commis- 
sioned a report  on  the  health  status  of 
Texans,  which  showed  that: 

• An  estimated  1 in  4 Texas  children 
(1.3  million  younger  than  18)  do 
not  have  health  insurance. 

• 750,000  Texas  kids,  most  of  whom 
live  above  the  federal  poverty  level 
and  who  have  working  parents, 
were  added  to  the  list  of  uninsured 
children  between  1995  and  1996, 
according  to  the  Census  Bureau. 

• In  1997,  Texas  tied  with  Arizona  for 
having  the  greatest  proportion  of 
uninsured  residents  of  the  50  states. 

• In  1997,  approximately  4.6  million 
Texans  (24.5%)  were  uninsured, 
compared  with  16.1%  in  the  United 
5tates. 

Waco  internist  Joe  H.  Cunningham, 
MD,  who  served  on  TMA’s  Ad  Hoc  Com- 
mittee for  Tobacco  Funds,  believes  most 
middle-  to  upper-class  people  have  no 


idea  how  bad  Texas’  public  health  prob- 
lems really  are.  “Texas  takes  care  of  its 
middle  class  and  its  rich  better  than  any- 
body else  in  the  world,”  Dr  Cunningham 
said.  “But  there  is  a level  of  society  that 
doesn’t  get  the  benefits  of  our  health 
care  system,  and  it  includes  a lot  of 
working  families.  They  don’t  have  ac- 
cess and  they  don’t  have  education,  and 
the  effect  that  will  have  on  the  future  for 
all  of  us  is  just  devastating.  Unhealthy 
kids  can’t  learn,  and  they  end  up  being 
a drain  on  society  their  whole  lives.” 


5enator  Ratliff  admits  he  doesn’t  re- 
ally know  how  extensive  the  problem  of 
uninsured  children  really  is,  but  says  it 
makes  economic  sense  to  fund  efforts  to 
get  them  better  primary  care.  “The  pub- 
lic pays  to  take  care  of  these  kids  any- 
way because  they  wind  up  in  the 
emergency  room,  which  is  the  most  ex- 
pensive setting.  To  me,  a part  of  the  de- 
cision facing  this  legislature  is  purely 
pragmatic.  If  we  can  take  care  of  these 
children  before  their  illnesses  or  mal- 
adies get  out  of  hand,  we’ll  save  money.” 

Billions  directly  to  counties 

Traditionally,  there  has  been  a measure 
of  fluff  in  the  health  care  system  to 
cover  many  of  the  costs  of  providing 
indigent  care.  But  in  the  last  few  years, 
that  fluff  has  all  but  disappeared.  Local 
health  departments  all  over  the  state 
are  reorganizing  and  trying  to  push 
many  of  the  services  they  provide  onto 
hospitals  and  other  providers.  Dr 
Cunningham  says.  “With  the  onset  of 
managed  care  coinciding  with  this,  that 
extra  money  to  take  care  of  indigent 
people  is  going  down.” 

Dr  Cunningham  is  concerned  that 
Texas  counties  will  use  the  tobacco 
money  on  filling  potholes,  not  on  indi- 
gent care.  “Many  counties  may  not  see 
the  long-term  importance  of  spending 
money  on  health  care  because  they 


“I  think  we’ll  be  able  to  keep  virtually  all  of  it 
earmarked  for  health  or  medicine  in  some  manner. 
I haven’t  had  one  legislator  express  disagreement 
that  it  ail  ought  to  go  to  health  care.” 
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weren’t  involved  in  the  whole  process. 
There’s  been  a disconnection  there.” 

Counties  and  hospital  districts  ulti- 
mately will  have  $2,275  billion  to 
divvy  up  among  themselves,  starting 
with  a $300  million  payment  January 
1.  Mr  Morales  won  these  extra  billions 
on  top  of  the  original  $15.3  billion 
award  by  negotiating  an  enhanced  deal 
last  summer  when  Minnesota  subse- 
quently won  more  favorable  terms  than 
Texas  did  originally  in  its  settlement 
with  the  tobacco  industry. 

The  first  $300  million  lump  sum  to 
counties  has  no  strings  attached.  Coun- 
ties technically  may  spend  it  any  way 
they  want.  But  subsequent  payments 
will  be  on  a pro  rata  basis,  meaning 
that  to  get  more  money  for  indigent 
care,  they’ll  have  to  spend  money  on 
indigent  care. 

Senator  Ratliff  says  he  can’t  micro- 
manage how  counties  spend  that 
money.  “During  some  years,  counties 
have  been  required  to  spend  money  for 
indigent  health  care.  They  may  be 
thinking  that  they’ve  been  providing 
that  care  out  of  their  budgets  and  now 
want  to  replace  it.  I’m  not  going  to 
make  that  decision  for  them.  But  in  fu- 
ture years,  the  money  will  go  to  them 
proportionately  based  on  how  much 
they  spend  for  indigent  care.” 

Dr  Cunningham  urges  Texas  physi- 
cians to  call  their  county  commission- 
ers and  judges  and  make  personal 
appointments  to  educate  them  on  the 
need  to  spend  the  money  on  public 
health.  “The  assumption  is  that  hospi- 
tals and  doctors  will  always  be  able  to 
take  care  of  these  people.  But  it’s  be- 
coming increasingly  difficult.  The  mar- 
gins are  too  small.  The  forces  of 
managed  care  have  taken  away  that 
safety  net.  That  extra  money  is  going  to 
health  maintenance  organizations,  and 
they  are  not  doing  any  indigent  care.” 

If  worse  comes  to  worse 

Because  the  terms  of  the  MOU,  even  if 
accepted  by  the  legislature,  only  last 
one  legislative  session,  TMA  formed 
the  Ad  Hoc  Committee  on  Tobacco 
Funds  last  year  to  coordinate  the  asso- 
ciation’s policy  and  strategy.  One  of 
the  committee’s  goals  was  to  show 
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The  heart  of  the 
Memorandum  of  Understanding 


On  February  3,  1998,  Sen  Bill  Ratliff  (R-Mount  Pleasant),  Rep  Rob  Junell 
(D-San  Angelo),  and  Atty  Gen  Dan  Morales  signed  a Memorandum  of  Un- 
derstanding (MOU)  to  avoid  a protracted  legal  struggle  for  control  of  the 
tobacco  settlement. 

The  parties  agreed  to  use  their  best  efforts  to  facilitate  the  transfer  of 
funds  to  begin  implementation  of  the  Children’s  Health  Insurance  Program 
(CHIP)  and  the  tobacco  pilot  project. 

They  also  agreed  to  include  the  following  provisions  in  the  general  ap- 
propriations bill  for  the  76th  Legislature,  in  addition  to  any  necessary  en- 
abling legislation: 

• $151  million  for  CHIP. 

• $200  million  to  fund  the  tobacco  pilot  program,  a project  to  support 
smoking  cessation  programs,  enforcement  of  juvenile  smoking  laws, 
counter-marketing  promotional  efforts  directed  toward  youth,  general 
antitobacco  educational  programs,  and  other  similar  initiatives. 

• $200  million  to  The  University  of  Texas  Health  Science  Center  in  San 
Antonio  to  operate  and  fund  the  Texas  Children's  Cancer  Institute. 

• $100  million  to  The  University  of  Texas  M.D.  Anderson  Cancer  Center  in 
Houston. 

• $50  million  to  Texas  Tech  Health  Sciences  Center  in  Lubbock  for  border 
health  issues. 

The  MOU  says  the  money  should  be  used  to  create  endowment  funds  for 
research  and  other  programs  that  benefit  public  health  in  these  amounts  at 
the  following  medical  schools: 

« $50  million  to  The  University  of  Texas  Southwestern  Medical  Center  at 
Dallas. 

• $25  million  to  The  University  of  Texas  Medical  Branch  at  Galveston. 

• $25  million  to  The  University  of  Texas-Houston  Health  Science  Center. 

• $25  million  to  The  University  of  Texas  Health  Center  at  Tyler. 

• $25  million  to  the  Texas  A&M  University  Health  Science  Center. 

• $25  million  to  the  University  of  North  Texas  Health  Science  Center  at 
Fort  Worth. 

• $25  million  to  the  Regional  Academic  Health  Center  (upcoming  in  the 
lower  Rio  Grande  Valley’s  largest  cities). 

The  parties  agreed  that  any  remaining  1998  funds  should  be  spent  on  the 
following: 

• Permanent  Fund  for  Children  and  Public  Health  to  provide  a perpetual 
source  of  funding  for  children's  programs  and  public  health  services. 

• Permanent  Health  Fund  for  Higher  Education  to  provide  permanent  fi- 
nancial support  for  medical  research,  health  education,  and  treatment 
programs  at  the  public  health-related  institutions  of  higher  education. 


Texas  Medicine  * January  1999 


www.texmed.oi 


Public  Health 


legislators  other  health  care  needs  in 
the  state  that  could  be  funded  if  for 
some  reason  they  choose  not  to  imple- 
ment the  MOU. 

During  its  interim  session  in  Novem- 


ber, TMA’s  House  of  Delegates  agreed 
with  the  ad  hoc  committee’s  recom- 
mendation that  all  the  settlement  dol- 
lars should  be  dedicated  to  improving 


the  health  of  all  Texans,  including  di- 
rect medical  care,  prevention,  and  re- 
search, and  that  a majority  of  the  funds 
should  be  allocated  to  patient  care  for 
tobacco-related  illnesses. 


The  House  voted  to  officially  ap- 
plaud Mr  Morales,  Senator  Ratliff,  Rep- 
resentative Junell,  and  other  legislators 
for  negotiating  the  MOU. 


Some  elements  of  the  committee’s 
report  also  are  found  in  the  MOU.  The 
committee  recommended  funding: 

• Public  health  infrastructure. 

• Uninsured  children  through  the 
Children’s  Health  Insurance  Program 
(CHIP). 

• An  income-generating  fund  to  fight 
tobacco  use  in  Texas. 

• An  endowment  fund  for  public 
health  programs. 

• Creation  of  the  nonprofit  Texas 
Foundation  for  Children  and  Public 
Health  with  20%  of  the  tobacco  set- 
tlement money  to  fund  programs  on 
childhood  immunizations,  prenatal 
care,  health  education,  and  sub- 
stance abuse.  (This  was  one  of  Mr 
Morales’  top  priorities  and  was 
included  in  the  MOU.) 

• Efforts  to  complete  US-Mexico 
Border  Health  Commission  goals. 

• Establishment  of  a council  dedicat- 
ed to  reducing  cardiovascular  dis- 
ease and  stroke. 

• Development  of  a statewide  strategy 
and  system  to  control  infectious  and 
reemerging  infectious  diseases. 

• Formation  of  a coordinated  statewide 
emergency  medical  system/trauma 
system. 

• A permanent  endowment  fund  for 
Texas  medical  schools  for  curricu- 
lum development  and  research,  with 
a special  emphasis  on  tobacco-relat- 
ed illnesses,  public  health  educa- 
tion, and  delivery  of  care. 

Creating  the  children  and  public 
health  foundation  would  allow  com- 
munity groups  to  apply  for  grants  to 
fund  their  own  local  programs,  based 
upon  the  assumption  that  social 
change  is  more  likely  to  succeed  when 
those  who  will  be  affected  are  in- 
volved in  planning,  initiating,  and 
promoting  the  change.  “The  examples 
of  ways  communities  could  get  in- 
volved to  better  children’s  health  and 
public  health  abound,”  said  Robert 
Emmick,  MD,  of  Bryan,  who  served 
on  the  statewide  Inter-Agency  To- 
bacco Task  Eorce  (see  “Task  force  de- 
velops $200  million  prevention 
program”). 


Task  force  develops 

$200  million  prevention  program 


The  Texas  Medical  Association  participated  last  year  in  the  Inter-Agency 
TobaccoTask  Force  at  the  invitation  of  Commissioner  of  Health  William  R. 
Archer  III,  MD.  Then-TMA  President  Phil  H.  Berry,  Jr,  MD,  designated 
Nick  Curry,  MD,  of  Manor,  and  Robert  Emmick,  MD,  of  Bryan,  to  represent 
the  association. 

The  task  force,  consisting  of  a dozen  health  care  groups  and  agencies, 
developed  a plan  to  present  to  the  1999  Legislature.  The  plan  is  designed  to 
target  youth  tobacco  use,  protect  the  public  from  involuntary  exposure, 
and  eliminate  disparities  among  diverse  and  special  population  groups. 
TMA’s  House  of  Delegates  approved  the  plan  in  November. 

Using  the  $200  million  designated  for  tobacco  prevention  in  the  tobacco 
settlement,  the  plan  includes  the  following  elements: 

• Community  and  local  coalitions  as  well  as  projects  involving  school- 
based  youth  and  parent  programs  to  address  societal  environment 
changes  related  to  tobacco  use. 

• A public  awareness  campaign  and  media  resource  center  to  promote  to- 
bacco use  prevention  and  cessation,  and  protection  from  secondhand 
smoke. 

• An  effective  state  cessation  and  treatment  program  involving  the  es- 
tablishment of  a free  bilingual,  multiethnic  telephone  quit  line. 

• Development  of  an  ethnic  tobacco  education  network  in  rural  Texas  ar- 
eas that  would  involve  diverse  and  special  population  community  lead- 
ers in  education,  prevention,  policy,  and  advocacy  efforts. 

• Surveillance,  evaluation,  and  research  to  monitor  the  impact  of  program 
components  on  the  environment  and  the  population. 

• Enforcement  of  public  policies  that  restrict  access  to  and  possession  of 
tobacco  products  by  youths. 

• Staff  to  coordinate  the  statewide  program. 


“The  forces  of  managed  care  have  taken  away 
that  safety  net.That  extra  money  is  going  to 
health  maintenance  organizations, 
and  they  are  not  doing  any  indigent  care.” 
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, Adhesive  bandage,  which  plaintiff  alleges 
defendant  pulled  rapidly  from  skin,  violently  tearing  three 

hairs  from  plaintiff's  arm,  which  resulted  in  severe 
shock,  trauma,  disfigurement,  chronic  debilitating  pain  and 
permanent  psychological  damage. 


To  protect  your  reputation,  we  take  every  claim  seriously. 


Even  the  most  absurd  claims  can  be 
damaging  if  they’re  not  handled  properly.  Which  is 
why  the  full  weight  of  our  more  than  60  years  of 
experience  in  medical  liability  insurance  is  brought 
to  bear  on  each  and  every  claim,  no  matter  how 
frivolous  that  claim  may  appear.  In  fact,  when 
appropriate,  we  have  appealed  cases  all  the  way  to 
the  United  States  Supreme  Court,  at  no  additional 
cost  to  policyholders.  Because  you  can’t  put  a 
bandage  on  a damaged  reputation. 
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No  better  time 

Aging  baby  boomers  will  soon  add  an 
additional  burden  on  a health  care  sys- 
tem that  already  is  strained  financially, 
taking  Texas’  budget  surplus  along  with 
it,  Dr  Cunningham  says.  “Now  is  our 
one  opportunity  to  take  care  of  our 
children.  We  need  to  act  now  and  fund 
programs  such  as  the  Children’s  Health 
Insurance  Program.”  Every  $1  the  state 
spends  on  CHIP  will  draw  down  3 fed- 
eral dollars. 

Don  Gilbert,  the  Texas  commissioner 
of  health  and  human  services,  agrees.  | 
“Texas  has  a historic  opportunity  to 
match  sizable  federal  funds  and  imple- 
ment a new  program  that  can  insure 
thousands  of  Texas  children.”  He 
stresses  that  although  it  isn’t  his  role  to ! 
address  the  state’s  funding  sources,  he' 
hopes  any  extra  money  will  be  spent  on  | 
the  most  pressing  health  and  human, 
services  needs  through  investment 
budgeting,  which  has  “long-range  divi- 
dends that  are  particularly  beneficial  in 
public  health.  One  of  the  best  ways  we 
can  effectively  approach  the  budget 
process  in  Texas  is  through  the  wise  in- 
vestment of  state  dollars  in  prevention.” 

Many  health  care  advocates  have 
called  the  76th  Legislature’s  decisions 
about  how  to  spend  the  tobacco  bil- 
lions a once-in-a-lifetime  chance  to 
leave  a legacy  for  Texas.  “It  is  just  such 
an  opportunity,”  Senator  Ratliff  said.  “I 
don’t  think  we’ll  leave  a legacy  if  we 
just  spend  the  money.  Representative 
Junell  and  I are  strong  believers  in  put- 
ting as  much  money  as  possible  in  a 
permanent  endowment  similar  to  what 
Texas’  founding  fathers  did  with  higher 
education  and  public  education.  Our 
children  are  benefiting  from  that  today, 
more  than  100  years  later.  If  we  use 
that  pattern,  we  will  leave  a legacy  that 
Texas  children  will  benefit  from  for 
generations.”  ★ 
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Education  Program 


Thanks  to  the  following 
volunteers  and  partners, 
TIVIA's  Physician  Oncology 
Education  Program 
provided  cancer  prevention 
and  early  detection  training 
to  over  8,300  physicians 
and  other  professionals  in 
Texas  from  Septemher  1,  1997 
to  August  31,  1998. 
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Privileges  primer 

A few  prudent  steps  can  ease  the  pain  of  peer  review 


A license  to  practice  medicine  is  a 
physician’s  most  valued  asset, 
followed  closely  by  clinical  priv- 
ileges granted  by  hospitals, 
managed  care  entities,  or  other 
organizations.  The  threat  of  los- 
l ing  the  latter  is  catastrophic 
enough,  but  it  often  can  begin  a slippery 
slope  that  imperils  the  former. 

I have  served  as  counsel  to  physicians  in 
scores  of  credentialing,  deselection,  and 
“corrective  action”  procedures  during  the 
past  2 decades  in  just  about  every  kind  of 
practice  environment.  I have  distilled  the 
successes  and  mistakes  I have  both  made 
and  observed  into  a primer  on  how  to  pro- 
tect your  clinical  privileges.  > >' 
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What's  at  stake 

There  was  a time  when  a physician 
could  change  practice  venues  as  easily 
as  a good  obstetrical  nurse  could 
change  hospitals,  but  no  longer.  A neg- 
ative corrective  action  event  goes  into 
the  National  Practitioner  Data  Bank  for 
all  to  see,  follows  you  forever,  and 
makes  any  future  granting  of  privileges 
an  uphill  battle,  because  you  will  have 
the  burden  of  proof  in  any  credential- 
ing  process.  It  also  will  increase  your 
professional  liability  insurance  rates 
and  get  thrown  back  in  your  face  in  any 
malpractice  action  against  you. 

The  process 

Medicine  is  perhaps  the  only  profession 
today  that  self-polices  by  true  peer  re- 
view. And  despite  the  occasional  horror 
story  of  the  2 doctors  in  a small  town 
getting  together  to  run  the  third  out, 
and  the  increasing  pressures  of  “eco- 
nomic credentialing,”  it  works.  In  the 
past,  nobody  was  ever  crass  enough  to 
say  it  outright,  but  when  has  creden- 
tialing not  been  “economic”? 

A denial,  reduction,  or  loss  of  clinical 
privileges  can  occur  when  you  apply  ini- 
tially or  when  you  apply  for  expanded 
or  renewed  privileges.  Or,  it  can  happen 
ad  hoc,  typically  when  a complaint 
arises  from  a patient,  a fellow  practi- 
I tioner,  or  the  administration  (often 
based  on  the  economic  issue  again). 

Hospital  bylaws  throughout  the 
: country,  particularly  in  their  fair  hear- 
ing plans,  are  becoming  remarkably 
uniform  in  their  provisions.  The  first 
step  generally  begins  with  the  medical 
executive  committee,  which  takes  up 
recommendations  from  a credentials 
committee  or  receives  a report  of 
I needed  corrective  action  from  another 
I practitioner  or  perhaps  another  com- 
I mittee,  such  as  the  surgery  and  tissue 
I committee.  If  the  medical  executive 
! committee  makes  an  adverse  decision, 

I the  affected  practitioner  may  request  a 
I hearing.  These  hearings  are  typically 
; full-blown  quasi-judicial  proceedings 
that  include  lawyers  for  both  sides,  a 
court  reporter,  a presiding  officer  who 
acts  as  the  judge,  and  a panel  of  3 to  5 
peer  practitioners  who  serve  as  a jury 
and  sit  in  judgment  on  your  profes- 


sional future.  Many  physicians,  and, 
sadly,  even  a few  lawyers  believe  this  is 
where  the  defense  of  one’s  privileges 
begins.  Nothing  could  be  farther  from 
the  truth  because  in  law,  as  in  medi- 
cine, prevention  is  the  best  cure. 

Heading  off  trouble 

Many  physicians  faced  with  corrective 
action  proceedings  seem  to  have  cer- 
tain common  characteristics  that  can 


be  summed  up  in  6 words  — an  arro- 
gant loner  with  poor  documentation. 

By  “arrogant,”  I don’t  mean  someone 
possessed  of  the  healthy  ego  necessary 
for  any  professional  who  is  daily  called 
upon  to  make  decisions  of  great  import. 
Rather,  I mean  the  kind  of  physician  who 
exudes  the  attitude,  “They’re  just  jealous 
of  me  because  I’m  on  the  cutting  edge. 
I’m  getting  all  their  patients,  and  they 
[especially  the  nursing  staff  and  the  anes- 
thesiologists] are  angry  at  me  because  I 
demand  high  standards  and  call  them  on 
their  mistakes.”  Well,  perhaps  once  upon 
a time,  2 small-town  specialists  con- 
vinced the  hospital  and  the  medical  staff 
to  gang  up  on  a third  and  run  him  out  of 
town  so  they  could  split  his  practice,  but 
dengue  fever  epidemics  in  rural  Montana 
occur  more  frequently.  When  I encounter 
the  occasional  physician  client  who  gives 
that  sort  of  explanation  for  his  problem, 
he  and  I undertake  a crash  reeducation 
program.  If  that  doesn’t  take,  he  gets  an- 
other lawyer. 

When  I speak  of  a “loner,”  I don’t 
mean  a solo  practitioner.  I mean  the  guy 
who  never  asks  for  a consult,  never  has 
an  assistant  for  complex  or  protracted 
surgeries,  doesn’t  participate  in  medical 
staff  committees  or  affairs,  doesn’t  write 
thank-you  notes  for  referrals,  and  does 
not  make  or  follow  up  on  referrals.  This 
guy  doesn’t  take  every  opportunity  to 


compliment  his  peers  on  their  successes 
or  ask  for  their  thoughts  when  he  has 
doubts.  You  may  be  a loner  if  you  have 
never  handwritten  a note  to  this  effect: 
“Dear  Bob,  Thanks  so  much  for  your  in- 
put on  Mrs  Smith’s  rectovesical  fistula. 
Your  suggestions  really  made  a differ- 
ence, and  she’s  back  riding  her  Harley.” 

And  another  thing,  if  you  ever  get  even 
a hint  that  your  practice  is  under  investi- 
gation, try  to  get  involved  in  the  investi- 


gation as  soon  as  possible.  Be  helpful. 
Point  everyone  in  the  right  direction. 

And  last,  but  far  from  least,  is  docu- 
mentation. The  beginning,  middle,  and 
end  of  every  corrective  action  proceeding 
— and  malpractice  case,  1 might  add  — is 
chart  review.  If  it’s  not  in  the  chart,  it  did 
not  happen.  At  a formal  hearing  2 years 
down  the  road  when  you’re  asked  why 
you  didn’t  consider  so-and-so,  you  won’t 
be  able  to  win  the  day  by  saying  from 
memory,  “Well,  of  course  I considered  so- 
and-so,  but  I ruled  it  out  because  of  such- 
and-such.”  This  causes  the  eyes  of  the 
hearing  panel  members  to  roll  back  into 
their  heads,  and  it  erodes  your  credibility. 

It  is  unfortunate  that  so  many  physi- 
cians consider  documentation  to  be  an 
onerous,  bureaucratically  imposed  ad- 
junct to  medical  practice.  As  a lawyer.  I’m 
not  qualified  to  tell  you  that  thorough 
charting  is  good  medicine,  but  I am  qual- 
ified to  tell  you  that  it’s  the  best  tool  you 
have  to  defend  yourself  against  criticism. 
And  the  more  complex  or  controversial 
the  diagnosis  or  procedure,  the  more  thor- 
ough should  be  your  documentation,  with 
particular  emphasis  on  whether  a more 
conventional  or  low-risk  approach  was 
ruled  out  and  why.  Clear.  Concise.  Legi- 
ble. Contemporaneous  with  the  events. 
Again,  if  it’s  not  in  the  chart,  you  have  a 
heavy  burden  to  prove  that  it  happened. 

(continued  on  p 44) 


A negative  corrective  action  event 
goes  into  the  National  Practitioner  Data  Bank 
for  all  to  see,  follows  you  forever,  and  makes  any 
future  granting  of  privileges  an  uphill  battle. 
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Forget  fair  play 

Hospital  bylaws  have  become  peer  review  traps 
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Many  physicians  probably  don’t 
realize  that  for  peer  review  pro- 
ceedings, some  hospitals  have 
2 sets  of  bylaws  — one  set 
adopted  by  the  board  of 
trustees  and  another  adopted 
by  the  medical  staff.  A physi- 
cian’s due  process  rights  in  peer  review 
typically  are  contained  in  medical  staff  by- 
laws; however,  unless  the  hospital  trustees 
agree  to  be  bound  by  medical  staff  bylaws, 
there  may  be  little  protection  for  the 
physician.  In  Weary  v Baylor  University 
Hospital  (1),  a physician  was  not  reap- 
pointed to  the  staff  and  was  denied  a 
hearing  that  was  guaranteed  in  the  med- 
ical staff  bylaws.  The  hospital  successfully 
argued  that  this  right  to  a hearing  wasi 
contained  in  medical  staff  bylaws  that  had 
not  been  adopted  by  the  board  of  trustees 
and  were  not  binding  on  the  hospital.^  > 
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Texas  courts  do  not  recognize  physi- 
cians’ lawsuits  against  hospitals  for 
wrongful  termination  of  privileges.  But 
according  to  Walls  Rei’ional  Hospital  v 
Altara.'y  (2),  if  a physician  can  prove  that 
in  revoking  privileges  the  hospital  de- 
nied rights  contained  in  trustee-ap- 
proved bylaws,  he  or  she  may  sue  for 
breach  of  contract.  In  my  opinion,  hos- 
pital attorneys  who  write  medical  staff 
and  hospital  bylaws  have  eroded  physi- 
cians’ rights  in  favor  of  the  hospital’s 
rights  in  peer  review. 

Medical  staff  members  are  rarely 
pro-active  in  negotiating  the  terms  of 
bylaws  and  generally  rubber-stamp 
drafts  presented  by  the  administration. 
There  are  several  possible  explanations 
for  this  lack  of  participation  in  adopt- 
ing bylaws.  Bylaws  are  usually  lengthy 
and  complex,  and  some  physicians 
never  read  them.  Others  may  assume 
the  hospital  attorneys  are  looking  out 
for  their  best  interest  and  don’t  know 
there  can  be  a significant  conflict  of  in- 
terest as  these  same  attorneys  may  one 
day  prosecute  a peer  review  action 
against  them. 

Another  possible  explanation  is  that 
most  physicians  may  agree  that  bylaws 
should  be  structured  to  make  it  easy  to 
revoke  privileges  of  an  incompetent 
physician;  however,  they  may  erro- 
neously assume  that  they  will  never  be 
the  target  of  such  peer  review  actions. 

Whatever  the  reason,  by  failing  to 
take  a proactive  stance  in  negotiating 
the  terms  of  hospital  and  medical  staff 
bylaws,  physicians  unwittingly  have 
forfeited  legal  protections  in  peer  re- 
view proceedings. 

Bylaws  traps 

Many  bylaws  give  physicians  limited 
rights  and  tilt  the  playing  field  in  the 
administration’s  favor.  Here  are  a few 
examples: 

• Prior  releases  and  indemnity  clauses. 
The  Baylor  Hospital  chain  in  Dallas, 
for  example,  currently  requires  physi- 
cians who  are  applying  for  privileges 
to  release  and  indemnify  the  hospital 
and  its  agents  for  liability  even  if  the 
hospital  destroys  a physician’s  career. 
While  these  prior  releases  have  ques- 


tionable validity,  the  hospital’s  attor- 
neys will  seek  to  enforce  them  in 
court  even  if  a physician’s  privileges 
have  been  wrongfully  terminated. 

• Abuse  of  .mminary  siLspemion.  Histor- 
ically, summary  suspension  was  re- 
served for  impaired  physicians  who 
had  become  dangerous.  But  these 
days,  bylaws  frequently  allow  a chief 
executive  officer  or  a chief  of  staff  to 
issue  a summary  suspension  even  if 


the  physician  is  not  impaired  and  has 
no  prior  history  of  problems  at  the  in- 
stitution. Hospital  attorneys  prefer 
summary  suspension  because  it  al- 
lows them  to  control  the  review  of 
charts.  If  hospitals  rely  on  quality  as- 
surance review,  a physician  normally 
has  a right  to  request  an  independent 
review.  Summary  suspension  has  the 
prejudicial  effect  of  labeling  a physi- 
cian as  being  presumptively  guilty  be- 
fore his  or  her  hearing. 

• Exclusive  hospital  administration 
rights  to  appoint  the  hearing  panel.  In 
addition  to  writing  the  rules,  the  ad- 
ministration normally  selects  the 
hearing  panel.  While  many  fair- 
minded  physicians  have  agreed  to 
serve  on  hearing  panels,  this  presents 
an  opportunity  to  stack  the  deck 
against  a physician.  There  often  is  no 
requirement  for  hearing  panel  physi- 
cians to  be  of  the  same  specialty  as 
the  physician  being  reviewed.  For  ex- 
ample, an  orthopedic  surgeon  could 
sit  in  Judgment  on  a neurosurgeon. 

• Limited  physician  rights  to  discover 
witness  lists  and  documents.  Although 
most  bylaws  permit  a physician  to 
have  an  attorney  present  and  to  con- 
front and  cross-examine  witnesses, 
many  do  not  allow  a physician  to  re- 
ceive an  advance  list  of  witnesses 
and  documents  that  may  be  used 


against  him  or  her.  This  can  greatly 
impair  physicians’  abilities  to  defend 
themselves. 

• Frequent  lack  of  standards  or  guidelines 
by  hearing  panels.  To  prevail  in  the 
civil  and  criminal  Justice  system,  a 
case  must  be  established  using  clear 
standards  of  proof  — either  by  pre- 
ponderance of  the  evidence  or  beyond 
a reasonable  doubt.  But  all  too  often, 
there  are  no  guidelines  or  standards 


for  the  hearing  panel  to  follow.  Can  a 
hospital  revoke  a physician’s  privi- 
leges based  upon  a single  bad  out- 
come? Or  must  it  prove  by  substantial 
evidence  based  upon  a focused  review 
that  the  physician’s  practice  reflects  a 
pattern  of  practice  that  consistently 
falls  below  the  standard  of  care? 

• Frequent  limiting  of  the  right  of  ac- 
cess to  counsel.  Some  hospitals  allow 
a physician  to  have  an  attorney,  but 
do  not  allow  the  attorney  to  partici- 
pate actively  in  the  peer  review 
hearing.  This  leaves  to  the  physician 
the  task  of  cross-examining  his  ac- 
cusers, despite  his  lack  of  training 
and  experience  in  this  art. 

• Bylaws  that  allow  the  hospital  admin- 
istration to  overturn  a hearing  panel’s 
decision,  even  if  it  favors  the  physician. 
Most  bylaws  only  give  physicians 
procedural  protections,  which  means 
they  give  them  the  right  to  notice 
and  a hearing.  This  gives  the  physi- 
cian little  or  no  protection  to  get  a 
fair  decision.  In  any  court  of  civil  or 
criminal  law,  a litigant  has  the  right 
to  have  his  or  her  case  tried  fairly 
and  the  right  to  a fair  Judgment  if  he 
or  she  prevails.  Most  bylaws  say  that 
even  if  a hearing  panel  Riles  in  favor 
of  a physician,  the  trustees  may  over- 
turn that  decision  at  their  discretion. 

(continued  on  p 45) 


By  failing  to  take  a proactive  stance  in  negotiating 
the  terms  of  hospital  and  medical  staff  bylaws, 
physicians  unwittingly  have  forfeited 
legal  protections  in  peer  review  proceedings. 
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(continued  from  p 41) 

The  hearing 

But  let’s  say  prevention,  for  whatever 
reasons,  didn’t  work.  You  received  an 
adverse  recommendation  from  a med- 
ical executive  committee,  and  you  re- 
quested a hearing  in  a timely  manner. 
You  should  have  consulted  counsel  by 
now,  and  not  just  anybody  will  do.  I re- 
cently read  an  article  in  a medical  jour- 
nal that  advised  physicians  to  contact 
their  local  bar  associations  for  referrals. 
But  bar  associations,  unfortunately, 
work  just  like  medical  societies;  you’ll 
get  the  next  98.6  on  the  list  with  a cur- 
rent license.  This  is  one  area  where  you 
need  a true  specialist,  and  you’ll  want  to 
make  the  selection  the  same  way  you’d 
select  a physician  for  yourself  or  a fam- 
ily member:  Ask  people  you  respect  un- 
til one  name  shows  up  frequently. 

The  true  specialist  will  have  han- 
dled dozens  of  such  matters,  will  have 
a firm  grasp  of  clinical  issues,  and  will 
be  a vigorous  advocate,  but  also  will 
have  the  sensitivity  and  good  sense  not 
to  antagonize  the  hearing  panel  by 
wasting  time  or  being  unnecessarily 
contentious.  Far  too  many  lawyers  try 
to  blame  everyone  but  their  clients. 
Yet,  the  chances  are  pretty  good  that 
you  wouldn’t  be  in  a hearing  if  there 
weren’t  some  colorable  basis  for  raising 
questions  about  your  practice,  and 
these  questions  need  to  be  met  head- 
on,  but  constructively.  This  brings  us  to 
the  issue  of  your  and  your  lawyer’s  de- 
meanor. Constructive.  Professional.  Re- 
ceptive to  constructive  criticism.  If 
some  real  hardball  needs  to  be  played, 
it  should  be  played  out  between  your 
lawyer  and  the  medical  executive  com- 
mittee’s lawyer  in  private.  It  should 
never  be  played  out  by  hounding  the 
chief  of  staff  in  4 hours  of  cross-exami- 
nation, a la  Perry  Mason,  in  hopes  that 
he  or  she  will  break  down  in  tears  and 
own  up  to  the  “vast  conspiracy” 
against  you. 

Remember,  it’s  almost  certain  that 
the  members  of  the  hearing  panel  were 
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dragged  there  kicking  and  screaming 
only  after  they  had  tried  — and  failed 
— to  use  tricks  that  had  gotten  them 
out  of  jury  duty  before. 

If  your  medical  staff  bylaws  are  up 
to  standard,  the  panel  members  should 
have  no  basis  for  professional  or  per- 


sonal bias  against  you,  economic  or 
otherwise,  nor  should  they  have  partic- 
ipated previously  in  any  investigation 
of  you.  Their  first  inclination  should  be 
to  regard  your  situation  with  the  atti- 
tude, “There  but  for  the  grace  of  God 
go  I,”  and  they  should  be  looking  for 
some  way  not  to  destroy  the  career  of 
one  of  their  brethren.  Cherish  and  nur- 
ture this  initial  impression  because  it’s 
your  principal  asset  early  in  the 
process.  Don’t  forget,  the  physician  “on 
trial”  has  the  burden  of  proof,  and  it’s  a 
tough  burden  to  carry.  An  arrogant 
loner,  even  one  who  has  the  facts  and 
the  law  on  his  or  her  side,  has  a harder 
time  meeting  that  burden  than  a physi- 
cian who  offers  the  hearing  panel  an 
opportunity  to  “rehabilitate”  one  of  its 
own  and  to  feel  good  about  it. 

That  is  not  to  say  you  should  go  in 
as  a supplicant.  If  you  feel  you  won’t 
get  a fair  shake  from  someone  on  the 
panel,  your  attorney  should  say  so,  of- 
fer a valid  reason  why,  and  make  an  ob- 
jection on  the  record.  And  again,  keep 
in  mind  that  you  aren’t  before  a hear- 
ing panel  because  of  some  random 
process.  Some  of  your  peers,  none  of 
whom  — one  hopes  — enjoyed  doing 
it,  concluded  that  some  aspect  or  as- 
pects of  your  practice  deserved 
scrutiny.  Don’t  confess  to  gross  mal- 
practice, but  if  there  are  some  things 
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you  perhaps  would  have  looked  at  dif- 
ferently with  the  benefit  of  hindsight, 
say  so.  Digging  in  your  heels  when 
even  you  know  you  were  wrong  under- 
cuts your  credibility  on  issues  where 
you  weren’t  wrong. 

If  there  are  some  things  you  have 


done  already  to  improve  your  clinical 
skills,  tell  them  about  it.  Your  attorney 
will  doubtless  put  together  lists  of  col- 
leagues to  bear  witness  for  you  and  hire 
experts  to  review  your  charts  and  attest 
to  the  soundness  of  your  clinical  judg- 
ment and  skill.  That’s  all  very  well  and 
good.  But  the  doctors  on  the  hearing 
panel  have  busy  practices  and  want  to 
hear  from  you  — - the  sooner  in  the 
process,  the  better.  And,  unlike  a regu- 
lar jury,  they  get  to  ask  you  questions. 
Your  answers  will  make  or  break  your 
case.  Be  concise.  Responsive.  Construc- 
tive. Professional.  Be  receptive  (like  a 
sponge!)  to  constructive  suggestions  for 
how  you  can  practice  better  medicine. 

The  bottom  line  is  that  everyone 
who  completed  medical  school  and  a 
residency  has  a license  and  current 
continuing  medical  education  hours, 
and  — unless  he  or  she  is  a hopeless 
addict  of  some  kind  — is  probably 
competent.  But  not  everyone  works 
and  plays  well  with  others.  Those  who 
cannot  are  more  likely  to  find  them- 
selves before  a review  panel. 

I offer  one  last  thought:  Try  to  work 
and  play  well  with  the  director  of  nurs- 
ing. ★ 


Mr  Larrimer  practices  health  care  law  with  the  law  firm 
Cochran  & Cochran  in  Dallas. 


As  a lawyer,  I’m  not  qualified  to  tell  you 
that  thorough  charting  is  good  medicine, 
but  I am  qualified  to  tell  you  that  it’s  the  best  tool 
you  have  to  defend  yourself  against  criticism. 
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(continued  from  p 43) 

• Hearsay  and  an  unfair  burden  of 
proof  In  some  peer  review  cases,  the 
administration  may  use  the  name- 
less, faceless  report  of  an  ad  hoc  or 
credentials  committee  instead  of 
putting  a witness  on  the  stand.  Some 
bylaws  even  say  that  once  such  a re- 
port is  introduced,  the  burden  of 
proof  shifts  to  the  physician.  The 
physician  is  denied  the  right  to  con- 
front and  cross-examine  his  or  her 
accusers,  and  the  burden  improperly 
shifts  to  the  physician  to  negate  the 
committee’s  case.  This  would  be 
analogous  to  a physician  sued  in  a 
medical  negligence  case  being  pre- 
sumed negligent  upon  the  reading  of 
the  complaint  unless  he  or  she 
proves  by  substantial  evidence  that 
no  evidence  to  support  the  charge 
exists.  Such  an  unfair  burden  of 
proof  is  a clear  denial  of  due  process 
rights,  but  it  is  used  frequently. 

• Omissions  or  misstatements  in  an  ap- 
plication for  privileges.  Some  bylaws 
say  any  omission  or  misstatement  in 
an  application  for  privileges,  whether 
material  or  not,  can  form  the  basis  to 
revoke  privileges.  Hospital  authorities 
can  use  trivial  events  to  revoke  a 
physician’s  privileges  and  impugn  his 
or  her  integrity.  For  example,  failure 
to  disclose  remote  and  perhaps  even 
forgotten  occurrences  during  resi- 
dency, such  as  a lawsuit,  a letter  of 
probation,  or  even  a traffic  ticket,  can 
become  the  basis  to  revoke  privileges. 

• Reports  sent  to  the  National  Prac- 
titioner Data  Bank.  Hospital  adminis- 
trators, some  of  whom  have  little  or 
no  experience  in  writing  adverse  ac- 
tion reports  to  the  data  bank,  can 
cripple  a physician’s  career.  For  ex- 
ample, an  innocent  nondisclosure  on 
an  application  that  a physician  had 
been  arrested  may  not  only  result  in 
revocation  of  privileges  but  also  a re- 
port to  the  data  bank  that  the  physi- 
cian had  lied  about  this  information. 

I know  from  experience  that  once  a 
physician  loses  privileges  at  one  insti- 


tution, other  institutions  and  man- 
aged care  companies  will  drop  him  or 
her  routinely  from  its  rolls  without  an 
independent  review. 

Proposed  physician  Bill  of 
Peer  Review  Rights 

Physicians  must  read  hospital  bylaws 
and  be  proactive  in  negotiating  their 
terms.  What  follows  are  some,  but  not 
necessarily  all,  of  the  rights  physicians 
should  insist  upon. 

• Summary  suspension  should  be  re- 
served for  physicians  who  have  be- 
come dangerous  to  their  patients 
because  of  physical  or  mental  impair- 
ments. Summary  suspension  should 
not  be  used  to  revoke  the  privileges 
of  an  unimpaired  physician. 

• Prior  releases  and  indemnity  agree- 
ments probably  are  not  enforceable 
and  should  be  eliminated. 

• A physician  should  have  the  right  to 
request  an  independent,  focused  re- 
view before  the  hearing. 

• The  hearing  panel  should  be  se- 
lected jointly  by  the  physician  and 
the  administration. 

• The  administration  should  bear  the 
burden  of  proof  by  substantial  evi- 
dence to  revoke  a physician’s  privi- 
leges. The  administration  should 
have  to  prove  that  the  physician’s 
overall  practice  reflects  a pattern 
that  falls  below  the  standard  of  care. 
A single  event  rarely  should  be  the 
basis  of  termination.  This  burden 
should  not  be  satisfied  by  introduc- 
ing an  ad  hoc  or  credentials  com- 
mittee report  and  then  requiring  the 
physician  to  disprove  the  report. 

• A physician  who  prevails  in  his  peer 
review  case  with  the  hearing  panel 
should  have  the  right  to  have  the 
board  of  trustees  adopt  that  judg- 
ment. The  board  should  be  able  to 
overturn  the  hearing  panel’s  decision 
only  when  the  credentials  committee 
or  the  administration  proves  through 
an  appeal  that  the  hearing  panel’s 
decision  was  arbitrary,  capricious,  or 


unsupported  by  substantial  evidence. 

• The  physician  should  have  the  right 
to  have  an  attorney  present,  and  his 
or  her  attorney  should  have  the 
right  to  participate  actively  in  the 
peer  review  hearing. 

• All  physicians  should  have  the  right  to 
receive  written  notice  of  the  charges, 
all  relevant  documents  (including  ex- 
culpatory records),  and  a list  of  wit- 
nesses prior  to  the  hearing. 

• If  the  administration  limits  use  of 
the  summary  suspension  procedure 
to  truly  impaired  physicians,  then 
adverse  action  reports  should  not 
have  to  be  sent  until  after  the  hear- 
ing panel  rules.  If  the  hearing  panel 
rules  against  the  physician,  he  or 
she  should  have  a right  to  appeal. 
Competent  counsel  should  write  ad- 
verse action  reports,  and  drafts 
should  be  shown  to  the  physician 
for  clarification  before  being  sent  to 
the  National  Practitioner  Data  Bank. 

• A physician’s  privileges  should  not 
be  terminated  for  not  disclosing  cer- 
tain information  in  an  application 
unless  that  information  is  material, 
which  means  that  if  it  had  been  dis- 
closed, the  physician’s  application 
for  privileges  would  be  denied. 

Physicians  must  level  the  playing 
field  and  insist  upon  more  protection  in 
peer  review  proceedings.  Bylaws 
should  be  structured  in  such  a way  that 
if  a physician’s  rights  are  denied,  then 
he  or  she  has  the  right  to  bring  a legal 
action.  This  certainly  would  give  physi- 
cians more  justice  in  peer  review  pro- 
ceedings. ★ 
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Best  of  both  worlds 


Houston  physician  puts  patients  first  and 


Karen  Cottingham,  MD,  visits  with  patient  Sandra  Lohse. 


Photo  by  Theresa  DiMenno 


runs  an  efficient  practice 

J he  business  side  of  her  practice 
was  out  of  control.  Karen  Cot- 
tingham, MD,  was  a member  of  a 
large  group  practice,  and  she 
paid  a heavy  emotional  and  fi- 
nancial price  for  not  understand- 
ing the  administrative  intricacies 
of  getting  paid.  That  was  several  years 
ago.  Today,  the  Houston  oncologist  and 
internist  not  only  runs  a model  practice 
by  using  smart  tactics  for  getting  paid 
exactly  what  she’s  owed,  but  she  also  is 
considered  a pioneer  for  her  patient  ad- 
vocacy efforts.  > > 


By  Laurie  Stoneham,  Associate  editor 
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when  Pat  Coffey  first  met  Dr  Cot- 
tingham  nearly  2 years  ago  during  one 
of  the  mini-consults  he  conducts 
throughout  the  state,  he  says  she  was 
overwhelmed  with  the  complexity  of 
dealing  with  the  carriers.  Mr  Coffey,  di- 
rector of  payment  advocacy  for  the 
Texas  Medical  Association,  recalls  that 
Dr  Cottingham  had  “large  outstanding 
receivables  and  no  coherent  procedures 
in  place  for  addressing  these  payment 
issues.  She  always  had  the  caring  atti- 
tude and  advocacy  for  her  patients. 
What  she  lacked  was  the  hands-on 
business  insights.  Now  she  has  the  best 
of  both  worlds.” 

Her  leap  into  solo  practice  18  months 
ago  came  at  the  encouragement  of  pa- 
tients, many  of  whom  are  cancer  sur- 
vivors of  many  years  and  who  now  are 
under  her  care  as  an  internist.  Dr  Cot- 
tingham, along  with  her  office  manager, 
Albert  Ramos,  CPA,  began  building  a 
new  way  of  caring  for  patients. 

Their  success  lies  in  their  attention 
to  detail.  Nothing  escapes  their 
scrutiny.  From  the  colors  and  antiques 
used  throughout  the  office  to  the  vase 
patients  keep  filled  with  bright,  cheerful 
flowers,  there’s  something  extraordi- 
nary about  the  passion  Dr  Cottingham 
brings  to  every  aspect  of  patient  care. 
But  when  it  comes  to  managing  the 
business  side  of  her  practice,  she’s  a 
soft-spoken  warrior.  Her  diligence  and 
tenacity  have  paid  off. 

Overcoming  slow  pay, 
low  pay,  no  pay 

Dr  Cottingham  refuses  to  monkey 
around  with  insurers  who  don’t  pay  her 
correctly  or  who  try  to  intimidate  her  by 
suggesting  that  she  has  been  overpaid. 
And  according  to  Mr  Ramos,  “90%  of 
managed  care  explanations  of  benefits 
(EOBs)  are  wrong.”  They  overcome  the 
endless  array  of  hassles  and  problems 
with  a system  of  forms,  policies,  and 
procedures  that  helps  them  track  every 
detail  of  patient  care  and  validate  the 
accuracy  of  every  bill  that  comes  in. 

“If  we’re  merely  serving  ourselves, 
then  it  would  be  extremely  cynical.  But 
as  it  is,  we  know  we’re  providing  a very 
high  level  of  service  in  an  office  like 
this,”  said  Mr  Ramos.  “Dr  Cottingham 
sees  each  of  her  patients.  She  spends 
time  with  them,  she  holds  their  hands. 


and  she  walks  with  them  down  the 
hallway  hand-in-hand  if  that’s  what 
they  need.  She  listens  to  them,  and  she 
understands  their  needs.” 

Dr  Cottingham  stresses,  “We  try  to 
deal  with  the  insurance  companies  and 
handle  the  problems  so  the  patients 
don’t  have  to  get  in  the  middle.” 

The  system  they  have  created  is  de- 
signed to  improve  efficiency  and  effec- 
tiveness for  patient  care  and  to  reduce 
the  administrative  burdens.  Here  are 
the  elements  of  their  system: 


• The  practice  maintains  a 3-ring 
binder  containing  the  contract  fee 
schedules  of  her  patients’  insurance 
plans.  Each  plan  has  an  individual 
sheet  listing  the  top  100  CPT  codes 
used  in  the  practice.  The  informa- 
tion is  on  white  paper  and  is  listed  1 
code  per  line.  CPT  codes  are 
arranged  in  the  same  order  for  each 
plan.  Dr  Cottingham’s  management 
group  assembled  the  book.  Mr 
Ramos  suggests  asking  for  the  data 
as  a simple  list,  not  in  a spreadsheet, 
making  sure  that  you  have  the  same 
information  for  each  plan.  For  indi- 
vidual contracts,  get  the  fee  sched- 
ule in  the  format  needed  directly 
from  the  insurance  company. 

• Along  with  helping  to  verify  pay- 
ment accuracy,  the  data  also  help  Dr 
Cottingham  and  Mr  Ramos  compare 
the  performance  of  the  insurance 
plans.  “One  plan  may  pay  you  50% 
of  what  you  would  charge  normally, 
and  it’s  more  profitable  than  the 
plan  that  pays  you  80%,  if  the  80% 
plan  makes  you  jump  through  25 
hoops  just  to  say  ‘good  morning’  to 
a patient,”  Mr  Ramos  said. 

• EOBs  are  examined  line  by  line.  Mr 
Ramos  says  some  EOBs  are  impossi- 
ble to  analyze  for  accuracy  because  of 
missing  information.  CPT  codes  may 
not  appear,  or  there  may  be  only  1 
line  itemization  per  patient,  or  there 
may  just  be  what  he  calls  a “bulk  re- 


mittance” where  only  a lump-sum 
payment  is  noted.  In  these  cases,  he 
calls  the  insurance  company  and  be- 
gins the  battle  of  getting  paid  as 
promised. 

• A problem  resolution  sheet  is  main- 
tained to  record  all  pertinent  infor- 
mation about  attempts  to 
communicate  with  insurance  com- 
panies. It  includes  the  date  of  the 
call;  the  name  and  telephone  and 
fax  numbers  of  the  company  repre- 
sentative; what  was  discussed;  and 


the  action  taken.  Mr  Ramos  says 
most  representatives  won’t  give 
their  individual  extensions;  he  ca- 
joles them  or  keeps  asking  every  few 
minutes  until  he  gets  the  number. 

• Once  a problem  becomes  apparent, 
such  as  a code  being  paid  incorrectly, 
Mr  Ramos  stops  all  billing  to  that  in- 
surer until  the  mistake  is  corrected. 

• Mr  Ramos  doesn’t  let  insurance  clerks 
plead  ignorance.  He  faxes  a copy  of 
the  fee  schedule  or  the  CPT  code, 
whatever  backup  documentation  is 
needed  to  resolve  the  matter.  He  fol- 
lows up  the  conversation  with  a letter 
(a  form  already  created)  that  explains 
the  discrepancy  and  requests  correct 
payment,  and  sends  copies  to  the 
Texas  Department  of  Insurance  and 
TMA.  Correct  payment  usually  is 
forthcoming,  but  he  admits  it  takes  a 
while,  sometimes  months. 

• Alleged  overpayments  are  scruti- 
nized. Dr  Cottingham  recalls  one 
carrier  demanding  repayment  of 
$200.  “We  were  getting  threatening 
letters,  and  it  was  all  very  intimi- 
dating.” After  numerous  attempts 
to  resolve  the  situation,  she  finally 
spent  an  entire  afternoon  on  the 
phone.  “Everyone  told  me  some- 
thing a little  bit  different.  I finally 
said  I would  be  happy  to  pay  what- 
ever I owed  but  that  I wanted  to 
see  a detailed  itemization.”  The 
matter  was  dropped  when  the  in- 


“She  always  had  the  caring  attitude  and  advocacy 
for  her  patients.  What  she  lacked  was  the  hands-on 
business  insights.  Now  she  has  the  best  of  both  worlds.” 
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surer  couldn’t  document  the  al- 
leged overpayment.  She  says  it  was 
worth  her  time.  “I  feel  like  I can 
hold  my  own  in  these  conversa- 


tions now  and  that  it’s  reasonable 
for  me  to  ask  if  they  have  the  cor- 
rect fee  schedules  in  their  comput- 
ers. I would  never  have  dreamed  of 


Original  artwork  brightens  the  offices. 


asking  that  question  a year  ago,  but 
now  I know  that’s  an  obvious  ques- 
tion to  ask.”  Mr  Ramos  says  it  is  im- 
portant to  have  insurance  plans 
prove  their  claims. 

• Forms  have  been  developed  for 
everything  from  prescriptions  to  or- 
dering outside  tests  to  streamlining 
transactions  with  outside  vendors. 
The  initial  insurance  verification 
form  describes  the  type  of  plan  and 
defines  the  network  affiliation.  “So 
if  we  are  paid  an  amount  and  are 
told  it’s  because  it’s  a such-and-such 
network  discount,  we  can  go  back 
and  see  if  in  fact  that’s  applicable,” 
Mr  Ramos  said. 


Championing  patients 

This  same  attention  to  detail  flows  over 
into  her  patient  care.  The  decor  of  her 
office  says  a great  deal  about  her  thor- 


oughness. “We  spent  a lot  of  time  think- 
ing about  the  colors  and  textures  and 
furniture  positions  and  accents.  We’re 
trying  to  convey  the  idea  to  folks  that 


Patients  receive  chemotherapy  in  comfortable,  home- 
like settings. 


when  they  walk  in,  this  is  their  sanctu- 
ary,” Dr  Cottingham  said.  “We  went 
through  quite  a decision  process  about 
the  color  of  paint  for  the  walls  in  the  re- 


ception area,  and  even  the  final  coat 
wasn’t  just  right.  It  seemed  a little  drab 
and  a little  bit  depressing.  Then  we 
found  this  other  paint  that  is  much 


warmer  and  uplifting,  so  we  went  to  the 
trouble  of  repainting  the  entire  room.” 

There  are  no  sliding  glass  doors  at 
the  reception  area.  Patients  sign  in  on 
an  open  granite  counter.  Dr  Cotting- 
ham thinks  this  symbolizes  openness 
and  availability  and  improves  commu- 
nication by  helping  patients  feel  in- 
cluded. She  says  patients  have 
responded  very  favorably. 

Bette  Conerly  has  been  seeing  Dr  Cot- 
tingham since  last  summer.  “There  are 
no  hard  edges  in  the  office.  I mean  that 
literally  and  physically.  There  are  no 
hard  metal  shelves  and  cases.  Everything 
is  soft.  There  also  are  no  hard  edges  on 
the  people  who  work  there,”  she  said. 


This  piece  of  furniture  had  once  been  in  Dr  Cotting- 
ham's  home. 


“We  want  people  to  have  something 
pretty  to  look  at,  to  have  diversions,  and 
to  have  other  nice  people  to  talk  to,”  Dr 
Cottingham  explains.  “I  want  them  to 


feel  comfortable  and  confident,  and  the 
best  thing  I can  do  is  try  to  provide  an 
atmosphere  that  relieves  anxiety  and 
stress  and  promotes  healing.” 


“I  want  them  to  feel  comfortable  and  confident,  and  the 
best  thing  I can  do  is  try  to  provide  an  atmosphere 
that  relieves  anxiety  and  stress  and  promotes  healing.” 


“A  little  extra  attention  can  sometimes  change 
the  entire  atmosphere  of  any  organization  because 
there  is  so  much  stress  in  health  care  today.” 
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Emotional  healing 

The  room  where  patients  receive 
chemotherapy  is  affectionately  known 
as  “the  party  room,”  according  to  pa- 
tient Barbara  Janusz,  who  says  she  and 
her  friends  “hoop  and  holler  in  there.” 
Support  groups  have  formed  for  pa- 
tients to  ask  each  other  questions  and 
know  what  to  expect.  “Believe  it  or  not, 
you  can  have  fun  and  chemotherapy  at 
the  same  time  in  that  office,”  Ms  Con- 
erly  said. 

The  flower  arrangement  on  the  re- 
ception counter  is  known  as  “the  per- 
petual bouquet.”  Patients  bring  in 
plants  and  flowers  to  add  to  the 
arrangement  almost  daily.  “It’s  very  im- 


Patients  are  welcomed  in  a reception  area  decorated 
with  rich  textures,  colors,  and  antiques. 


j portant  that  you  have  something  that’s 
I alive  and  beautiful,”  says  Ms  Janusz. 

Another  patient,  Sandra  Lohse,  has 
high  praise  for  Dr  Cottingham’s  efforts. 
When  ovarian  cancer  reappeared,  she 
j was  under  the  care  of  another  physi- 
cian. She  went  to  see  Dr  Cottingham  at 
a friend’s  suggestion.  The  cancer  was 
advanced  and  aggressive.  “I  really 
; thought  I was  going  to  die.  I didn’t  feel 
I could  bear  the  treatment,”  she  said. 

Ms  Lohse  says  Dr  Cottingham  “will 
; sit  down  with  me,  take  my  hand,  and 
say,  ‘You’re  feeling  worse  because  you 
I need  to  be  good  to  yourself.’  So  my 
I whole  emotional  reaction  to  the  treat- 
i ment  is  different  because  of  Dr  Cot- 


tingham. She  makes  you  want  to  get 
well.  She  gives  you  confidence  in  the 
drugs  and  in  yourself.  She  gives  you 
the  will  to  live.” 

Respecting  patients  first 

It’s  all  about  respect  and  caring  for  the 
patient.  Dr  Cottingham  believes.  “This 
determines  how  we  treat  our  patients, 
their  records,  their  phone  calls,  and 
their  insurance  needs.  We  want  every- 
thing to  be  accurate  and  precise.” 

Two  experts  say  Dr  Cottingham  is  on 
the  right  track. 

David  Woods,  editor  of  Medical 
Practice  Communicator,  a monthly 
newsletter  that  discusses  the  power  of 


The  examination  rooms  are  furnished  with  antiques. 


effective  patient  communication,  says 
these  things  make  a difference.  “Some- 
body who  pays  so  much  attention  to 
detail  and  to  the  well-being  of  her  pa- 
tients but  also  applies  the  same  kind  of 
thoroughness  to  the  business  side  of 
medicine  is  probably  a pretty  exem- 
plary physician.  She  may  be  a pioneer 
in  that  regard  and  may  have  something 
to  teach  other  physicians.” 

Susan  Keane  Baker,  consultant  and 
author  of  Managing  Patient  Expectations, 
adds,  “A  little  extra  thoughtfulness,  a lit- 
tle extra  attention  can  sometimes 
change  the  entire  atmosphere  of  any  or- 
ganization because  there  is  so  much 
stress  in  health  care  today.”  ★ 
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Information  for  authors 


South  Texas,  one  of  the  fastest  growing 
regions  in  the  country,  remains  among 
the  most  medically  underserved,  in  part, 
because  few  students  from  South  Texas 
enter  medical  school.  To  address  this  is- 
sue and  to  increase  the  diversity  of  the 
matriculant  pool,  Baylor  College  of  Med- 
icine (BCM)  and  The  University  of  Texas- 
Pan  American  (UT-PA)  established  in 
1994  the  Premedical  Honors  College 
(PHC),  a rigorous  undergraduate  pro- 
gram at  UT-PA  for  students  from  South 
Texas  high  schools.  Students  who  com- 
plete all  PHC  requirements  and  BCM  pre- 
requisites are  accepted  into  BCM  upon 
graduation  from  UT-PA.  Those  in  good 
standing  receive  counseling,  enrichment 
experiences,  and  tuition  and  fee  waivers 
from  UT-PA  and  BCM.  The  program  is 
increasing  the  number  of  students  from 
South  Texas  universities  matriculating 
into  medical  school,  and  is  expanding 
the  involvement  of  local  physicians  in 
undergraduate  education,  heightening 
visibility  for  partner  institutions,  and  be- 
coming an  effective,  replicable  bachelor 
of  science/doctor  of  medicine  model. 


Dr  Thomson,  director,  Center  for  Educational 
Outreach;  Mr  Denk,  senior  editor  and  administra- 
tive associate;  Ms  Ferry,  education  coordinator; 
and  Dr  Michael,  assistant  dean.  Office  of  Admis- 
sions, Baylor  College  of  Medicine;  and  Dr  Mar- 
tinez-Wedig,  program  coordinator,  Biology 
Department,  The  University  of  Texas-Pan  Ameri- 
can. Send  reprint  requests  to  Dr  Thomson,  direc- 
tor, Center  for  Educational  Outreach,  Baylor 
College  of  Medicine,  1709  Dryden,  Ste  545, 
Houston,  TX  77030. 

The  Premedical  Honors  College  is  funded,  in  part, 
by  the  US  Department  of  Health  and  Human  Ser- 
vices, Bureau  of  Health  Professions,  Division  of 
Disadvantaged  Assistance  (Contract  No.  24-93- 
0060).  Additional  support  is  provided  by  Conti- 
nental Airlines. 
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WILLIAM  A.  THOMSON,  PHD 
JAMES  P.  DENK,  MA 
PAMELA  G.  FERRY,  MHS 


INTRODUCTION 

Lack  of  health  care  in  South  Texas 

South  Texas,  defined  roughly  here 
as  the  area  from  Corpus  Christ! 
to  Laredo  and  all  points  south,  is 
one  of  the  fastest  growing 
regions  of  Texas  and  the  United 
States.  It  encompasses  the  southern- 
most counties  of  Texas:  Brooks, 
Cameron,  Duval,  Hidalgo,  Jim  Hogg, 
Jim  Wells,  Kenedy,  Kleberg,  Nueces, 
Starr,  Webb,  Willacy,  and  Zapata.  Its 
July  1996  population  of  1.5  million 
represents  a growth  of  49%  from  April 
1990.  (During  the  same  time  period, 
the  state’s  overall  population  increased 
by  12%  and  the  US  population 
increased  by  6%.)  About  70%  of  this 
region’s  population  is  Hispanic  (1). 

Rapid  growth  has  provided  new  op- 
portunities but  has  not  eliminated  many 
of  the  region’s  most  pressing  problems. 
In  fact.  South  Texas  remains  among  the 
most  medically  underserved  and  poorest 
areas  in  the  United  States.  As  of  1996, 
37.7%  of  the  families  in  this  region  were 
impoverished,  as  defined  by  the  federal 
poverty  index  (compared  with  19.0% 
statewide  and  13.7%  nationally);  12.8% 
of  the  work  force  was  unemployed,  the 
highest  rate  of  unemployment  in  any  re- 
gion of  Texas  (the  statewide  and  na- 
tional unemployment  rates  were  5.6% 
and  5.4%,  respectively);  7.8%  of  fami- 
lies in  the  region  were  on  Aid  to  Families 
with  Dependent  Children  (compared 
with  3.7%  statewide);  and  31.2%  re- 
ceived food  stamps  (compared  with 
13.1%  statewide)  (2). 

As  of  May  1997,  the  number  of 
physicians  practicing  in  Texas  was 
47,448  (75.1%  white,  11.0%  Asian, 
8.4%  Hispanic,  2.9%  African  American, 
and  2.6%  other),  with  most  clustered  in 
urban  areas.  In  fact,  while  80%  of  Texas 
is  designated  as  “rural,”  only  12%  of  the 
primary  care  physicians  in  Texas  prac- 
tice in  rural  areas.  Thus,  many  rural  re- 
gions, like  South  Texas,  are  suffering 
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from  serious  shortages  of  health  care 

(3) ,  and  it  is  not  surprising  that  all  13 
South  Texas  counties  are  identified  by 
the  US  government  as  medically  under- 
served and  that  11  also  are  designated 
as  health  professional  shortage  areas 

(4) .  Four  of  the  13  counties  have  only  2 
or  3 physicians,  and  1 of  these  counties 
has  no  physicians  at  all  (3). 

Part  of  the  difficulty  in  recruiting 
physicians  to  South  Texas  is  that  this 
region  has  not  had  great  success  in  pro- 
ducing medical  students.  Therefore, 
not  many  physicians  grew  up  in  South 
Texas  and  understand  its  social  and 
cultural  mores.  The  5 undergraduate 
schools  in  the  region  have  an  annual 
cumulative  enrollment  of  about  30,000 
students  (80%  Mexican  American). 
However,  in  1995,  only  14  students 
from  these  schools  applied  to  US  med- 
ical schools  and  only  8 matriculated.  In 
1996,  only  23  students  from  these  un- 
dergraduate institutions  applied  to 
medical  school  and  only  4 matricu- 
lated; the  following  year,  26  students 
from  these  schools  applied  to  medical 
school,  and  9 were  accepted  (R. 
Haynes,  oral  communications,  October 
1997  and  January  1998). 

Baylor  College  of  Medicine’s  history 
in  South  Texas 

In  1983,  Baylor  College  of  Medicine 
(BCM)  took  the  first  of  many  steps  to 
address  these  issues.  The  medical  col- 
lege teamed  with  the  South  Texas  In- 
dependent School  District  to  create  the 
South  Texas  High  School  for  Health 
Professions  in  Mercedes  (modeled  after 
Houston’s  own  DeBakey  High  School 
for  Health  Professions).  Since  then, 
BCM  has  enjoyed  a strong  relationship 
with  the  South  Texas  community  and 
has  become  a partner  in  4 additional 
magnet  high  school  programs  in  the  re- 
gion (in  Laredo,  Corpus  Christ!,  Edin- 
burg, and  Mercedes).  These  programs 
are  designed  specifically  to  enhance 
the  science,  mathematics,  health,  and 
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Table  1.  Prcmedical  Honors  College  applicant/acceptance  profiles. 


1994 

1995 

1996 

1997 

1998 

Initial  applications 

76 

94 

129 

165 

128 

Average  SAT 

920 

960 

1049 

1040 

1102 

Average  HS  GPA 

N/A 

N/A 

89.7 

90.5 

91.1 

Students  interviewed 

28 

40 

42 

43 

35 

Students  accepted 

18 

28 

28 

28 

26 

Students  matriculated 

16 

23 

24 

21 

15 

Students  currently  enrolled 

8* 

15 

23 

20 

15 

* Eight  students  graduated  from  the  Premedical  Honors  College  in  May  1998.  Of  these,  4 are  enrolled 
at  Baylor  College  of  Medicine  and  4 at  other  Texas  medical  schools. 

SAT  = Scholastic  Aptitude  Test 

HS  GPA  = high  school  grade  point  average 


technology  education  available  to  stu- 
dents in  South  Texas.  Many  of  their 
graduates  have  accessed  medical  edu- 
cation and  become  physicians  and 
health  care  professionals. 

BCM’s  success  in  working  with  pub- 
lic high  schools  led  to  discussions  with 
The  University  of  Texas-Pan  American 
(UT-PA),  the  largest  university  in  South 
Texas,  with  almost  14,000  students.  In 
1993,  the  president  at  UT-PA  and  senior 
level  administrators  at  BCM  visualized  a 
new  bachelor  of  science/doctor  of  medi- 
cine (BS/MD)  program  that  would  be 
open  to  South  Texas  students  and  capi- 
talize on  BCM’s  network  of  magnet 
schools  already  established  in  the  region. 

Immediate  advantages  for  UT-PA 
would  be  access  to  a larger  pool  of  aca- 
demically strong  South  Texas  students 
and  the  potential  to  increase  the  number 
of  UT-PA  graduates  accessing  medical  ed- 
ucation. The  university  also  viewed  this 
partnership  with  BCM  as  an  opportunity 
to  strengthen  its  community  relation- 
ships through  student  preceptorships 
with  local  physicians,  some  of  whom  are 
BCM  alumni.  BCM  viewed  the  partner- 
ship as  a means  to  increase  the  number 
of  students  from  South  Texas  who  attend 
BCM,  become  physicians,  and  return  to 
the  medically  underserved  region  of 
South  Texas  to  practice. 

With  partial  funding  from  the  US 
Department  of  Health  and  Human  Re- 
I sources.  Bureau  of  Health  Professions, 
Division  of  Disadvantaged  Assistance, 
BCM  and  UT-PA  opened  the  undergrad- 
uate component  of  their  joint  BS/MD 
program  — the  Premedical  Honors  Col- 
lege (PHC)  — in  1994.  The  first  group 
of  South  Texas  high  school  graduates 
was  welcomed  that  fall.  As  of  October 
1 1998,  the  program  has  72  students  in  4 
undergraduate  classes.  A new  class  of 
20  to  25  students  will  enter  next  fall. 

I BCM  welcomed  its  first  cohort  of  PHC 
I graduates  in  summer  1998.  Four  of 
these  original  8 graduates  matriculated 
into  BCM;  the  remaining  4 matricu- 


lated into  other  medical  schools.  Re- 
flecting the  South  Texas  population, 
approximately  90%  of  PHC  students 
are  Hispanic/Mexican  American. 

METHODS 

The  Premedical  Honors  College 
PHC  is  housed  at  UT-PA  in  Edinburg.  It 
provides  rigorous  and  varied  undergradu- 
ate educational  experiences  designed  to 
ensure  that  students  receive  the  academic 
and  emotional  preparation  required  to 
succeed  in  medical  school.  Students  are 
selected  for  the  PHC  as  high  school  sen- 
iors. They  attend  UT-PA  for  all  4 years  of 
their  undergraduate  education  and  re- 
ceive conditional  acceptance  to  BCM 
upon  acceptance  into  the  PHC.  Those 
who  complete  all  PHC  requirements  and 
BCM  prerequisites  are  accepted  into  BCM 
upon  graduation  from  UT-PA.  This  is  a 
significant  program  benefit,  especially 
when  we  consider  that  43,020  students 
applied  to  US  medical  schools  in  1997, 
but  only  16,165  (38%)  were  admitted 
(5). 

Eaculty  from  BCM  and  UT-PA  have 
worked  together  to  create  a 4-year  un- 
dergraduate curriculum  that  presents 
concepts  in  an  integrated  manner  and 
revisits  concepts  over  the  course  of  4 
years.  The  curriculum  focuses  on  sci- 
ence, math,  communications,  and  tech- 
nology, and  all  PHC  students  are 


required  to  major  in  biology  or  chem- 
istry. Students  who  major  in  biology 
must  minor  in  chemistry,  and  vice  versa. 

Each  year,  up  to  25  students  are  re- 
cruited into  the  PHC  from  the  South 
Texas  High  School  for  Health  Profes- 
sions, the  Science  Academy  of  South 
Texas,  and  other  high  schools  in  South 
Texas.  Project  staff  travel  to  high 
schools  throughout  the  region  giving 
presentations  on  the  PHC  and  speaking 
individually  with  students,  parents, 
and  school  counselors.  In  addition,  in- 
formational letters  and  program 
brochures  are  sent  to  the  homes  of  stu- 
dents in  the  region.  As  indicated  in 
Table  1,  the  number  and  qualifications 
of  applicants  have  increased  annually. 

Program  selection  is  based  upon  stu- 
dents’ previous  academic  performances, 
achievement  on  the  Scholastic  Aptitude 
Test  (SAT)  (which  they  must  take  to  be 
considered  for  the  program),  letters  of 
recommendation,  and  other  indicators. 
Attendance,  citizenship/deportment, 
and  participation  in  extramural  activities 
also  are  considered  in  making  final  se- 
lections. Specifically,  students  must  have 
completed  and  passed  at  least  4 years 
(credits)  each  of  high  school  science  and 
mathematics,  including  chemistry  and 
elementary  analysis/precalculus.  They 
also  are  required  to  have  taken  and 
passed  at  least  1 year  of  computer  tech- 
nology (a  Texas  state  requirement). 
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Table  2.  Premedical  Honors  College  interview  profile. 


1994 

1995 

1996 

1997 

1998 

Students  interviewed 

28 

40 

42 

43 

35 

High  schools  represented 

10 

24 

21 

23 

20 

Average  SAT 

1026 

1056 

1177 

1212 

1233 

Average  HS  GPA 

92.0 

94.9 

93.9 

94.0 

94.6 

Average  HS  science  GPA 

88.8 

91.3 

92.0 

93.7 

93.6 

Average  HS  class  rank 

Top  16% 

Top  5% 

Top  7% 

Top  4% 

Top  4% 

SAT  = Scholastic  Aptitude  Test 

HS  GPA  = high  school  grade  point  average 

Table  3.  Premedical  Honors  Gollege  matriculant  profiles. 

1994 

1995 

1996 

1997 

1998 

Students  matriculated 

16 

23 

24 

21 

15 

High  schools  represented 

7 

17 

13 

14 

11 

Average  SAT 

1051 

1076 

1185 

1212 

1214 

Average  HS  GPA 

92.0 

95.0 

93.2 

93.8 

95.4 

Average  HS  science  GPA 

89.7 

91.4 

91.6 

93.8 

94.6 

Average  HS  class  rank 

Top  10% 

Top  6% 

Top  10% 

Top  4% 

Top  5% 

SAT  = Scholastic  Aptitude  Test 

HS  GPA  = high  school  grade  point  average 


All  “finalists”  for  PHC  acceptance 
(usually  about  40  applicants  per  year) 
are  flown  free,  compliments  of  Conti- 
nental Airlines,  to  Houston  for  inter- 
views with  BCM’s  Medical  School 
Admissions  Committee.  This  commit- 
tee interviews  and  evaluates  the  stu- 
dents, following  the  same  format  used 
for  medical  school  applicants.  Stu- 
dents’ maturity,  life  experiences,  moti- 
vation, interpersonal/communication 
skills,  and  academic/research  back- 
ground are  important  components  of 
the  evaluation.  Following  the  inter- 
views, up  to  25  students  are  selected 
for  the  program,  and  another  2 to  3 al- 
ternates are  identified  (Table  2). 

As  noted  in  Table  3,  students  who 
finally  matriculate  into  the  PHC  tend  to 
be  in  the  top  10%  of  their  graduating 
high  school  classes  and  to  have  high 
school  grade  point  averages  of  about 
94.  Their  SAT  scores  in  1995  and  1996 
(1185  and  1212,  respectively)  are  con- 
siderably higher  than  average  SAT 

54 


scores  for  Texas  (996  and  995,  respec- 
tively) and  the  United  States  (1010 
and  1013)  (6). 

To  remain  in  the  program,  students 
must  maintain  an  overall  undergradu- 
ate grade  point  average  of  at  least  3.2 
and  a science  grade  point  average  of  at 
least  3.0.  Students  whose  overall  grade 
point  averages  fall  below  3.2  during 
any  semester  at  UT-PA  receive  “warn- 
ing” letters  at  the  end  of  that  semester. 
Students  who  receive  4 warning  letters 
are  dismissed  from  the  program. 

To  matriculate  into  BCM,  all  PHC 
students  must  take  the  Medical  College 
Aptitude  Test  (MCAT).  The  minimum 
MCAT  score  required  for  PHC  students 
to  matriculate  into  BCM  has  risen  from 
23  for  students  accepted  into  the  PHC 
in  1994  to  25  for  students  accepted 
into  the  PHC  in  1998.  (The  national 
MCAT  average  for  Mexican  American 
students  matriculating  into  medical 
school  in  1996  was  24.5.)  (7). 

Since  1994  when  the  program 
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opened,  18  PHC  students  have  either 
left  or  been  dismissed  from  the  pro- 
gram. Six  of  these  students  have  with- 
drawn because  of  family  problems, 
dropping  out  of  school,  and/or  chang- 
ing undergraduate  majors.  The  remain- 
ing 12  students  were  dismissed  from  the 
program  after  4 semesters  of  insufficient 
academic  progress.  Students  who  have 
not  fared  well  generally  had  a difficult 
time  adjusting  to  college  life  and  may 
not  have  had  time  management  and 
study  skills  comparable  to  more  success- 
ful students.  In  addition,  the  first-year 
mathematics  courses  (calculus  and  pre- 
calculus) have  proved  challenging  for 
most  students.  Both  UT-PA  and  BCM 
continue  to  advise  students  who  leave 
the  program  regarding  access  to  health 
careers.  The  first  group  of  PHC  students 
graduated  in  May  1998. 

PHC  program  characteristics 
The  PHC  includes  some  components  of 
successful  BS/MD  programs  elsewhere. 
Specifically,  it  was  designed  to  include 
the  following  characteristics. 

• High  degree  of  program  structure  pro- 
viding students  with  very  clear  direc- 
tions about  what  is  expected  of  them 
on  a day-to-day  basis  and  over  the 
program  duration.  The  PHC  pro- 
motes focused  learning,  with  re- 
quired tutoring  and  support  services 
at  each  academic  level,  reinforced 
through  structured  enrichment  activ- 
ities. The  schedule  and  curriculum 
are  such  that  students  receive  a clear 
understanding  of  their  program-re- 
lated responsibilities  and  have  little 
opportunity  to  be  distracted.  Clearly 
informed  of  the  program’s  rigor,  ex- 
pectations, and  benefits,  and  pro- 
vided with  the  support  and 
assistance  needed  to  succeed,  stu- 
dents are  motivated  and  able  to  per- 
form at  their  highest  levels. 

• Frequent  contact  and  well-estab- 
lished, readily  accessible  systems  of 
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support  and  assistance  to  deal  with 
intervening  factors.  Both  UT-PA  and 
BCM  have  mechanisms  in  place  for 
counseling  and  support  to  assist  stu- 
dents with  academic,  personal,  and 
financial  problems  that  can  impede 
progress.  The  PHC  program  coordi- 
nator, a faculty  member  in  the  De- 
partment of  Biology  at  UT-PA, 
interfaces  often  with  other  UT-PA 
faculty  and  staff  involved  with  PHC 
students  to  identify  potential  prob- 
lems. The  coordinator  works  to  as- 
sure the  availability  of  qualified 
professionals  (including  herself) 
who  can  help  students  complete  re- 
quired course  work  and  resolve 
problems  that  may  arise  during  the 
program.  These  individuals  are 
knowledgeable  about  cultural  con- 
siderations that  may  influence  stu- 
dents’ behaviors,  and  they  provide 
guidance  to  help  students  attain  ed- 
ucational goals.  In  addition,  older 
PHC  students  serve  as  tutors  and 
counselors  for  younger  students. 

During  their  junior  and  senior 
years,  PHC  students  participate  in 
MCAT  preparation,  provided  as  part 
of  the  program.  Through  a contract 
with  a professional  examination  re- 
view group,  students  attend  weekly 
sessions  from  January  through  April 
(for  the  April  administration  of  the 
MCAT)  and  from  June  through  Au- 
gust (for  the  August  administration). 

In  addition,  during  its  first  2 
years  in  the  PHC,  each  entering 
group  of  students  is  enrolled  as  a co- 
hort. These  students  take  classes  to- 
gether, form  study  groups  together, 
and  socialize  together.  They  form 
friendships  with  their  PHC  col- 
leagues, who  have  similar  goals  and 
interests.  Informal  interviews  with 
PHC  students  suggest  that  their  peer 
groups  are  both  motivating  and  re- 
assuring and  that  program  students 
form  their  strongest  bonds  with 
other  students  in  the  PHC. 
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• Exposure  to  medicine  — through  en- 
richment programs,  field  trips,  class- 
room activities,  and  mentorships  with 
physicians  in  South  Texas  — to  help 
students  understand  professional  op- 
tions, the  commitment  required,  and 
the  rewards  associated  with  medical  ca- 
reers. Throughout  the  undergraduate 
program,  students  are  engaged  in 
learning  activities  that  focus  on  health 
issues,  particularly  those  in  South 
Texas.  Regular  and  varied  exposure  to 
professional  medical  environments 
through  student  mentorships  and  site- 
based  learning  opportunities  in  local 
hospitals  and  clinics  is  an  important 
aspect  of  the  PHC. 

To  begin  students’  socialization 
into  medicine,  BCM  faculty  members 
and  medical  students  meet  periodi- 
cally in  Edinburg  with  PHC  students 
to  discuss  clinical  and  research  activ- 
ities. These  sessions  provide  a forum 
for  PHC  students  to  learn  about  ca- 
reers in  medicine  and  the  medical 
school  experience.  To  promote 
greater  communication,  PHC  stu- 
dents are  provided  e-mail  accounts 
so  they  may  interact  with  BCM  fac- 
ulty, staff,  and  students  as  well  as 
with  preceptors  and  research  scien- 
tists with  whom  they  have  worked. 

In  addition,  all  PHC  students  are 
required  to  attend  a 6-week  aca- 
demic and  enrichment  program  in 
Houston  during  the  summer  after 
their  freshman  year.  The  program,  a 
partnership  between  BCM  and  Rice 
University,  includes  rigorous  course 
work  in  science  and  English  as  well 
as  clinical  and  laboratory  experi- 
ences. Daily  preceptorships  with 
BCM  faculty  offer  a firsthand 
glimpse  of  the  day-to-day  practice  of 
medicine,  including  its  rewards  and 
challenges.  Students  also  are  ex- 
posed to  the  medical  school  envi- 
ronment through  gross  anatomy  lab 
experiences.  The  program  empha- 
sizes development  of  the  communi- 
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cation  skills  necessary  for  doctor-pa- 
tient relations  and  for  interaction 
with  other  medical  professionals. 

In  subsequent  summers  and  dur- 
ing the  academic  year,  students  par- 
ticipate in  preceptorships  and 
research  experiences  in  South  Texas 
and  elsewhere.  During  summer 
1996,  a total  of  14  PHC  students  par- 
ticipated in  clinical  activities  with 
South  Texas  physicians;  12  students 
attended  South  Texas  preceptorships 
during  summer  1997,  and  16  during 
1998.  Also,  PHC  students  (6  in  1996, 
12  in  1997,  and  18  in  1998)  have 
participated  in  summer  research  pro- 
grams at  Louisiana  State  University, 
BCM,  UT-PA,  and  other  sites.  Several 
students  have  been  engaged  actively 
in  research  projects  at  UT-PA 
throughout  the  academic  year.  One 
student  attended  a summer  enrich- 
ment program  in  1997  at  The  Uni- 
versity of  Texas  Medical  Branch 
(UTMB)  at  Galveston.  Eight  students 
attended  summer  enrichment  pro- 
grams in  1998  at  UTMB  or  UT-PA,  1 
student  participated  in  the  DeBakey 
Summer  Surgery  Program  at  BCM, 
and  2 pursued  research  or  studies  in 
Latin  America. 

South  Texas  preceptorship  expe- 
riences are  arranged  for  students 
during  their  sophomore  and  junior 
years.  Note  that  594  physicians 
(257  of  whom  are  Hispanic)  are  lo- 
cated within  close  proximity  of  UT- 
PA.  Further,  more  than  60  BCM 
alumni  practice  in  South  Texas. 
Working  in  area  clinics  and  hospitals 
exposes  students  to  the  health  prob- 
lems and  cultural  and  health  care  is- 
sues affecting  the  local  population. 
Such  experiences  are  especially  im- 
portant in  helping  students  to  de- 
velop relationships  with  local 
practitioners,  who  become  mentors. 
Preceptors  remain  in  contact  with 
students  throughout  their  under- 
graduate years,  encourage  students 
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to  stay  focused  on  their  career  ob- 
jectives, and  often  provide  summer 
and  part-time  employment  and  let- 
ters of  recommendation.  The  physi- 
cian mentors  have  been  extremely 
supportive  of  the  program  and  have 
even  begun  a scholarship  fund  for 
PHC  students. 

• Direct  student  financial  aid.  Many 
talented  and  ambitious  PHC  stu- 
dents would  be  unable  to  pursue  un- 
dergraduate premedical  studies  and 
careers  in  medicine  without  finan- 
cial assistance.  Students  selected  for 
the  PHC  program  receive  full  tuition 
and  fee  waivers,  along  with  other  fi- 
nancial assistance,  during  their  4 
years  of  undergraduate  study  at  UT- 
PA.  Upon  students’  completion  of 
the  undergraduate  PHC  program 
and  admission  into  BCM,  all  med- 
ical school  tuition  and  fees  are  cov- 
ered by  BCM.  When  possible,  other 
incidental  costs  (eg,  books,  air  fare 
to  Houston,  and  backpacks)  are  cov- 
ered, and  UT-PA  and  BCM  staff  work 
with  students  to  help  them  secure 
sufficient  financial  aid  to  assure 
their  completion  of  all  program 
components.  Costs  associated  with 
financial  aid  and  counseling  are 
borne  by  UT-PA  and  BCM  as  an  in- 
kind  contribution  to  the  project. 

RESULTS 

Available  data  suggest  that  the  pro- 
gram is  having  a positive  impact.  First 
and  foremost,  assuming  that  most  of 
the  students  currently  enrolled  in  the 
PHC  continue  to  achieve  satisfactory 
academic  progress  and  matriculate  into 
BCM  or  some  other  medical  school,  the 
PHC  will  have  produced  a significant 
increase  in  the  pool  of  medical  school 
students  from  South  Texas.  Given  that 
only  4 students  from  South  Texas  uni- 
versities matriculated  into  US  medical 
schools  in  1996,  this  outcome  would  be 
meaningful  indeed. 
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The  initial  group  of  PHC  students 
graduated  from  UT-PA  in  May  1998.  All 
8 graduates  matriculated  into  medical 
school  in  the  fall  of  1998,  4 at  BCM  and 
4 at  other  Texas  medical  schools.  This 
total  is  double  the  number  of  medical 
school  matriculants  from  South  Texas 
universities  in  1996.  In  future  years,  this 
number  will  continue  to  grow  with  the 
size  of  the  respective  PHC  classes  (Table 
3).  Moreover,  aside  from  the  8 PHC  stu- 
dents who  entered  medical  school  in 
1998,  an  additional  6 UT-PA  students 
were  accepted.  Thus,  a total  of  14  UT-PA 
students  matriculated  into  medical 
school  in  the  fall  of  1998  — a 55%  in- 
crease over  the  previous  combined  high 
total  (n=9)  for  all  5 South  Texas  under- 
graduate schools  since  1995. 

Furthermore,  over  the  past  5 years, 
the  PHC  appears  to  have  influenced  the 
culture  at  UT-PA  by  impacting  not  only 
students  in  the  program  but  also  the 
health-related  interests  of  all  entering 
students  at  the  university.  For  instance, 
since  the  PHC  was  established,  the 
number  of  freshman  biology  majors  at 
UT-PA  declaring  themselves  as  premed- 
ical students  has  increased  from  48 
(fall  1993)  to  111  (fall  1997).  The  to- 
tal number  of  biology  premedical  ma- 
jors at  UT-PA  (freshman  through 
senior)  has  increased  from  198  in  fall 
1993  to  366  in  fall  1997. 

The  PHC  also  may  be  encouraging 
some  of  the  area’s  stronger  students  to 
remain  in  South  Texas  and  attend  UT-PA. 
We  hope  that  this  trend  will  continue 
and  that  a more  proportionate  number 
of  students  from  South  Texas  will  begin 
to  matriculate  into  medical  school. 

DISCUSSION 

The  PHC  is  an  experimental  program 
that  will  be  evaluated  for  many  years. 
Only  time  will  demonstrate  its  long- 
term success,  based  on  the  number  of 
PHC  students  who  become  physicians 
and  return  to  practice  in  South  Texas. 
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However,  initial  indices  are  highly  en- 
couraging. In  the  fall  of  1998,  the  PHC 
began  to  show  a major  impact  on  the 
region’s  medical  school  matriculation 
rate,  as  PHC  graduates  doubled  the 
number  of  students  from  all  5 South 
Texas  universities  who  matriculated 
into  medical  school  in  1996. 

The  PHC  has  established  a viable 
high  school-through-medical  school 
model  that  can  be  replicated  at  other 
sites.  This  program  has  shown  that  stu- 
dents who  are  enthusiastic  and  above 
average  academically  can  thrive  in  a 
highly  structured  and  supportive  envi- 
ronment that  requires  them  to  remain 
focused  on  their  medicine-related  ca- 
reer goals.  In  addition,  the  PHC  has 
benefited  and  enhanced  the  visibility  of 
both  partner  institutions,  and  has 
demonstrated  that  talented  students 
will  attend  local  universities  when  pro- 
vided with  attractive  options. 

The  PHC  also  has  spurred  many 
South  Texas  physicians  to  become  in- 
volved in  undergraduate  education.  A 
network  of  area  physicians  is  now  in 
place;  they  provide  support,  guidance, 
encouragement,  and  practical  experi- 
ences to  PHC  students,  and  have  taken 
a real  interest  in  the  program.  These 
physicians  refer  to  PHC  students  as 
“our  students”  and  have  taken  a sense 
of  ownership  in  the  program.  In  this 
way,  the  PHC  has  served  to  tie  area 
health  care  providers  to  UT-PA,  to 
BCM,  and  most  importantly,  to  PHC 
students.  In  these  many  ways,  we  hope 
that  the  Premedical  Honors  College  is 
helping  to  prepare  South  Texas’  next 
generation  of  medical  leaders  and 
health  care  providers. 
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Despite  a decade  of  steadily  rising  pros- 
perity, Texans  are  losing  health  care  ben- 
efits at  an  alarming  rate.  As  many  as  41 
million  people  in  this  country,  or  15%  of 
the  population,  lack  health  care  coverage 
of  any  kind.  Most  of  these  people  are  un- 
der age  65  and  are  gainfully  employed, 
but  their  employers  don’t  provide  cover- 
age and/or  don’t  pay  them  enough  to  af- 
ford it  themselves.  Most  have  minimum 
wage  jobs  and  are  ineligible  for  Medi- 
caid. These  individuals  plant  the  gar- 
dens, work  in  fine  restaurants,  clean 
expensive  houses,  and  generally  benefit 
the  communities  in  which  they  reside. 

Texas  law  suggests  that  county  gov- 
ernments and  property  owners  should 
pick  up  the  tab  for  the  medically  indi- 
gent. However,  as  the  uninsured  numbers 
grow,  county  governments  are  finding 
ways  to  extricate  their  taxpayers  and  the 
institutions  they  support  from  the  oblig- 
atory role  as  payer  of  “last  resort”  for 
these  people. 

While  reimbursement  from  govern- 
ment programs,  managed  care,  and  com- 
mercial insurers  is  putting  tremendous 
financial  pressure  on  health  care 
providers,  the  county  systems  simply  are 
not  assuming  their  financial,  legal,  or 
ethical  responsibilities  for  those  outside 
the  protective  cover  of  these  programs.  In 
my  experience,  health  care  for  the  med- 
ically indigent  has  become  “charity  care” 
at  the  profit  and  nonprofit  hospitals  in 
the  state.  The  strain  is  palpable  in  the 
emergency  rooms,  where  by  law  the  med- 
ical crises  of  the  poor  must  be  treated. 
This  defacto  safety  net  is  fraying,  and 
our  political  leaders  need  to  make  the 
painful  decision  to  raise  sufficient  tax 
revenues  to  remove  the  weight. 


Send  reprint  requests  to  Dr  West,  1250  NE  Loop 
410  #805,  San  Antonio,  TX  78209. 
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Shifting  the  costs  of  indigent  care 
back  to  county  governments 

ROBERT  V.  WEST,  MD,  JD 


The  financial  responsibility  of  pro- 
viding health  care  for  indigents 
has  rested  traditionally  on  local 
governments.  Despite  this  prem- 
ise, many  physicians  are  obligat- 
ed professionally  to  render  care  to 
many  patients  irrespective  of  financial 
reward  or  county  support.  In  an  emer- 
gency room  practice  such  as  mine, 
every  person  who  walks  through  the 
door  must  be  evaluated  and  screened. 
Those  suffering  a medical  emergency 
require  treatment  to  comply  with  state 
and  federal  statutes  mandating  care  for 
emergency  services  (1,2).  The  issue  of 
reimbursement  for  the  care  we  provide 
to  those  patients  who  cannot  pay  their 
bills  is  rarely  resolved  at  the  time  serv- 
ices are  rendered,  whether  emergent  or 
not.  Furthermore,  federal  and  state 
laws  also  obligate  inpatient  care  by 
attending  physicians  and  prohibit 
transfer  of  these  patients  until  they  are 
stable  (2,3). 

Complicating  these  legislative 
mandates  is  a disturbing  trend  by 
other  segments  of  our  society  to  fur- 
ther shift  these  costs  back  to  the 
health  care  providers,  including  the 
county  governments  of  this  state. 
Cost-driven  policies  by  employers 
have  brought  us  a “medically  indi- 
gent” working  class.  Third-party  pay- 
ers are  reducing  reimbursement  for 
their  insured  subscribers.  Government 
programs  to  “reform”  and  reduce  wel- 
fare payments  are  reducing  Medicaid 
monies.  Accordingly,  for  many  Texas 
indigents  and  Texas  physicians  prac- 
ticing in  Texas,  the  buck  now  stops  at 
the  door  of  their  local  hospital  emer- 
gency rooms.  Since  the  evolution  of 
English  Common  Law,  paupers  have 
been  the  “wards  of  the  state,”  and  the 
law  in  Texas  is  that  the  county  gov- 
ernment is  responsible  for  indigent 
care.  Despite  constitutional  and  statu- 
tory mandates,  some  county  govern- 
ments shirk  their  obligations  to 
provide  health  care  for  indigents. 
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COUNTY  CONSTITUTIONAL  DUTY 

Counties  that  opt  to  create  public  hospi- 
tal districts  are  legally  liable  for  medical 
services  provided  to  their  indigent  resi- 
dents. According  to  the  Texas  Constitu- 
tion (4),  Texas  counties  are  empowered 
to  create  legal  entities  or  hospital  dis- 
tricts with  the  authority  to  tax  the  prop- 
erty owners  so  that  they  can  provide 
health  care  to  their  indigent  inhabitants. 
Article  DC,  which  provides  for  the  cre- 
ation of  hospital  districts  by  Texas  coun- 
ties, states  in  plain  terms,  “that  any 
district  so  created  shall  assume  full  re- 
sponsibility for  providing  the  medical 
and  hospital  care  for  its  needy  inhabi- 
tants. . . .”  Counties  and  their  governing 
bodies  (the  county  commissioners)  are 
empowered  to  levy  an  ad  valorem  tax 
up  to  75  cents  on  every  $100  valuation 
on  all  property  within  their  boundaries 
to  fund  this  care. 

Despite  these  provisions,  some 
Texas  counties  that  have  created  a hos- 
pital district  are  reluctant  to  levy  suffi- 
cient taxes  to  adequately  fund  their 
hospitals.  Although  this  taxing  author- 
ity is  discretionary  and  can  be  adjusted 
up  or  down  by  3%  per  year,  some 
county  governments  prefer  to  limit 
taxes  rather  than  propose  a tax  in- 
crease to  fund  indigent  care  for  fear  of 
the  local  political  backlash.  Limiting 
taxes  on  property  owners  and  shifting 
costs  to  the  private  health  care  sector 
would  appear  to  be  more  politically 
correct.  In  rural  counties,  however, 
where  county  commissioners  do  not 
have  the  private  sector  to  fall  back  on, 
discretionary  powers  to  raise  sufficient 
taxes  to  cover  costs  are  more  likely  to 
be  used  regardless  of  political  fallout. 

The  result  in  many  urban  counties 
is  that  these  costs  are  shifted  onto  the 
shoulders  of  the  health  care  providers 
in  the  private  sector  through  emer- 
gency room  visits,  consults,  and  admis- 
sions. Instead  of  taxing  business  and 
property  owners,  county  governments 
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are  passing  the  costs  of  indigent  care 
on  to  the  private  sector.  Furthermore, 
preventive  health  care  is  delayed,  and 
these  delays  ultimately  result  in  crisis 
management,  thereby  displacing  pre- 
ventive care  with  emergency  care. 

In  Bexar  County,  for  example,  the 
Bexar  County  commissioners  voted  re- 
cently to  close  the  only  county-funded 
24-hour  downtown  acute  care  facility. 
Effective  April  1,  1997,  the  Brady-Green 
Clinic  (formerly  the  Robert  B.  Green 
Hospital)  is  now  closed  to  all  walk-in 
patients  who  do  not  have  appointments 
and/or  who  present  after  hours.  As  a re- 
sult, all  the  inner-city  episodic  care  is 
left  to  the  2 downtown  hospitals  (Bap- 
tist and  Santa  Rosa),  which  are  not 
county  funded.  Despite  the  thousands 
of  indigent  inner-city  residents  who  live 
in  the  “central  barrio”  and  work  in  and 
around  the  burgeoning  River  Walk  busi- 
nesses, access  to  the  county  health  care 
system  on  an  episodic  basis  is  restricted 
to  those  who  make  the  effort  to  travel 
to  University  Hospital  on  “the  Hill”  in 
northwest  Bexar  Gounty.  Underlying 
these  cost-cutting  decisions  by  the 
Bexar  County  commissioners  is  the  fact 
that  they  levy  only  24.8  cents  on  each 
$100  of  property  value  — one  third  of 
the  level  permitted.  Rather  than  impose 
the  necessary  taxes  on  the  landowners 
and  provide  an  inner-city  facility,  the 
commissioners  deemed  it  more  efficient 
and  politically  correct  to  close  facilities 
and  shift  costs  to  private  health  care 
providers.  This  problem  is  troublesome 
for  many  physicians  and  hospitals  that 
face  the  closure  of  essential  public  facil- 
ities with  a bitter  realization  that  their 
responsibility  to  care  for  indigent  pa- 
tients will  grow  accordingly. 

According  to  Article  IX  of  the  Texas 
Constitution,  once  a county  creates  a 
hospital  district,  it  is  barred  from  dis- 
solving its  hospital  district  without  ac- 
quiring the  authorization  to  do  so 
from  a majority  of  qualified  voters 
within  the  district.  The  Bexar  County 


commissioners  avoided  such  a refer- 
endum because  University  (Bexar 
County)  Hospital  no  longer  resides  in 
the  inner  city  and  is  conveniently  out 
of  reach  to  those  without  private 
transportation.  The  interests  of  the 
medical  community  and  the  patients 
are  clearly  not  being  represented  by 
the  Bexar  County  commissioners. 
They  moved  the  hospital  and  shifted 
the  costs  to  the  private  sector. 

For  example,  as  I prepared  for  a re- 
cent night  shift  at  one  of  the  downtown 
hospitals,  I was  jogging  with  an  ac- 
quaintance who  owns  a trendy  restau- 
rant on  the  River  Walk.  He  was 
applauding  my  efforts  in  treating 
“those  people”  of  the  inner  city,  affirm- 
ing the  fact  that  somebody  has  to  do  it. 
Later  that  night,  one  of  his  kitchen 
workers  presented  with  appendicitis. 
The  patient  was  a recent  immigrant 
from  south  of  the  border  who  did  not 
qualify  for  Medicaid  and  who,  as  you 
might  expect,  had  no  benefits  from  my 
friend’s  restaurant.  The  general  sur- 
geon was  called,  and  the  patient  was 
admitted  for  an  appendectomy.  My  col- 
lection rate  for  private  payers  is  8%, 
less  than  the  gratuity  I leave  the  wait 
staff  at  my  friend’s  restaurant.  Is  this 
equitable? 

By  comparison,  in  rural  Haskell 
County  during  the  same  year,  county 
commissioners  levied  34  cents  per 
$100  on  property  to  support  the  hospi- 
tal district  because  residents  have  no 
other  facilities  within  70  miles  to  fall 
back  on.  That  translates  to  a 30%  dif- 
ferential in  the  mill  levy  rate  between 
Haskell  and  Bexar  counties.  If  the  same 
rate  were  applied  to  Bexar  County 
property  owners,  the  hospital  district 
would  raise  an  additional  $27  million 
in  property  tax  revenue  to  meet  its  ob- 
ligations to  provide  indigent  health 
care.  The  reason  for  the  difference  in 
my  opinion  is  clear:  Haskell  County  has 
only  1 facility  with  no  sizable  private 
sector  onto  which  to  shift  its  costs. 


COUNTY  STATUTORY  DUTY: 
COUNTY  INDIGENT  HEALTH 
CARE  PROGRAM 

The  Indigent  Health  Care  and 
Treatment  Act 

The  constitutional  duty  imposed  on  cer- 
tain counties  that  opt  to  provide  health 
care  through  the  creation  of  a hospital 
district  has  been  supplemented  and,  in 
effect,  extended  to  all  Texas  counties  by 
the  Indigent  Health  Care  and  Treatment 
Act  (5).  In  effect,  this  state  law  requires 
each  and  every  county  to  provide  pre- 
ventive and  emergency  care  to  county 
residents  who  are  indigent  and  not  oth- 
erwise covered  by  another  source.  This 
means  that  health  care  providers  are  en- 
titled to  reimbursement  from  the  county 
for  services  rendered  to  “eligible  resi- 
dents.” The  Indigent  Health  Care  and 
Treatment  Act  created  the  County  Indi- 
gent Health  Care  Program  (CIHCP)  to  fill 
the  void  where  other  federal  and  state 
programs  do  not  provide  medical  cover- 
age to  indigents.  The  Texas  Department 
of  Health  (TDH)  has  established  the  min- 
imal eligibility  restrictions.  Most  Texas 
physicians  should  seek  reimbursement 
for  the  indigent  care  they  provide  directly 
from  the  county  government  by  complet- 
ing and  submitting  a Form  100,  available 
from  TDH  at  (512)  338-6461.  The 
county  government,  not  TDH,  is  respon- 
sible for  generating  the  tax  revenues  and 
making  the  disbursements  to  health  care 
providers  up  to  a ceiling  of  10%  of  its 
general  tax  revenue.  Beyond  that,  the 
state  CIHCP  has  an  assistance  program 
for  counties  once  they  expend  more  than 
10%  of  their  tax  revenue.  Whether  or  not 
a physician  receives  his  payment  will  in 
most  cases  depend  on  physician  compli- 
ance with  the  procedures  and  patient  el- 
igibility, which  will  be  determined  on  a 
case-by-case  basis  by  the  county. 

Covered  semces 

The  Indigent  Health  Care  and  Treatment 
Act  sets  forth  the  basic  services  to  indi- 
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gent  patients  that  each  county  is  obliged 
to  provide  to  comply  with  the  law.  Al- 
though such  terms  as  “medically  neces- 
sary” are  present  and  are  always  subject 
to  dispute,  the  Texas  Indigent  Health 
Care  and  Treatment  Act  authorizes  the 
Texas  Department  of  Human  Services  to 
delineate  specifically  the  minimal  care 
that  counties  must  provide.  According  to 
Section  61.028  of  the  act,  a county  shall 
provide  for  medically  necessary  inpa- 
tient and  outpatient  services,  emergency 
care,  laboratory  and  radiographic  serv- 
ices in  support  of  the  above,  family  plan- 
ning services,  payment  for  not  more 
than  3 prescription  drugs  per  month, 
and  skilled  nursing  facility  services,  re- 
gardless of  the  patient’s  age.  The  act 
states  further  that  counties  may  offer  ad- 
ditional health  services,  but  such  addi- 
tional care  will  not  be  reimbursed  by  the 
state.  A county’s  liability  is  limited  to 
$30,000  or  payment  of  30  days  of  hospi- 
talization up  to  10%  of  its  tax  revenue. 
No  enforcement  authority  is  provided  for 
in  the  act. 

Eligibility  criteria:  defining  the  indigent 
In  determining  patient  eligibility  (Sec- 
tion 61.023),  each  county  must  follow 
the  general  scheme  of  the  act  but  can 
apply  criteria  less  stringent  than  those 
of  TDH  in  determining  eligibility. 
Counties  must  make  a reasonable  effort 
to  notify  the  public  of  their  standards 
no  later  than  the  beginning  of  each 
state  fiscal  year.  Therefore,  because  cri- 
teria may  vary  from  county  to  county, 
providers  should  contact  the  county  in 
which  they  practice  to  be  certain  of  its 
eligibility  requirements.  Most  counties 
will  follow  the  Indigent  Health  Care 
and  Treatment  Act’s  list  of  require- 
ments to  some  degree. 

First  among  the  eligibility  criteria  is 
county  residency.  According  to  the  crite- 
ria established  by  the  CIHCP,  a patient 
need  not  have  obtained  US  citizenship 
or  legal  entry  to  receive  subsidized  med- 
ical care  from  the  county.  Instead,  pa- 

60 


tients  need  to  establish  that  they  intend 
to  reside  in  the  county  in  which  they 
have  received  the  medical  care  or  that 
they  do  not  otherwise  reside  in  the  serv- 
ice area  of  a different  public  hospital  or 
hospital  district.  Although  the  CIHCP 
manual  couches  this  language  in  terms 
of  providing  assistance  only  to  residents 
of  the  county  in  which  the  patients  ap- 
ply for  assistance,  former  Texas  Atty  Gen 
Dan  Morales  has  interpreted  the  provi- 
sions of  the  residency  requirement  dif- 
ferently. In  official  opinions  on  the 
matter  of  county  responsibility  for  med- 
ical care,  the  former  Texas  attorney  gen- 
eral has  decided  that  counties  are 
responsible  for  all  costs  of  indigent  med- 
ical care  within  their  boundaries,  even 
prisoners  in  their  jails  (6). 

Whether  this  responsibility  to  pay 
for  an  indigent  county  resident’s  care 
travels  with  the  resident  to  another 
county  may  also  be  an  issue.  While  the 
Indigent  Health  Care  and  Treatment  Act 
says  that  a county  shall  provide  medical 
services  to  each  of  its  eligible  residents, 
the  statute  does  not  address  the  issue  of 
whether  an  indigent  resident  takes  his 
county’s  obligation  to  pay  for  his  care  to 
any  county  through  which  he  passes. 
However,  former  Texas  attorneys  gen- 
eral Jim  Mattox  (7)  and  Dan  Morales 
(8)  have  opined  that  counties  are  re- 
sponsible for  the  care  of  their  indigent 
county  residents  even  if  the  care  is  per- 
formed in  a different  county  or  hospital 
district.  Thus,  physicians  who  care  for 
indigent  patients  might  find  it  helpful 
to  apply  to  the  county  of  residence  for 
care  of  an  indigent  patient. 

Second  among  the  criteria  for  eligi- 
bility of  indigent  patients  for  county 
coverage  is  the  patient’s  resources.  Ac- 
cording to  Section  61.02  of  the  act, 
counties  are  the  payers  of  last  resort 
only  if  other  adequate  public  or  private 
sources  of  payment  are  not  available.  In 
fact,  if  such  a patient  accepts  county  as- 
sistance and  is  subsequently  discovered 
to  be  eligible  also  for  another  source  of 
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coverage,  he  or  she  will  be  responsible 
for  reimbursing  the  county  for  the  ex- 
penses that  are  covered.  Most  physi- 
cians will  attempt  to  collect  from  these 
alternative  sources  in  the  first  place,  but 
physicians  should  realize  that  indigent 
residents  may  be  eligible  even  if  they 
have  been  denied  coverage  by  other  po- 
tential payers,  such  as  Medicaid. 

Finally,  and  perhaps  most  impor- 
tantly, indigent  patients  must  meet  the 
income  and  asset  limits  imposed  by  the 
Indigent  Health  Care  and  Treatment 
Act  or  as  modified  by  the  county  of  res- 
idence. Most  counties  will  follow  the 
same  basic  considerations  in  assessing 
resources,  and  income  of  the  entire 
household  of  the  patient  is  taken  into 
account.  Medicaid  recipients  within  the 
family  are  not  considered  in  this  equa- 
tion. Furthermore,  household  resources 
are  not  allowed  to  exceed  $1,000  per 
month,  but  a number  of  exemptions 
are  available.  Homesteads  are  not 
counted,  as  is  $1,500  in  equity  in  1 ve- 
hicle, which  also  is  exempt.  The  bottom 
line  is  that  the  net  monthly  income  of 
the  household  residents  should  be 
about  $100  per  capita.  “Net  monthly 
income”  means  the  gross  monthly  in- 
come, minus  any  work-related  deduc- 
tions. These  work-related  deductions 
may  include  up  to  $200  for  dependent 
care  per  dependent  per  month,  the  first 
$90  of  earnings,  and  $30  plus  one  third 
of  the  remaining  earnings. 

Retrieving  the  information  to  sup- 
port such  an  equation  could  prove  un- 
duly burdensome  on  physicians  who  do 
not  have  adequate  time  or  resources  to 
audit  their  patients’  records.  Collecting 
the  information  necessary  to  aid  the 
county  in  determining  the  eligibility  of 
indigent  patients  is  an  insurmountable 
task  for  which  many  physicians  have 
no  time.  Instead,  given  the  complexity 
of  the  eligibility  equation  combined 
with  the  fast  pace  of  patient  turnover 
in  the  emergency  room,  emergency  de- 
partments have  difficulty  inquiring 
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1 about  all  of  the  information  that  is  re- 
I quired  to  fill  in  the  eligibility  equation. 

' This  is  not  the  case  for  an  admitting 
i physician  who  is  consulted  or  called  to 
! attend  to  an  indigent  patient  in  the 
' emergency  department  and  for  whom 
a prolonged  care  and  significant  ex- 
pense is  expected. 

Notice  and  procedural  requirements 
The  Indigent  Health  Care  and  Treatment 
' Act  imposes  procedures  and  deadlines 
for  the  applications  process  before  reim- 
bursement. Once  a physician  suspects 
, that  his  or  her  patient  may  qualify  for  as- 
j sistance,  the  physician  must  notify  the 
county  as  soon  as  possible  or  within  3 

■ working  days  after  the  care  has  been 
provided.  To  facilitate  the  transfer  of  in- 
formation necessary  for  the  county  to 

I determine  eligibility,  physicians  are 
asked  to  submit  a Form  100  for  each  in- 
digent patient.  Such  forms  are  available 
i from  TDH.  To  speed  up  the  process,  each 
form  should  be  accompanied  by  either  a 
I HCFA  1500  or  UB  95  form.  The  good 
' news  is  that  once  the  application  for  re- 
imbursement from  the  physician  has 
I been  received,  the  county  has  14  days  to 
I determine  eligibility  or  the  patient  is 
I deemed  eligible  under  the  county’s  indi- 
gent care  program.  This  effectively  shifts 
the  burden  onto  the  county  to  prove  that 
the  patient  was  ineligible  for  county  in- 
digent care  assistance.  Bureaucratic  de- 
lay could  result  in  a default  decision  in 
your  favor!  Once  the  county  determines 
that  a patient  is  eligible  for  assistance, 

I physicians  have  95  days  to  submit  bills 
I to  the  county  for  payment.  As  in  the  case 
I of  Medicare,  these  bills  must  be  certified 
, to  show  that  the  services  billed  for  were 

■ medically  necessary. 

I 

j Health  care  provider’s  options 
i So,  what  options  does  a Texas  physician 
j have  if  the  county  in  which  he  practices 
denies  coverage  on  otherwise  qualified 
indigent  patients?  Inquiring  as  to  the 
reason  for  denial  of  coverage  may  or 


may  not  be  especially  helpful.  If  such  an 
inquiry  proves  fruitless,  the  physician 
should  ensure  that  the  patient  submit- 
ted for  coverage  was  actually  a resident 
of  the  county  in  which  the  physician 
practices.  If  not,  the  physician  may  be 
able  to  seek  payment  from  the  patient’s 
county  of  residence.  Next,  because  ac- 
cording to  the  law  the  county  is  the 
payer  of  “last  resort,”  the  physician 
should  reevaluate  whether  patients  who 
have  been  denied  coverage  actually  are 
covered  by  another  private  or  federal  re- 
source. Obviously,  if  another  source  of 
payment  is  discovered,  the  physician 
should  apply  to  that  payer  for  reim- 
bursement. Finally,  the  physician  should 
determine  if  the  county  has  reached  or 
surpassed  its  10%  expenditure  of  county 
funds  allocation.  In  that  case,  the  state 
under  the  CIHCP  program  administered 
by  TDH  maintains  a fund  for  counties 
that  spend  more  than  10%  of  their  gen- 
eral revenue  tax  for  indigent  residents 
until  the  next  fiscal  year. 

If  all  attempts  to  collect  from  the 
county  or  state  agencies  fail  for  an  oth- 
erwise eligible  indigent  patient,  physi- 
cians should  bring  pressure  on  the 
county  government  or  hospital  district 
for  failure  to  provide  for  the  health  care 
needs  of  the  indigents,  as  outlined  ear- 
lier. County  government  is  administered 
by  the  constitutional  county  court, 
which  is  comprised  of  1 judge  and  the 
county  commissioners,  all  of  whom  are 
elected  by  the  general  population.  A 
lawsuit  may  be  initiated  against  the  hos- 
pital district  or  county  government  for 
payment  of  your  fees.  Note  that  this  is  a 
desperate  measure,  which  is  consistent 
with  the  laws  of  Texas  but  is  not  used 
routinely  by  an  individual  health  care 
provider.  As  the  Indigent  Health  Care 
and  Treatment  Act  provides  no  mecha- 
nism for  doctors  whose  patients  have 
been  denied  legitimate  coverage,  physi- 
cians who  wish  to  pursue  their  claims 
against  the  patient  or  the  county  should 
consult  an  attorney. 


CONCLUSION 

In  an  age  where  the  costs  and  risks  of 
practicing  medicine  are  rising  rapidly, 
physicians  should  be  aware  of  these  op- 
tions in  receiving  payment  for  their 
services.  Despite  ever-increasing  socie- 
tal pressure  to  provide  optimal  care  to 
all  patients,  these  obligations  to  render 
care  should  not  deter  our  pursuit  of  a 
reasonable  fee.  Amid  recent  reports 
concerning  the  inability  of  health  care 
providers  to  collect  their  fees  for  the 
care  they  provide,  note  that  many 
physicians  are  simply  not  using  the 
Texas  statutes,  which  give  them  a legal 
right  to  collect  from  a very  important 
resource,  the  county  government  or 
hospital  district  where  the  patient  re- 
sides. Private  and  federal  assistance 
may  account  for  most  of  the  resources 
that  physicians  rely  on  for  payment, 
but  Texas  doctors  should  not  forget 
their  right  to  county  reimbursement  for 
indigent  health  care  nor  the  counties’ 
legal  duty  to  provide  for  it.  Although 
the  process  often  proves  burdensome, 
only  through  continued  pressure  on 
our  county  and  state  leadership  for  re- 
form can  a more  responsible  and  equi- 
table system  of  indigent  coverage  be 
established.  Until  then,  Texas  physi- 
cians should  demand  payment  for  the 
services  they  render  from  the  payers  of 
last  resort  in  Texas,  the  counties  where 
the  indigent  patients  reside. 
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Material  for  the  Journal  section  of  Texas  Medicine  may  be  sent  to  the 
Managing  Editor,  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701.  It  must 
be  offered  solely  to  this  journal.  Articles  are  screened  for  appropriateness  for 
Texas  Medicine.  Those  selected  for  peer  review  are  reviewed  by  consultant 
specialists  and  an  Editorial  Committee,  and  accepted  or  rejected  on  the  ba- 
sis of  individual  merit,  appropriateness,  and  the  availability  of  other  mate- 
rial. Reviews  usually  take  10  to  12  weeks.  Texas  Medicine  reserves  the  right 
to  reject  up  to  press  time  any  articles  that  may  have  been  accepted  for  pub- 
lication. 

COPYRIGHT  ASSIGNMENT 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978,  all 
transmittal  letters  to  the  editor  must  contain  the  following  language:  “In  con- 
sideration of  the  Texas  Medical  Association  taking  action  in  reviewing  and 
editing  my  submission,  the  author(s)  undersigned  hereby  transfers,  assigns, 
or  otherwise  conveys  all  copyright  ownership  to  the  Texas  Medical  Associa- 
tion in  the  event  that  such  work  is  published  by  the  TMA.” 

Transmittal  letters  not  containing  the  foregoing  language  signed  by  all 
authors  of  the  manuscript  will  necessitate  return  of  the  manuscript. 

JOURNAL  ARTICLES 

Manuscripts  should  be  typed  double-spaced  with  ample  margins.  Three 
copies,  including  illustrations,  should  be  submitted  and  the  author  should 
keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  article  in 
“Index  Medicus,”  should  stress  the  main  point,  and  should  be  brief. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbreviations, 
and  logical  subheadings.  For  spelling  and  usage  the  editors  follow  “norland’s 
Illustrated  Medical  Dictionary,”  26th  edition,  and  “Webster’s  Third  New  In- 
ternational Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually  — but  not 
necessarily  — divided  into  sections  with  the  headings:  Introduction,  Meth- 
ods, Results,  and  Discussion.  Subheadings  may  be  needed  to  clarify  content. 
Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  Systeme  Interna- 
tional (SI)  units. 

For  more  extensive  information  about  preparing  medical  articles  for 
publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  require- 
ments for  manuscripts  submitted  to  biomedical  journals.  The  complete  doc- 
ument is  available  in  the  June  1982  issue  of  the  Annals  of  Internal  Medicine. 

Iverson  C,  Dan  BB,  Glitman  P,  et  al:  The  American  Medical  Association 
Manual  of  Style,  ed  8.  Baltimore,  Williams  & Wilkins,  1989. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences,  ed  5,  rev  and  expanded. 
Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  principles 
and  techniques  of  clear,  concise  writing,  which  are  applicable  to  scientific  as 
well  as  general  topics. 

REFERENCES 

References  to  scientific  publications  should  be  listed  in  numerical  order  at 
the  end  of  the  article,  with  reference  numbers  placed  in  parentheses  at  ap- 
propriate points  in  text. 
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Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 
Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the  infor- 
mation can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned  paren- 
thetically or  in  footnotes. 

ILLUSTRATIONS 

Illustrations  may  be  black  and  white  or  color  drawings  or  photographs,  with 
neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the  back  of  each  illus- 
tration should  indicate  its  number,  topic,  author’s  name,  and  title  of  article 
in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on  a 
separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

PREVIOUSLY  PUBLISHED  MATERIAL 

Written  permission  should  be  obtained  from  the  publishers  and  the  authors 
for  use  of  any  previously  published  material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations  in  the  text  may  be  used 
without  permission,  but  should  be  quoted  exactly  with  the  source  credited. 
Copies  of  permission  letters  should  be  submitted  with  manuscript. 

EDITING 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to  check  be- 
fore publication.  After  the  article  is  sent  to  the  printer,  only  minimal  revision 
may  be  made. 

REPRINTS 

Reprints  of  articles  in  the  Journal  section  are  available  directly  from  a reprint 
printer  at  an  established  schedule  of  costs.  Authors  of  peer-reviewed  articles 
automatically  receive  order  blanks  when  their  articles  are  published. 

MATERIAL  FOR  NON-JOURNAL  SECTIONS 
Commentary 

Editorial  commentary  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing.  Commentary 
will  be  published  in  the  appropriate  section  at  the  discretion  of  the  manag- 
ing editor  and  editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor  and  edito- 
rial advisors.  Length  should  be  fewer  than  400  words.  A few  references, 
preferably  less  than  five,  may  be  included.  All  letters  are  subject  to  editing 
and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medicine,  Texas  Medical  Association,  401 
W 15th  St,  Austin,  TX  78701. 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  informa- 
tion is  received. 

COPYRIGHT 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Written  per- 
mission from  the  managing  editor  must  be  obtained  before  reproducing,  in 
part  or  in  whole,  any  material  published  in  Texas  Medicine. 

POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement 
of  the  views  expressed  therein,  nor  shall  publication  of  any  advertisement  be 
considered  an  endorsement  of  or  approval  of  the  product  or  service  involved. 
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• Don’t  wait  for  snail  mail  to  bring  you  Action’s 
news,  insights  and  practice-saving  tips. 

• Read  each  monthly  issue  nearly  two  weeks  early. 

• Receive  less  mail  from  TMA. 

• File  the  articles  electronically  or  instantly  zap  them 
to  your  friends  and  colleagues. 

To  subscribe,  visit  the  Members  Only  section  of  the  TMA  Web  site  at 
www.texmed.org  and  follow  the  links  from  the  home  page.  Next 
month’s  issue  of  Action  will  arrive  in  your  e-mail  box,  for  free,  before  the 
ink  is  even  dry  on  the  paper  version. 


Texas  Physicians’  Directory 


Allergy 


Dermatology 


Corpus  Christ!  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 


Gonzales  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzales,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


Robert  F.  Bloom,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  204 
Lubbock,  Texas  79410;  (806)  797-6631 


Gynecologic  Oncology 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor's  only  toll-free  (888)  614-2400 


XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7T77  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 


Hand  Surgery 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)  496-1006 


Bariatric  Surgery 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Medical  Oncology 


Janet  Macheledt,  MD  — Medical  Oncology/Hematology 


Frankie  Ann  Holmes,  MD 

Texas  Oncology,  P.A. 

909  Frostwood,  Suite  221 
Houston,  Texas  77024 
Telephone  (713)  467-1722 
Fax  (713)  467-1704 


Medical  Oncology 

5618  Medical  Center  Drive,  Suite  201 
Katy,  Texas  77494 
Telephone  (713)  392-2757 
Fax  (713)  392-8148 
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Neurological  Surgery 


CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  F.  Cravens,  MD 
Lee  Kesterson,  MD 
Gregory  A.  Ward,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0551 


Drs.  Smith  and  Wheeler 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diptomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS,  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  H ansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  (972)  556-7010 


Orthopedic  Oncology 


Richard  G.  Buch,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 

Specializing  in  musculoskeletal  tumors,  infections,  and  major  joint  reconstrcution  in 
both  adults  and  pediatrics. 

Medical  City  Dallas  St.  Paul  Professional  Building  I 

7777  Forest  Lane,  Building  C,  Suite  737  5959  Harry  Hines  Blvd.,  Suite  420 

Dallas,  TX  75230  Dallas,  TX  75235 

Telephone  (972)  566-4400  Fax  (972)  566-4317 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 

Joseph  H.  Gaines,  MD,  PA 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD,  PA 
Joseph  C.  Milne,  MD,  PA 
Mayme  Richie-Gillespie,  MD,  PA 


Orthopedic  Surgery,  Pediatric 


Mayme  F.  Richie-Gillespie,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 
Orthopaedic  Surgery-Oncology  Limb  Salvage  Surgery 

Metastatic  Bone  Disease  Osteomyelitis 

The  Bone  and  Joint  Clinic,  L.L.P. 

1651  W.  Rosedale,  Suite  100  (817)  335-4316 

Fort  Worth,  Texas  76104 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children's  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


Tel  800.880.1300 
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Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Oewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Pain  Management 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

Diplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #429 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #210 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months’  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Genia  Owens,  Advertising  Manager,  Texas  Medicine,  401  West  15th 
St.,  Austin,  TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month.  . 


Here’s  what’s 
coming  in  the 
February 
Texas  Medicine'. 

Medicine  in  art 
Needle  exchange 
AMA  interim  wrap-up 

For  more  information,  call  Larry  BeSaw,  managing  editor, 
at  (800)  880-1300,  ext.  1383.  or  (512)  370-1383, 
or  e-mail  larry_b  @ texmed.org. 

Also  consult  the  TMA  Web  site  at  www.texmed.org. 


66 


Texas  Medicine  ★ January  1999 


www.texmed.org 


Classified  Directory 


OPPORTUNITIES  AVAILABLE 
Emergency  Medicine 

Open  Rank:  BC/BE  Internist  Baylor  College  of  Med- 
icine-Houston.  Faculty  position  for  internist  with  an 
interest  in  Emergency  Medicine  and  urgent  care  for 
July  1,  1999.  Responsibilities  include  patient  care, 
housestaff  supervision,  teaching,  and  administrative 
responsibilities.  Clinical  research  is  encouraged.  Send 
CV  and  letter  of  interest  to  J.L.  Zimmerman,  M.D., 
1504  Taub  Loop,  Houston,  TX  77030.  FAX  (713)  799- 
1917.  Baylor  College  of  Medicine  is  an  Affirmative  Ac- 
tion/Equal Opportunity/Equal  Access  Employer. 

Need  doctors  to  cover  weekends  in  rural  hospitals. 
Call  Jerry  at  The  Lewis  Group  for  more  information. 
(800)  460-8159. 


^eautc^ctl 

Clinic  practice  in  Tyler  and  surrounding  area. 
Flexible  hours.  Excellent  compensation.  BE 
required.  Primary  and  moonlighting  positions 
available.  Fax  CV  to  (817)  496-9889. 

EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 

6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth,  TX  76112 
(888)  DOCS-911 


Growing  ER  practice  needs  physicians  in 
Sherman, Texas.  Stable  practice  with  con- 
venience care,  occupational  and  hyper- 
baric medicine.  Competitive  salary  and 
benefits.  Fax  resume  to  (903)  891-2025  or 
call  Lisa  Morgan  at  (903)  870-4609. 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  817-496-9700) 

TEXAS:  Regional  emergency  group  has  held 
20-year  contract  to  staff  nationally  recognized 
ED,  Contracts  range  from  14,000-60,000  pt  vis- 
its annually.  Eeun  excellent  compensation  as  an 
independent  contractor  without  the  day-to-day 
hassles  of  nicmaging  your  own  practice.  Fax 
(817)  496-9889  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth  TX  76112 


LONGVIEW,  TEXAS:  Opportunity  for  BC  PC 
physicians  to  join  local  independent  physician  owned 
group  in  East  Texas.  Full  and  part-time  positions 
available  in  Minor/Emergency  Center  (volume  ap- 
prox. 2,000  monthly)  at  Good  Shepherd  Medical  Cen- 
ter. This  is  a 349-bed  regional  referral  medical 
center.  Level  II  trauma  center.  Competitive  compen- 
sation and  paid  malpractice.  For  more  information, 
please  fax  CV  to  (817)  491-2921  or  call  (800)  346- 
0747. 

Family/General  Practice 

Solo  busy  internist  seeking  BE/BC  internist  to  join 
busy  practice  located  at  the  Gulf  coast  of  Texas.  Fax 
CV  (512)  552-6510  or  reply  to  ad  box  1203,  Texas 
Medicine,  401  W.  15th  St.,  Austin,  TX  78701. 

Part-time  opportunity  in  conjunction  with  State 
agency.  1 day/week  or  1 day/month,  Saturdays  OK. 
Earn  up  to  $1,500  per  day.  No  overnight  travel  re- 
quired. Send  (TV  to  ad  reply  attn:  David,  509B  West 
Lynn,  Austin,  TX  78703. 

Family  Practice  — excellent  opportunities.  At- 
tractive FP  openings  to  join  well-established  practices 
in  the  Dallas/Ft,  Worth  area  and  in  South  Texas  just 
45  miles  west  of  the  Gulf  of  Mexico,  Board  eligibil- 
ity/certification required.  Reply  confidentially  to 
Laura  Brown.  Phone  (800)  338-7107;  fax  (414)  427- 
7251;  e-mail:  fhalgiexecpc.com. 

Work  with  wonderful  colleagues  and  serve  a 
population  that  needs  your  skill  and  care.  We  are  Se- 
ton  South  Community  Health  Center,  looking  for  a 
BC/BE  family  practitioner  to  join  us.  This  is  a part- 
time  position,  with  good  benefits  and  flexible  hours. 
No  hospital  work.  The  clinic  is  supported  by  the  fa- 
cilities of  the  Seton  network  in  Austin.  We  are  com- 
mitted to  high  quality  care  and  a positive  working 
environment.  Spanish  language  skills  are  very  help- 
ful. If  you  are  interested  please  contact; 

Anne  Cooper,  M.D. 

Seton  South  Community  Health  Center 

3706  South  First  Street 

Austin,  TX  78704 

Fax  (512)  324-4949 

(512)  324-4940 

Physician  Opportunity  is  available  in  Dallas/Fort 
Worth  and  Longview.  Low  stress,  office  based  prac- 
tice. No  nights,  no  emergencies,  and  no  hospital 
work.  Paid  malpractice.  M-F.  Lucrative  salary  and 
benefits.  Call  Lisa  Abell  at  (800)  254-6425,  or  fax  (TV 
to  (972)  256-1882. 

Primary  Care  Physician  (IM  or  FP)  needed  for 
city  20  minutes  from  Fort  Worth.  Opportunity  to 
make  salary  of  200K  -l-  per  year.  Limited  call  and  in- 
patient work.  Great  Opportunity!  Fax  CV  to  (817) 
613-0211  or  call  (817)  613-8261. 

BC/BE  FP  needed  for  family  clinic/minor  emer- 
gency center.  Best  of  Dallas  metroplex  and  suburbs. 
Fax  (TV  to  Plano  Medical  Center  (972)  596-4641. 


^ Methodist 

jltj  Hospitals  of  Dallas 

EMERGENCY  MEDICINE 

B/E  or  B/C  full-time  emergency-trained 
physicians  needed  to  staff  busy  emergency 
rooms  on  each  of  our  hospital  campuses, 
Methodist  Medical  Center  and  Charlton 
Methodist  Hospital.  Excellent  medical  staff 
and  teamwork  among  hospital  departments. 
ER  physicians  are  independent  contractors 
with  an  excellent  pay  structure  and  paid 
malpractice. 

OTOLARYNGOLOGY 

Excellent  opportunity  for  a board 
eligible/certified  otolaryngologist  to  pro- 
vide genera!  ENT  services  in  south  Dallas 
County.  Nice,  progressive  hospital  facili- 
ties nearby.  Incoming  physician  would 
preferably  associate  with  an  established 
practitioner  in  the  area  or  consider  estab- 
lishing a solo  practice  with  hospital  sup- 
port. 

RHEUMATOLOGY 

Great  need  for  a board  eligible/certified 
rheumatologist  to  establish  a private  prac- 
tice in  the  immediate  service  area  of 
Methodist  Medical  Center  in  Dallas.  Com- 
petitive income  guarantee,  start-up  assis- 
tance, marketing  allowance  and  relocation 
expenses  available  to  qualified  physician. 

CARDIOLOGY 

Six  physician,  all  board  certified  cardiol- 
ogy group  seeks  two  additional  cardiolo- 
gists (electrophysiologist,  non-invasive 
cardiologist)  to  join  this  busy,  progressive 
group  over  the  next  two  years.  Group  has 
two  medical  offices,  one  on  each  of  the 
two  Methodist  Hospitals  of  Dallas  cam- 
puses located  1 0 minutes  apart  in  south 
Dallas  County. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  Susan  Cogburn,  Physi- 
cian Recruiter  c/o  Methodist  Hospitals  of  Dal- 
las, PO  Box  655999.  Dallas,  TX  75265.  Phone 
(214)  947-4579.  fax  (214)  947-4502,  e-mail: 
susancogburn@mhd.com. 
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Internal  Medicine 


INTERNAL  MEDICINE,  BOARD 
CERTIFIED  OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH 
PRIMARY  CARE  GROUP  to  provide 
hospital  inpatient  care  (Baylor  University 
Medical  Center,  Dallas)  or  office  outpatient 
services,  depending  on  physician  prefer- 
ence for  hospital  or  office  practice.  This  po- 
sition requires  no  on-call  responsibility. 
Very  attractive  connpensation  package  in- 
cludes salary,  plus  benefits  to  include  pro- 
fessional liability  insurance,  major  medical 
and  term  life  insurance,  paid  vacation, 
one-week  paid  CME  time,  a $2000  CME 
allowance,  401  (k),  and  financial  incen- 
tives to  promote  individual  achievement 
and  group  goals.  This  is  a physician-man- 
aged  group.  For  additional  information, 
contact  Brenda  Lancaster,  Texas  Primary 
Care,  1717  Main  Street,  Suite  5200,  Dal- 
las, TX  75201;  214/712-2018  or 
800/527-2145,  or  fax  214/712-2444. 
Equal  Opportunity  Employer. 


TEXAS  — BC/BE  INTERNIST 
NORTH  DALLAS.  Four-person  in- 
ternal medicine  group  at  Presbyterian 
Hospital  seeks  additional  internist  for 
busy  group  practice.  Fax  C.V  to 
Brenda  at  (214)  692-8994. 


Locum  Tenens 


The  right 
opportunity 

is  hard  | 

00 

to  find.  I 


So  we  do 
it  for  you. 

Interim  Physicians 
has  been  helping 
doctors  find  what 
they’re  looking 
for  since  1979.  If  you  are  looking 
for  a locum  tenens  position  and 
need  someone  to  help  you  reach 
your  professional  goals, 
call  us  today. 
(800)  531-1122 

P H V S 1 C I A N S. 

WT\T\.interiin.coin/physicians 
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course, 

doesn't  have  to  feel  like  re-discoverinc 


the  New  World.  Staff  Care  will  serv®; 
as  yaur  guide  to  explore  the  adventurous. 


realms  of  LOCUM  TENENS.  Travel,  licen^ 


; Sure  and  occurrence  malpractice  insuranc®. 


are  inclusive  in  our  total  package  designed^ 


ta  give  you  nationwide  opportunities^^ 

Texas  Based,  Texas  Best! , 
Endorsed  by  Texas  Medical  Association/" 


j For  more  info  about  our  LOCUM  TENENS  call 


Staff 


800.21 1.4971^ 

A.  Western  Destinations 

800.685.2272 


/ in  Locum'tiQBis  Slattioff 

Midwest  & Eastern  Destinations 


www.locumsnet.com 


-Unable  to  place  j-i  or  h i physicians 
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Locum  Tenens 


◄ 


LOCUM  TENENS 
OPPORTUNinES 


► 


Staff  Relief,  Inc.  has  immediate  openings  for  Locum 
Tenens  physicians  in  the  following  specialties: 


• Family  Practice 

• Internal  Medicine 

• Pediatrics 

• Diagnostic  Radiology 

• OB/GYN 

• Psychiatry 

• Emergency  Medicine 


• Short  and  long  term 

• Local  and  national  assignments 

• Wide  variety  of  clinical  settings 

• Excellent  compensation 

• Outstanding  professional  liability 
insurance 

• Friendly,  dedicated  service  for  over 
10  years 


New  assignments  are  added  daily,  there  has 
never  been  a better  time  to  call. 


800-996-7828 


STAFF  RELIEF,  INC. 


SRI 


Continuity  in  Health  Care 


Orthopedic  Surgery 

ORTHOPEDIC  SURGEON  needed  in 

Dallas/Fort  Worth  for  orthopedic  consultations.  No 
surgery,  no  weekends,  no  call.  Contact:  Lisa  Abell  at 
K Clinic,  (800)  CLINIC  K,  (972)  255-5533,  or  fax 
CV  to  (972)  256-0056. 


Radiology 


WANTED:  Board  certified 
general  Diagnostic  Radiologist  for 
permanent  position  at  a hospital  in 
Central  Texas.  Generous  salary  and 
benefits.  Flexible  start  date.  Locum 
tenens  coverage  also  needed.  Call 
(254)  519-8185  or  (254)  519-8186. 


Research 

Research  Physician  - Well-established  West  Hous- 
ton research  facility  is  seeking  an  on-site  research 
physician.  Clinic  hours  7 a.m.  - 4 p.m.  weekdays. 
Clinical  research  and  study  trial  conduction  an  asset 
to  handle  the  variety  of  research  duties  and  interfac- 
ing with  the  major  pharmaceutical  company  person- 
nel. Send  curriculum  vitae  to  713-932-6080. 


Other  Opportunities 

OKLAHOMA  PRACTICE  OPPORTUNITIES. 

McAlester  Regional  Health  Center,  McAlester,  Okla- 
homa is  recruiting  physicians  in  the  following  special- 
ties: Pediatrics,  Otolaryngology,  Cardiology, 
Pulmonology,  Ophthalmology,  Obstetrics/Gynecol- 
ogy, Nephrology  and  Dermatology.  Competitive 
salary  guarantees,  student  loan  repayment,  equip- 
ment loans  and  other  incentives.  Contact:  Vicki 
Schaff,  Director  Physician  Services:  1-800-319-2455, 
Fax  #918-421-8066  or  E-Mail: 
vschaff@mrhc.mcalester.ok.us. 


QUALITY  PLACEMENT-QUALIFIED  PERSONNEL 

Specializing  in  the  placement  of  Physician  Assistants 
in  permanent  and  locum  tenens  positions  by  Qualified 
Physician  Assistants.  We  understand  your  needs. 

For  more  information  cail: 

Diana  McGill  PA-C,  Director,  Personnel  Placement 
ProSearch  Medical  Placement,  PO  Box  41134, 
Houston,  TX  77241-1134,  Phone/Fax  (281)  890-9660 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

POBox  42314 
Houston,  TX  77242-2314 
FAX  28 1 -493-2234  & Associates 


B r o n s t e 1 n 


POSITIONS  WANTED 

stroke  Neurologist  experienced  in  setting  up  acute 
stroke  treatment  programs,  stroke  clinical  pathways, 
and  stroke  units.  Please  reply  to  Ad  Box  #1202,  Texas 
Medicine,  401  W.  15th  St.,  Austin,  TX  78701-1680. 


Tel  800.830.1300 


Volume  95  ★ Number  1 


69 


Classified  Directory 


FOR  SALE  OR  LEASE 
Practices  For  Sale 

GREAT  OPPORTUNITY,  Private  medical  prac- 
tice available.  Large  metropolitan  area.  Reply  to  Ad 
Box  1190,  Texas  Medicine,  401  W.  15th  St.,  Austin,  TX 
78701. 


BUSINESS  AND 
FINANCIAL  SERVICES 

Have  your  own  web  site.  Doctor  Web  Site  design 
and  hosting.  For  more  information  call  Dr.  Martin 
Consulting,  Inc.  at  903-885-9758. 


FINANCING  ALL  THE  NEEDS 
OF  HEALTHCARE  PROFESSIONALS 


Incredible  Service  for  over  72,000  Doctors! 

• Equipment  Leasing/Financing 

• Leasehold  Improvements 

• Supply  Contracts 

• Working  capital. 

• Application  only,  $150,000 

• Start  ups,  practice  acquisitions, 
buy-ins.  Competitive  fixed  rates. 

Te/  1-80(1-225-2488  Fax  l-8()(l-52(i-(l259 
Secure  website.  http;/A\\vc\.hpsc.com 


LEGAL  SERVICES 

Legal  Representation  of  Health  Care  Professionals 

• Health  Care  Fraud  •Medicare  Fraud 

• Improper  Billing  • Professional  Grievances 

• Health  Care  Antitrust  •Medical  Malpractice 

Litigation  Defense 

Jeffrey  C.  Grass 
Attorney  at  Law 
(214)  367-8514 

‘Not  certified  by  the  Board  of  Legal  Specialization  by  choice. 


Advertising  Rates  & Data  — Regular  classified  ad- 
vertising sells  for  $2.00  per  word,  minimum  25  words 
or  $50,  per  issue.  We  do  not  count  articles  (a,  an, 
the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  type- 
faces, logos,  and  borders  may  be  used  in  display  clas- 
sified ads.  Discounts  are  available  for  display 
classified  ads  5 inches  and  larger. 

5 to  9 V2  inches  $85/inch 

10  to  19  V2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can  be 
substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Copy 
deadline  is  the  1st  of  the  month  (or  the  closest  busi- 
ness day)  preceding  publication.  Send  copy  to  Genia 
Owens,  Advertising  Manager,  Texas  Medicine,  401  W. 
15th  St.,  Austin,  TX  78701. 


Advertising  Directory 


Abertdeen  Medical  Insurance  Service 15  : 

Air  Force  Reserve 50 

AMT  Solutions 14  ^ 

Autoflex  Leasing Inside  Front  Cover  i 

Cook  Children’s  Medical  Center 27  ' 

Cunningham  Group,  The 6 

Essmyer,  Tritico  8c  Clary 6 : 

Perfection 12  ' 

St.  Paul  Medical  Services 38 

Scott  8c  White Back  Cover  i 

Superior  Leasing 7 i 

Tew,  Brian,  MD,  JD 25 

Texas  Medical  Association 

A Capitol  Salute 15  i 

Action  via  e-mail 63  I 

Legislative  Hot  Line 26  i 

Library 8 i 

Physician  Oncology  Education  Program.. 39  ( 

Talk  to  Texas 25  ( 

TexMed  ’99 49  ( 

Transitions 14  ’ 

Web  site 38  i 

Winter  Conference  Neurological  Society  .71  I 

Winter  Leadership  Conference 8 I 

Texas  Medical  Association 

Insurance  Trust 1 I 

Texas  Medical  Liability 

Trust Inside  Back  Cover 


Publication  of  an  advertisement  in  Texas  Medicine  is  i 
not  to  be  considered  an  endorsement  or  approval  by  ' 
the  Texas  Medical  Association  of  the  product  or  ser- 
vice involved. 
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ULTRASOUND  EDUCATION 


Emergenaf  Medicine 

January  7-9 

MarchT8-20 

Advanced  Emergencxf  February  19-20 

Medicine 

July  9-10 

Family  Practice 

February  4-6 

Abdominal  (5  Day) 

January  11-15 

February  22-26 

OB/GYN  (5  Day) 

January  18-22 

March  1-5 

Prostate 

March  6 

OB/GYN  (3  Day) 

March  25-27 

Courses  listed  above 

are  held  in  Houston, 

TX.  Contract  courses  can  be  brought  to 
your  location,  minimum  enrollment  re- 
quired. Call  (800)  239-1361  for  more  infor- 
mation and  our  new  1999  catalog  of 

courses. 

Advanced  Health  Education  Center 

8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  AMA  Category  1 credit 

w w w , a h e c 0 n 1 i n e . c o m 

Fourth  Annual  Clinical  Cardiology  Manage- 
ment and  Diagnostic  Dilemmas.  April  28-30, 
1999.  Santa  Fe,  New  Mexico.  Sponsored  by  American 
College  of  Cardiology.  Program  Director:  John  D. 
Rutherford,  MB,  ChB,  FACC.  Program  Co-Director: 
Richard  A.  Lange,  MD,  FACC.  17  category  1 credit 
hours.  For  information,  call  800-253-4636,  ext.  695; 
FAX  301-897-9745. 

11th  Annual  ADD  Conference,  February  5 & 6, 
1999,  Houston,  TX.  Sponsored  by  ADDA-SR  and  UT 
Southwestern  Medical  Center  at  Dallas.  Featured 
speaker  Sam  Goldstein,  Ph.D.  covering  current  re- 
search. For  physicians,  psychologists,  psychiatrists, 
and  neurologists,  CME  credits  offered.  Call  281-955- 
3720. 

Maternal/Fetal  Medicine,  February  12,  UT  South- 
western Medical  Center  at  Dallas,  Simmons  Biomed- 
ical Research  Building,  Excellence  in  Education 
Foundation  Auditorium.  CME  credit  offered.  Course 
director:  Sue  Cox,  MD,  Contact:  Jim  O’Reilly,  program 
coordinator,  (214)  641-2166. 


CONTINUING  MEDICAL  EDUCATION  SEMINARS 

Mark  your  calendar  to  attend  one  of  15  Lloyd  Noland  Foundation 
1 999  CME  Seminars  at  three  attractive  locations: 

The  following  at  Walt  Disney  World,  Lake  Buena  Vista,  Florida: 

Adolescent  Medicine  Seminar,  February  3-6,  1999  • Internal  Medicine  Seminar,  March  14-17, 
1999  • Family  Practice  Seminar,  March  17-20,  1999  • Pediatrics  Seminar,  March  17-20,  1999 
• Current  Clinical  Internal  Medicine  Seminar,  October  1 7-20,  1 999  • Pediatric  Infectious  Dis- 
ease Seminar,  October  20-23,  1999. 

The  following  at  Hilton  Head  Island,  South  Carolina; 

General  Surgery  Update,  April  7-1  1,  1999  • Pediatrics  Update,  April  21-24,  1999  • General 
Surgery  Seminar,  June  8-1 2,  1 999  • Adult  Infectious  Disease  Seminar,  June  15-19,  1 999  • Pe- 
diatric Infectious  Disease  Seminar,  June  22-26,  1999  • Family  Practice  Update  & Review, 
June  29-July  3,  1 999  • Anesthesiology  Update,  July  6-10,  1 999  • Internal  Medicine  Update,  July 
13-17,  1999. 

The  following  at  The  Greenbrier,  White  Sulphur  Springs,  West  Virginia: 

Internal  Medicine  Seminar,  October  28-31,  1999. 

Call  or  write  George  M.  Converse  III,  M.D.,  Lloyd  Noland  Foundation,  701  Lloyd  Noland 
Parkway,  P.O.  Box  925,  Fairfield  Alabama  35064-0925  for  details  and  brochure.  Tele- 
phone: (205)  783-5276.  Lloyd  Noland  Foundation  is  ACCME  accredited  and  AMA  Category  I & AAFP 
Prescribed  credit  hours  are  offered. 


Visit  our  Website:  www.lloydnolandcme.org 


PAN  AMERICAN  ALLERGY  SOCIETY 

43"^  Annual  Training  Course  & Seminar 
March  10-14,1999 

Plaza  San  Antonio  Hotel,  San  Antonio,  Texas 
Program  Director:  Edwyn  L.  Boyd,  MD 

Basic  course  in  quantitative  skin  testing  techniques  designed  with 
the  primary  care  physician  and  allied  health  care  professionals 
in  mind.  Offering  31.5  hours  of  CME.  Inquiries:  Ann  Brey, 
Executive  Secretary,  PO  Box  947,  Fredericksburg,  TX  78624. 
Telephone  (830)  997-9853;  fax  (830)  997-8625. 


9fh  Annual  Geriatric  Psychiatry  Update,  Febru- 
ary 13,  UT  Southwestern  Medical  Center  at  Dallas, 
McDermott  Plaza,  D1.700.  CME  credit  offered. 
Course  director:  Kevin  Gray,  MD.  Contact:  Stacey 
Novotny,  program  coordinator,  (214)  648-2166. 

6th  Annual  Progress  in  Clinical  Pathology, 

March  4-6,  Le  Meredian  Dallas  Hotel,  sponsored  by 
UT  Southwestern  Medical  Center  at  Dallas.  Course 
directors:  H.  Kaplan,  MD;  J.  Keffer,  MD,  R.  McKenna, 
MD.  CME  credit  offered.  Contact:  Jim  O’Reilly,  pro- 
gram coordinator,  (214)  648-2166. 


3rd  Annual  Dallas  Aesthetic  Surgery  Sympo- 
sium, March  7-9,  Westin  Galleria  Hotel  and  UT 
Southwestern  Campus.  Course  directors:  EE.  Barton, 
MD,  H.S.  Byrd,  MD.  CME  credit  offered.  Contact 
Leah  Cannon,  program  coordinator,  (214)  648-2166. 

February  19-21:  Texas  Neurological  Society  will 
hold  its  second  annual  Winter  Conference,  Austin 
Marriott  at  the  Capitol.  The  theme  is  “The  Cycle  of 
Neurological  Life:  Therapeutics  in  Neurology.”  It  will 
cover  topics  from  pediatric  through  mid-life,  to  end- 
of-life:  neuromuscular  disease,  headaches,  epilepsy, 
MS,  Guillian  Barre,  brain  tumors,  genetics,  stroke, 
Parkinson’s.  One  hour  of  ethics  will  also  be  offered. 
Contact  Rachael  Reed,  Executive  Director  at  (512) 
370-1532,  or  (800)  880-1300,  ext.  1532,  fax  (512) 
370-1626,  or  rachael  r@texmed.org. 
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BackTalk 


Question 

What  could  the  Texas  Legislature  do  to  meet 
the  greatest  medical  need  in  your  commuuity? 


£1  ^^0  the  morally  and  ethically  correct  thing:  develop 
heal±  insurance  for  all  children.  Start  now  with  setting 
the  eligibility  level  of  the  Children’s  Health  Insurance  Program  at 
200%  of  the  federal  poverty  level  (though  ‘piecemealing’  health 
care  insurance  for  children  is  a disgrace).  We  found  it  morally 
and  ethically  correct  to  guarantee  health  insurance  for  everyone 
over  age  65.  Is  it  not  imperative  to  achieve  the  same  for  our  chil- 
dren? Let’s  put  our  money  where  our  mouth  is  — even  after 
elections  — and  let’s  be  compassionate  and  moral.” 

Rolf  W.O.  Habersang,  MD,  57 

pediatrics,  Amarillo 

££T  he  Texas  Legislature  could  do  the  greatest  good  by 
I staying  out  of  the  business  of  medicine.  Legislation 
and  regulation  that  mandate  benefits  and  services  increase 
the  hassle  factor  for  everyone.” 

John  M.  Condit,  MD,  51 

rheumatology,  Houston 

1 1 ^^he  Texas  Legislature  is  to  be  commended  for  enacting 
I what  are  now  the  best  regulatory  statutes  for  health 
maintenance  organizations  in  the  nation.  Its  continued  vigi- 
lance and  attention  to  issues  of  medical  insurance  regulation 
is  the  first  item  of  importance.  Another  critical  area  where  leg- 
islators can  safeguard  the  citizens  of  Texas  is  in  defending  the 
Medical  Practice  Act  from  the  relentless  onslaught  of  ‘midlevel 
practitioners’  seeking  expanded  scope  of  independent  prac- 
tice. The  people  of  Texas  should  continue  to  receive  the  high 
quality  of  medical  care  that  is  our  standard  in  Texas.” 

Jeffrey  M.  Jekot,  MD,  41 

anesthesiology,  Austin 


Back  Talk  Is  a nonscientific  sampling  of  Texas  physicians’  opinions  on  a topic  of  in- 
terest. Physicians  are  polled  by  telephone,  fax,  or  e-mail.  We  welcome  suggestions 
for  future  topics.  Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX 
78701;  fax  them  to  (512)  370-1632;  or  e-mail  them  to  m_mcever@texmed.org. 


£ £ ^^he  legislature  should  mandate  that  managed  care  or- 
I ganizations  have  medical  professionals  make  patient 
care  decisions  — not  the  high  school  educated  and  other  non- 
qualified ‘clerks’  from  whom  we  now  have  to  obtain  permis- 
sion to  take  care  of  patients.  Often,  these  people  cannot  grasp 
the  seriousness  of  a problem  or  even  spell  the  words.” 

Kevin  L.  Dean,  MD,  34 

general  surgery,  Beaumont 

£ £ lose  the  loopholes  that  let  managed  care  bypass  the 
V^laws.  Open  access  to  out-of-network  physicians.  Al- 
low physicians  to  bargain  collectively  as  other  businesses  do. 
Managed  care  should  be  forced  to  at  least  consider  approv- 
ing certification  for  service  retroactively  when  a precertifica- 
tion was  not  done.” 

Alton  B.  Hankins,  MD,  52 

psychiatry.  Midland 

£ £ Mk  t the  current  time,  our  county  governments  are  not 
^^reimbursing  hospitals  and  physicians  for  indigent 
medical  care.  The  legislature  needs  to  ensure  that  counties 
pay  for  indigent  health  care.” 

Marshall  E.  Hamilton,  MD,  57 

pathology,  Texarkana 

£ £ ocietal  acknowledgment  of  patients’  rights  has  im- 
4^#  proved,  but  acknowledgment  of  patient  responsibil- 
ity has  not.  The  legislature  must  empower  physicians  and 
hospitals  as  societal  agents  to  limit  unreasonable  demands 
for  endless  and  futile  care.” 

Al  Davies,  MD,  46 

critical  care  medicine,  Houston 
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At  Autoflex  Leasing,  we  don“t  make  cars...  We  Make  Car  Leases!  .And  lots  of  them.  In  fact,  we  have  over  50  different 
leases  to  choose  from  on  every  vehicle.  Chances  are  you  11  save  money  with  our  Flexlease.  A lot  of  your  peers  have. 
Call  Today.  .After  all,  why  would  you  get  a lease  from  a car  company  when  you  can  get  a lease  from  a lease  company? 


You  Can  be 
Covered  For  Life... 


It  won’t  matter  if  you  sell  your  practice... 


It  won’t  matter  if  your  employer  changes  your  benefit  plan... 


It  won’t  matter  If  you  change  jobs... 


It  won’t  matter  if  your  group  practice  undergoes 
management  changes... 


If  you  have  a TMA-END0R6ED  MEDICAL  PLAN, 
you’ve  got  coverage  for  life.* 


1 


TMA-endorsed  medical  plans  offer  you  a wide  range  of  choices: 

Traditional  major  medical  indemnity  coverage... high  deductible  indemnity  coverage... medical 
savings  account  plan  with  indemnity  benefits... preferred  provider  point-of-service  plan  with 
optional  inciemnity  benefits... AND  when  you  reach  age  65  any  TMA-endorsed  plan  you  have 
automatically  converts  to  our  medical  complement  plan  — no  questions  asked  — and  that 
plan  then  pays  for  all  the  eligible  costs  Medicare  does  not  cover. 

Do  YOU  have  coverage  for  life? 

If  not,  call  TMAIT  today:  toll  free  1 800  880-8181,  Dept.  2202 

(weekdays  between  7:30  a.m.  and  5:30  p.m.) 


Administered  By 


Texas  Medical  Association 
Insurance  Trust 

Created  and  endorsed  by  the  Texas  Medical  Association 


Endorsed  By 


Tex 

tt 


TexasMedical 

Association 


Tlte  TMA-endorsed 
medical  insurance 
program  has  been 
serving  Members  and 
their  families  and  staff 
for  30  years. 


*TMA-endorsed  medical  coverage  is  renewable  for  life  as  long  as  you  remain  a TMA  Member  and  make  your  premium 
payments  when  due. 

Limits  and  exclusions  apply  to  all  plans. 

The  Prudential  Healthcare  Traditional  Health  Plan  (Major  Medical  Insurance  Plan,  High  Deductible  Medical  Insurance  Plan, 
Medical  Savings  Account  Insurance  Plan,  65+  Medical  Complement  Plan)  and  the  Prudential  Healthcare  Point  of  Service  Plan 
(Point-of-Service  Medical  Insurance  Plan)  are  underwritten  by  The  Prudential  Insurance  Company  of  America,  Prudential  Plaza, 
Newark,  NJ  07102.  Contract  series  83500  (N98-2705)  Ed.  11/98.  Prudential  HealthCare  is  a brand  name  for  certain  employee 
benefit  products  underwritten  by  The  Prudential  Insurance  Company  and  its  subsidiaries  and  for  the  business  unit  that 
administers  them.  The  Texas  Medical  Association  incurs  certain  administrative  expenses  in  connection  with  these  endorsed 
Plans.  To  provide  and  maintain  these  valuable  benefits,  TMA  is  compensated  for  these  expenses.  Coverage  is  limited 
to  physicians  who  are  residents  of  Texas. 


Courtesy  Eric  N.  Avery,  MD 


The  art  of  medicine 

It’s  easy  to  forget  in  the  current,  technology-driven  world  of  med- 
icine that  healing  is  an  art  as  well  as  a science.  And  art,  whether  it 
is  created  by  one  of  the  masters  or  by  a frightened  child  facing  a 
serious  illness,  can  be  used  by  medical  professionals  to  pass  on 
medical  knowledge  to  future  generations,  to  comment  on  the  soci- 
ety in  which  they  live,  and  to  encourage  patients  to  express  their 
feelings  about  their  illnesses. 

By  Johanna  Franke 

On  the  cover:  Blue  Smallpox:  The  Print  of  Hope  (1993).  A metal  plate  relief  print  on  monoprint 
background  by  professional  printmaker  and  UTMB  Galveston  psychiatrist  Eric  N.  Avery,  MD, 
Blue  Smallpox:  The  Print  of  Hope  depicts  a viral  disease  that  killed  many  people  but  was  erad- 
icated through  the  concentrated  efforts  of  physicians  and  scientists.  Dr  Avery  hopes  HIV  and 
AIDS  soon  will  be  vanquished  in  the  same  manner.  (Jack  S.  Blanton  Museum  of  Art,  The  Uni- 
versity of  Texas  at  Austin,  The  Elgin  W.  Ware,  Jr./Texas  Medical  Association  Collection  1997) 

34 


The  Journal 


Departments 


Practice  patterns  of  rural  Texas  physicians 
trained  in  a full-service  family  practice 
residency  program 

By  Richard  A.  Young,  MD;  Alan  N.  Byrd,  MD 

The  pediatrician’s  role  in  child  abuse: 
Position  statement  of  the  Texas  Pediatric 
Society,  a chapter  of  the  American  Academy 
of  Pediatrics,  Committee  on  Child  Abuse 

Nancy  Kellogg,  MD,  chair 
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Law 

Mining  a new  legal  theory  28 

Thanks  to  a ruling  by  a San  Antonio  federal  judge  late  last  year,  patients  who  sue 
their  health  plans  for  discrimination  have  some  new  legal  ammunition.  The  ruling 
came  in  a unique  lawsuit  that  was  filed  against  a San  Antonio  medical  group  and 
five  associated  health  organizations  under  the  Americans  with  Disabilities  Act. 

By  Teri  Moran 

Legislative  Affairs 

Antitrust  hammer  48 

Many  health  insurers  are  using  the  threat  of  legal  action  under  federal  antitrust 
laws  to  deter  physicians  from  challenging  unfavorable  provisions  in  their  con- 
tracts. However,  help  may  be  on  the  way  in  the  form  of  legislation  pending  in  Con- 
gress that  would  allow  collective  bargaining  by  physicians. 

By  Ken  Ortolon 

Public  Health 

Swapping  for  life  52 

Allowing  intravenous  drug  users  to  exchange  their  used  needles  for  new  ones  to 
reduce  the  risk  of  HIV  infection  is  a controversial  idea  that  has  split  the  health  care 
community.  Supporters  say  needle  exchange  programs  can  reduce  AIDS  cases, 
while  critics  contend  they  encourage  drug  use.  The  Texas  Medical  Association 
House  of  Delegates  recently  added  its  voice  to  those  favoring  needle  exchanges. 
By  Teri  Moran 

Medical  Education 


After  Hopwood  56 

The  Hopwood  decision  prohibiting  the  use  of  race  as  a factor  in  admission  to  pub- 
lic professional  schools  has  left  Texas  medical  schools  scrambling  to  find  new  ways 
to  maintain  an  ethnically  diverse  student  body.  Targeting  qualified  minority  stu- 
dents while  they  are  still  in  high  school  may  provide  a solution. 

By  Cynthia  Meyers 

Medical  Economics 

Checking  the  pulse  60 

A national  survey  of  physicians,  policymakers,  employers,  and  the  general  public  paints 
a bleak  picture  of  Americans’  attitudes  about  the  health  care  system.  Most  think  its  bad 
and  getting  worse  and  only  some  kind  of  public/private  partnership  will  save  it. 

By  Larry  BeSaw 


Legislative  Affairs  Page  48 


Medical  Economics  Page  60 
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The  Big  Picture 

Screech  owls  in  the  backyard,  by  Gene  E.  Jones,  MD,  Port  Arthur 

If  you  would  like  to  submit  a photograph  for  The  Big  Picture,  please  send  it  to  Laura  J.  Albrecht,  Photo  Editor,  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701 
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f At  Century  American,  We  11  Guide  1 
1 You  Through  The  Unknown.  J 


When  it  comes  to  group  practice 


ability  coverage,  some  programs  might 
;ave  you  lost.  Century  American’s  group 
overage  policies  are  designed  to  meet 
our  needs  based  on  the  way  your  group 
practices  medicine  in  today’s  changing 
riedical  profession. 

Unlike  other  companies  just  now 
ntering  the  group  protection  arena, 


Century  American  has  firsthand  experience 
in  solving  the  unique  issues  facing  physician 
group  practices.  Our  claims  defense  team, 
risk  management  experts  and  team  ol 
customer-driven  specialists  make  group 
protection  affordable,  secure  and  flexible  — 
it’s  been  our  specialty  since  1 986. 

Unless  you  compare  programs,  you 
may  never  see  the  difference  when  it  comes  to 


choosing  professional  liability  coverage.  The 
Century  American  difference  is  knowing 
which  way  to  turn.  For  your  personal  guide, 
call  1-800-476-2002. 

Insurance 

Century  American  Insurance  Company 
Century  American  Casually  Company 


Letters 


Americare,  not  profit  care 


Regarding  the  November  1998  man- 
aged care  issue  of  Texas  Medicine, 
the  advantages  of  profit  care  are  as 
illusory  as  “the  emperor’s  new 
clothes.”  The  temporary  decrease 
in  medical  inflation  during  a period  of  low 
inflation  and  unemployment  has  resulted 
in  the  rationing  of  care  by  chief  executive 
officers  (CEOs)  of  health  maintenance  or- 
ganizations (HMOs),  a growing  number 
of  people  with  inadequate  or  no  insurance 
at  all,  the  loss  of  freedom  of  choice,  an  in- 
crease in  the  hassle  factor,  a decrease  in 
funding  for  medical  education  and  re- 
search, medical  decisions  being  made  by 
nonphysicians,  and  a huge  transfer  of 
wealth  to  HMO  CEOs. 

How  did  we  get  to  this  point?  Physi- 
cians need  to  look  in  the  mirror.  Politi- 
cally, organized  medicine  is  ultra- 
conservative; the  American  Medical  As- 
sociation was  opposed  to  private  health 
insurance  and  Medicare,  so  employers 
and  politicians  filled  the  leadership  vac- 
uum. Some  say  physicians  need  to  or- 
ganize to  combat  profit  care.  Physicians 
have  too  many  organizations.  The  prob- 
lem is  not  a lack  of  organization. 

Organized  medicine’s  role  has  been  to 
represent  the  economic  interests  of  physi- 
cians, giving  lip  service  to  other  priorities 
such  as  public  health.  If  physicians  want 


to  enjoy  the  practice  of  medicine  again 
without  the  hassle  of  profit  care,  physi- 
cians need  to  outline  goals  that  are  com- 
patible with  a progressive  society: 

1.  Everyone  is  entitled  to  quality,  af- 
fordable health  care. 

2.  All  care  is  to  be  delivered  in  a timely 
manner. 

3.  National  health  insurance  does  not 
exclude  private  health  insurance. 

4.  Physicians  can  be  either  salaried  or 
in  private  practice  but  in  any  case, 
their  report  cards  will  be  public 
knowledge.  The  same  holds  true  for 
hospitals. 

5.  An  emphasis  will  be  placed  on 
healthy  lifestyle  education. 

6.  An  emphasis  also  will  be  placed  on 
medical  education  and  research. 

7.  Good  health  necessitates  adequate 
housing,  nutrition,  exercise,  educa- 
tion, and  the  avoidance  of  risky  be- 
havior such  as  violence  and  the  use 
of  drugs,  alcohol,  and  tobacco. 

These  goals  constitute  Americare, 
which  if  adopted,  would  place  profit 
care  where  it  rightfully  belongs  — in 
the  trash  bin  of  bad  historical  ideas. 

Gerald  Frankel,  MD 

1441  Redbud  Blvd,  Ste  261 
McKinney,  TX  75069 


Express  your  point  of  view  in  Texas  Medicine.  To  submit  a letter,  mail,  fax,  or  e-mail  it  to  Texas  Medicine,  TMA, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry_b(®texmed.org.  Please  type  letters  you  submit  for 
publication,  and  keep  the  length  to  400  words  or  less.  If  necessary,  you  may  include  a few  references,  preferably  less 
than  five.  Letters  are  published  at  the  discretion  of  the  managing  editor  and  editorial  advisors,  and  are  subject  to 
editing  and  abridgment.  Letters  represent  the  opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies  of 
the  Texas  Medical  Association. 


Age  brings  experience 


Freshman  medical  student  Tobir 
McGowen  states,  “I  hate  to  see 
any  evidence  suggesting  that  the 
problems  physicians  have  with 
managed  care  are  not  about  pa- 
tients but  about  their  paychecks.”  (See 
December  1998  Texas  Medicine,  p 10.) 

I suggest  that,  should  he  graduate 
and  earn  his  livelihood  by  the  practice 
of  medicine  for  about  10  years,  he  then 
will  pay  attention  as  to  who  signs  hij 
“PAYGHECK”  and  why. 

G.  Curtis  Hoskins,  MD 

7615  StHwy36  E 
Cross  Plains,  TX  76443 
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LEXUS  GS300  or  GS400 

Ready  for  Immediate  Delivery!! 


Medical  Division  means  “Superior  Service”... 

^ * No  Deposit  • Next  Day  Delivery  Anywhere! 

^ ^ ^ ‘No  Down  Payment  • No  Surprises  at  Delivery! 

* * * • Truly  Free  Loaner  Cars  • “Hassle-Free”  Shopping 


• GAP  Insurance  Included 


• Ask  About  3%  Cash  Back 


Comfort  Package,  Leather,  6 Disc  CD  Changer,  Front  & Rear  Air 
Conditioning  and  Running  Boards!! 

month  closed-end  lease  with  purchase  option.  MSRP-  $34,735.  Tax,  title,  license  and  1st  payment  due  on  delivery  for  a total  of  $3,438  due  at  inception. 
No  security  deposit  on  approved  credit.  Total  of  payments-  $18,623.  $250  disposal  fee.  Based  on  15K  miles  per  year  with  15c  penalty  for 
every  additional  mile  and  penalty  for  excessive  wear  and  tear.  With  approved  credit. 

ANY  MAKE  or  MODEL!!... 
TRADE-IN'S  are  WELCOME!! 


Get  a second  opinion 
from... 

SUPERIOR  LEASING,  M.D. 


kperior  Leasing 
• is  preferred  bp 
I the  phpsicians 
! themselves!! 


Miml  Cintron,  MD 
Harlingen,  TX 


"I  had  two  cars  with  unfinished  leases.  TImugh  Superior  Leasing, 

I was  able  to  terminate  those  leases  and  lease  tivo  new  cars  of  my 
choice  including  a BMW  740  il  They  were  delivered  to  my  front  door 
in  just  two  days!  That's  what  1 call  'creative  financing'!  Tome, 

Superior  Leasing  means  Superior 
Service!!" 


Miguel  Cintron,  MD,  Harlingen,  TX 


CALL  TOLL  FREE: 

800-988-0994 

(972)  994-0994 

www.superiorleasing.com 


'...if  it  depreciates,  lease  it!! if  it  appreciates,  buy  it!!" 


f.  Paul  Getty 

High  or  low  miles,  none  or  multiple  security  deposits,  zero  or  max.  down  regardless  of  credit... 
Superior  Leasing  Medical  Division  will  provide  a custom  tailored  lease  to  best  fit  your  needs. 


Leadership 

Conference 

Putting  Patients  First 

5%bifyQiry  Wt,  ? Wl> 


From  advocacy  to  public 
health  to  strategic  com- 
munication, February's 
conference  offers  myriad 
opportunities  to  grow  and 
learn.  Join  leaders  from 
TMA,  AMA,  and  county 
and  specialty  societies  for 
a weekend  of  lively  cama- 
raderie, effective  training, 
valuable  information, 
and  CME  credit  as  well. 


TexasMeclical 

Association 


For  more  information,  call 
(800)  880-1300,  ext.  1346, 
or  (512)  370-1346.  Or  visit 
TAAA's  Web  site  at 
www.texmed.org. 


There's  still  time  to  register 
for  this  important  conference 


Come  hear  these 
engaging  presentations... 

• Guiding  Our  American  Medical  Association  by  A/V\A 
Executive  Vice  President  E.  Ratcliffe  Anderson  Jr.,  MD 

• Cross-Generational  Approach  to  Putting  Patients  Firsi 

by  Marilyn  Moats  Kennedy,  founder  and  managing 
partner  at  Career  Strategies 

• Tribal  Warfare  in  Organizations  by  luncheon  speaker 
Peg  C.  Neuhauser,  president  of  PCN  Associates, 
author,  and  management  and  organizational 
consultant 

• The  State's  Agenda  for  Quality  Patient  Care  by 
Texas  Lt.  Gov.  Rick  Perry  (invited) 

• Meeting  the  Needs  of  the  State's  Medicaid  Patients 

by  Texas  Health  and  Human  Services  Commissioner 
Don  Gilbert 

• Obsolete  Medical  Staff  Bylaws:  What  You  Don't 

Update  Can  Hurt  You  by  Elizabeth  A.  Snelson,  JD 

• Panel  Session  on  Patient  Care  Issues  before  the 
76th  Texas  Legislature 

And  all  these  extras. 

• Up  to  7 hours  of  AMA  PRA  Category  1 CME  credit 

• Free  registration  for  TMA  members 

• Friday  reception  to  network  with  colleagues 

• Luncheon  courtesy  of  Texas  Medical  Association 
Insurance  Trust 

• Outstanding  afternoon  program,  Cross-Generational 
Approach  to  Putting  Patients  First:  An  In-depth  Look. 

by  Marilyn  Moats  Kennedy 


People 


Newsmakers 


Houston  rheumatologist  Frank  C.  Arnett, 
Jr,  MD,  received  the  Mark  Flapan  Life- 
time Achievement  Award  at  the  Sclero- 
derma Foundation  Annual  Conference. 

H.  Randolph  Bailey,  MD,  Houston,  was 
named  president-elect  of  the  American 
Society  of  Colon  and  Rectal  Surgeons. 

Houston  pediatric  infectious  diseases 
specialist  Carol  J.  Baker,  MD,  was 
named  the  first  recipient  of  the  Texas 
Children’s  Hospital  Foundation  Infec- 
tious Diseases  Endowment  Chair. 

Fort  Worth  radiologist  Mark  A.  Baker, 
DO,  was  appointed  to  the  Texas  De- 
partment of  Health  Medical  Radiologi- 
cal Advisory  Committee. 

Dallas  otolaryngologist  Marvin  C.  Cul- 
bertson, Jr,  MD,  and  his  wife,  Elizabeth, 
were  honored  with  the  creation  of  a pro- 
fessorship at  The  University  of  Texas 
Southwestern  Medical  School  when  Dr 
Culbertson  retired  after  40  years  of  serv- 
ice to  the  school.  Orval  Brown,  MD,  Dal- 
las, was  named  to  the  Beth  and  Marvin 
C.  (Cub)  Culbertson  Professorship  in  Pe- 
diatric Otolaryngology. 

The  1999  Texas  Society  of  Plastic  Sur- 
geons officers  include  James  Culling- 


Jesus  A.  Gomez,  MD 


Charles  A.  LeMaistre,  MD 


ton,  MD,  Austin,  president;  Charles  Ver- 
heyden,  MD,  Temple,  president-elect; 
Rod  Rohrich,  MD,  Dallas,  vice  presi- 
dent; Elizabeth  Kerner,  MD,  Plano,  sec- 
retary; Benjamin  E.  Cohen,  MD, 
Houston,  treasurer;  and  Robert  Hamas, 
MD,  Dallas,  historian. 

Houston  radiation  oncologist  Luis  Del- 
clos,  MD,  received  the  1998  Gold 
Medal  from  the  Ibero-Latin  American 
Society  of  Radiation  Oncologists  and 
the  Linsey  Award  from  the  National 
Cancer  Institute  in  Lima,  Peru. 

El  Paso  oncologist  Jesus  A.  Gomez, 
MD,  received  the  Ted  Spauding  Award 
for  Excellence  in  Graduate  Education 
from  the  Department  of  Healthcare  Ad- 
ministration at  Trinity  University  in 
San  Antonio  after  completing  his  mas- 
ter’s degree  in  science  and  health  care 
administration  at  the  university. 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
section  are  TM A membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
tion; or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin, TX  78701;  fax  (512)  370-1632;  e-mail  johanna_f@texmed.org. 


Richard  Mabry,  MD 


John  D.  McConnell,  MD 


J.  Dean  McCracken,  MD 


Pedro  A.  Rubio,  MD,  PhD 


The  1999  Harris  Gounty  Medical  Soci- 
ety officers  include  internist  Carlos 
Hamilton,  Jr,  MD,  Houston,  president; 
neonatal-perinatal  medicine  specialist 
Michael  Speer,  MD,  Houston,  presi- 
dent-elect; general  surgeon  Phillip  Sut- 
ton, MD,  Houston,  vice  president;  and 
emergency  medicine  specialist  Diana 
Fite,  MD,  Waller,  secretary-treasurer. 

Charles  A.  LeMaistre,  MD,  Austin,  re- 
ceived the  American  Cancer  Society’s 
Medal  of  Honor  for  Distinguished  Ser- 
vice in  Cancer  Control.  Before  his  re- 
tirement, Dr  LeMaistre  was  president  of 
The  University  of  Texas  M.D.  Anderson 
Cancer  Center  in  Houston. 
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People 


Richard  Mabry,  MD,  Dallas,  received  the 
Pen  and  Scroll  Award  from  the  Ameri- 
can Academy  of  Otolaryngic  Allergy. 

Fort  Worth  internist  Alvin  I.  Mathe  II, 
DO,  was  appointed  medical  director  of 
the  Wound  Healing  and  Hyperbaric 
Medicine  Center  at  the  Osteopathic 
Medical  Center  of  Texas. 

John  D.  McConnell,  MD,  Dallas,  was 
named  to  the  American  Urological  As- 
sociation Board  of  Directors. 

J.  Dean  McCracken,  MD,  San  Antonio, 
was  elected  president  of  the  Texas  So- 
ciety of  Medical  Oncology. 

Dallas  pathologist  Philip  O.  Mont- 
gomery, MD,  received  the  Aesculapius 
Award  from  the  Dallas  County  Medical 
Society. 

Dallas  pediatrician  William  H.  Moore, 
MD,  won  the  Dallas  White  Rock 
Marathon  and  qualified  for  the  US 
Olympic  Trials. 

Urologist  Lewis  E.  Pope,  MD,  was  named 
physician  of  the  year  by  the  Arlington 
Medical  Society. 

Porter  general  surgeon  Pedro  A.  Rubio, 
MD,  PhD,  received  the  Golden  Paracel- 
sus Medal  Pro  Merito  from  the  St  An- 
drew Association  of  the  Chivalrous 
Order  of  St  Andrew  in  Scotland. 

Center  Point  addiction  medicine  spe- 
cialist Francis  Seale,  MD,  was  honored 
by  Kerrville  Mayor  Ben  Low’s  designa- 
tion of  October  26,  1998,  as  “Dr  Fran- 
cis Eugene  Seale  Day”  in  recognition  of 
Dr  Seale’s  leadership  and  dedication  in 
the  field  of  substance  addiction. 

Tyler  radiologist  Joseph  Selman,  MD, 
received  the  Smith  County  Medical  So- 
ciety’s 1998  Gold-Headed  Cane  Award. 

Fort  Worth  surgeon  Adam  Smith,  DO, 
was  elected  vice  president  of  the  Texas 
Osteopathic  Medical  Association. 

Michael  Speer,  MD,  Houston,  was 
elected  to  the  Executive  Committee  of 


the  Perinatal  Section,  American  Acad- 
emy of  Pediatrics,  District  7. 

Family  practice-sports  medicine  spe- 
cialist Alan  Stockard,  DO,  was  named 
director  of  a new  sports  medicine  resi- 
dency training  program  at  the  Univer- 
sity of  North  Texas  Health  Science 
Center  in  Fort  Worth. 

James  C.  Thompson,  MD,  Galveston, 
was  named  president-elect  of  the 
American  College  of  Surgeons. 

Temple  anesthesiologist  Frank  J.  Villa- 
maria,  MD,  was  elected  to  the  Scott 
and  White  Clinic  Board  of  Directors  as 
an  associate. 

Lubbock  general  surgeon  Gerald  L. 
Woolam,  MD,  received  the  Award  of 
Hippocrates  from  the  Lubbock-Crosby- 
Garza  Gounty  Medical  Society. 


Deaths 


Edgar  Henry  Allen,  Jr,  MD,  71;  Mar- 
shall; Baylor  University  College  of  Med- 
icine, 1954;  died  November  28,  1998. 

Thomas  Patrick  Buckley,  MD,  69;  Dal- 
las; Hahnemann  University  School  of 
Medicine,  1959;  died  November  19, 
1998. 

Donald  Campbell,  MD,  83;  San  Anto- 
nio; Cornell  University  Medical  Col- 
lege, 1940;  died  November  30,  1998. 

Loren  Bruce  Goss,  MD,  68;  Tyler;  Uni- 
versity of  Iowa  College  of  Medicine, 
1955;  died  November  20,  1998. 

Gerald  Houghton  Jordan,  MD,  93; 

Sterling,  Va;  University  of  Western  On- 
tario, 1929;  died  November  12,  1998. 

Gonzalo  Lopez,  MD,  58;  Irving;  Univer- 
sidad  Nacional  de  Cuyo-Mendoza,  Ar- 
gentina, 1965;  died  December  14, 1998. 

Thomas  Sterling  Martin,  MD,  77;  El 
Paso;  Northwestern  University  Medical 
School,  1946;  died  November  18,  1998. 


Otto  Munoz,  MD,  61;  Lubbock;  The 
University  of  Texas  Southwestern  Med- 
ical School  at  Dallas,  1965;  died  No- 
vember 11,  1998. 

William  Horton  Nash,  MD,  70;  San  An- 
tonio; The  University  of  Texas  Medical 
Branch  at  Galveston,  1958;  died  No- 
vember 15,  1998. 

Thomas  Andrew  Rogers,  MD,  46;  El 

Paso;  The  University  of  Texas  Medical 
Branch  at  Galveston,  1985;  died  No- 
vember 15,  1998. 

Ruben  Conrado  Santos,  MD,  65; 

McAllen;  University  of  Nuevo  Leon 
Medical  School-Mexico,  1954;  died  No- 
vember 7,  1998. 

Miles  Eugene  Sedberry,  Jr,  MD,  76; 

Austin;  The  University  of  Texas  Medical 
Branch  at  Galveston,  1951;  died  De- 
cember 2,  1998. 

Walter  Baldwin  Shelton,  Jr,  MD,  74; 

Temple;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1958;  died 
November  19,  1998. 

Wayman  Rutherford  Spence,  MD,  64; 

Waco;  University  of  Oklahoma  College  of 
Medicine,  1960;  died  December  6,  1998. 

Vance  Terrell,  MD,  90;  Stephenville; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1932;  died  November  6, 
1998. 

George  Marion  Waddill,  Jr,  MD,  90; 

Amarillo;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1932;  died 
November  18,  1998. 
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Going  The  Extra  Mile  For 
The  Referring  Physician:  Cook  Childrens 
Talks  With  Dr.  W.  Paul  Bowman. 


Dr.  W.  Paul  Bowman  — Medical  Director  Of  Hematology/Oncology 


Dr.  Bowman,  what  trends  are  you  seeing  in  the 

FIELD  OF  PEDIATRIC  HEMATOLOGy/oNCOEOGY? 
Significant  strides  have  been  made  in  the  treatment  ofehildhood  cancer. 
Today,  more  than  70  percent  of  the  children  newly  diagnosed  with  cancer 
can  be  expected  to  enjoy  a relatively  long  life  and  possibly  even  .sec  a care 
for  their  disease. 


What  types  of  diagnoses  are  you  abee  to  treat 

GIVEN  THE  SCOPE  OF  SERVICES,  CEINICAE  EXPERTISE  AND 
RESOURCES  AVAIEABEE  AT  CoOK  ChIEDREn’s? 


We're  able  to  provide  care  for  patients  who  are  afflicted  with  a wide  range 
of  illnesses:  leukemia,  malignant  lymphoma,  brain  tumors  and  solid 

tumors.  In  addition,  we  treat  many  patients 
with  blood  conditions  that  arc  not  neces- 
sarily cancer-related,  such  as  .sickle  cell 
anemia  and  hemophilia.  Also,  scweral  of 
our  doctors  travel  to  outreach  hematology/ 
oncology  clinics  throughout  north  central 
and  west  Texas  to  provide  care  and  treatment 
on  a local  level. 

You  AND  YOUR 
TEAM  CURRENTEY 
CONDUCT 
MORE  BONE 
MARROW 


TRANSPEANTS  THAN  ANY  OTHER  CHIEDREn’s  HOSPITAE 

IN  Texas  and  surrounding  states.  What  do  you 
THINK  SETS  YOU  APART  FROM  OTHER  CHIEDREN’s  HOSPITAES? 
In  1986,  ii’t’  opened  the  first  pediatric  hone  marrow  transplant  program 
in  the  region  and  have  had  ver]’ good  success.  Our  center  is  approved  by 
the  National  Marrow  Donor  Program  as  a registry,  collection,  and  trans- 
plant center.  Wepertorm  both  allogeneic  and  autologous  transplanLs,  as 
well  as  utilize  unrelated  donors  for  patients  lacking  a family  match. 

Dr.  Bowman,  what  is  it  that  a referring  physician 

WANTS  MOST  TO  GET  OUT  OF  HIS  OR  HER  REEATIONSHIP 
WITH  A SPECTAEIST? 

He  or  she  wants  to  know  that  the  patients  and  their  families  will  be  pro- 
vided with  the  best  care  available;  that  tiny  will  have  a positive  experience, 
and  have  confidence  in  the  treatment  team.  He  or  she  wants  to  be  kept 
apprised  of  the  patient's  status,  stay  involved  in  the  follow-up  care,  and 
provide  support  to  the  family. 

Cook  Chiedren’s  is  an  independent  commeinity'-based 

HEAETH  CARE  SYSTEM,  COMBINING  THE  BEST  IN  PATIENT 
CARE  WITH  RESEARCH.  HoW  DOES  THIS  BENEFIT  THE  PATIENT? 
We  provide  patients  with  the  bc.st  of  both  worlds  - treatment  and  research. 
We  focus  primarily  on  the  clinical  aspects  of  the  patient's  care  and  also 
participate  in  ongoing  research  programs.  We  believe  n'c  are  in  the  best 
position  to  offer  greater  continuiN  of  care,  since  taking  care  of  the  patient 
is  our  number  one  concern. 

Cook  Children’s  Medical  Center  is  located  in  Fort  Worth,  Texas. 
For  more  information  about  Dr.  Bowman  and  our  other  pediatric 
oncologists  - Gretchen  Eames,  David  Friedman,  Timothy  Griffin, 
Jeffrey  Murray,  Joann  Sanders,  Ami  Slab,  Juan  Bernini  in  Midland/ 
Odessa  and  Benjamin  Carcamo  in  FJ  Paso  - call  1-800-COOK517. 

CookChildren’s 

Medical  Center 


AMA  interim  report 

Delegates  reaffirm  stance  on  E/M  guidelines, 
push  for  antitrust  reforms,  revamp  AMA  governance 


Arlington  general  surgeon  Bohn  D.  Allen,  MD,  chair  of  TMA's  Council  on  Socioeconomics,  addresses  the  American 
Medical  Association  House  of  Delegates  in  December. 


By  Steve  Levine 

ith  leadership  from  the 
Texas  delegation,  the 
American  Medical  Asso- 
ciation House  of  Dele- 
gates adopted  a strong 
resolution  on  fraud  and 
abuse  and  Medicare  eval- 
uation and  management 
(E/M)  documentation  guidelines  at  its  in- 
terim meeting  December  6-9  in  Hon- 
olulu. The  AMA  action  came  on  the  heels 
of  an  equally  strident  resolution  passed 
by  the  Texas  Medical  Association  House 
of  Delegates  a month  earlier. 

Arlington  general  surgeon  Bohn  D. 
Allen,  MD,  said  the  delegation’s 
“marching  orders  from  the  folks  back 
home”  demanded  that  the  AMA  House 
adopt  clear  and  unambiguous  policy  on 
the  issue.  Specifically,  the  delegates: 

• Called  on  the  AMA  to  “express  out- 
rage that  the  practice  of  medicine  is 
characterized  as  abusive  and  fraud- 
ulent”; 

• Adopted  a statement  that  America’s 
physicians  have  had  enough  of  un- 
fair fraud  and  abuse  enforcement 
and  will  not  stand  for  harassment  by 
auditors  or  unwarranted  accusations 
of  abusive  and  fraudulent  behavior; 

• Reaffirmed  the  House’s  opposition 
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to  “numeric  counting  systems”  in 
the  medical  record  and  called  on  the 
Health  Care  Financing  Administra- 
tion (HCFA)  to  replace  random  au- 
dits with  a focused  review  program 
that  includes  peer  review  of  statisti- 
cal outliers; 

• Instructed  the  AMA  Board  of 
Trustees  to  continue  technical  assis- 
tance to  HCFA  through  the  CPT  Edi- 
torial Panel  to  produce  simpler, 
patient-centered,  clinically  relevant, 
and  nonintrusive  guidelines;  and 

• Left  to  the  board  the  question  of 
whether  to  seek  legislative  remedies 
“if  negotiations  with  HCFA  are  un- 
successful in  implementing  all  appli- 
cable AMA  policies.” 

“The  underlying  driving  fear  is  that 
physicians  are  subject  to  fines  and 
penalties  and  being  kicked  out  of 
Medicare  over  trivial  differences  in 
documentation,”  said  Dr  Allen,  chair  of 
;TMAs  Council  on  Socioeconomics. 

' “That’s  why  TMA  has  particularly  been 
' insistent  that  any  guidelines  focus  on 
i medical  necessity  and  medical  deci- 
sion-making.” 

In  related  action,  the  AMA  House 
I urged  HCFA  to  eliminate  the  Payment 
Error  Prevention  Program,  including 
so-called  “bounties”  that  would  be  paid 
to  Medicare  peer  review  organizations 
that  identify  overpayments. 

Managed  care  response 

Much  of  the  discussion  over  how  AMA 
can  help  physicians  better  manage 
managed  care  focused  on  federal  an- 
titrust laws’  diminution  of  physicians’ 
bargaining  power  when  negotiating 
with  health  plans.  The  House  directed 
the  AMA  to  continue  to  seek  legislative 
relief  for  physicians  from  over-broad 
application  of  the  antitrust  laws. 

Delegates  also  called  for  state  and 
federal  legislation  to  hold  health  plans’ 
medical  directors  liable  for  their  medical 
decisions  “regarding  contractually  cov- 
ered services.”  The  House  approved  a 
1999  AMA  budget  that  included  an  in- 
crease of  more  than  $1  million  for  private 
sector  advocacy  efforts  that  “respond  to 
the  tremendous  growth  in  demand  for 
action”  on  managed  care  policies,  con- 
tracting, and  grievance  issues. 


AMA  structure  reform 

The  House  adopted  the  extensive  and 
often-scathing  report  from  the  Ad  Hoc 
Committee  on  AMA  Structure  and 
Governance  largely  as  delivered.  The 
committee  was  created  amid  the  fall- 
out of  AMA’s  1997  Sunbeam  scandal. 
House  action  on  the  report  included 
these  highlights: 

• AMA  bylaws  will  be  amended  so 
that  the  chair  of  the  board  will  be 
precluded  from  running  immedi- 
ately for  the  position  of  president- 


elect. The  bylaws  will  denote  a chair 
and  chair-elect  as  officers  of  the 
board,  each  limited  to  one  1-year 
term,  with  the  chair-elect  automati- 
cally succeeding  the  chair.  No  AMA 
officer  or  trustee  will  be  eligible  to 
serve  as  executive  vice  president 
within  3 years  of  leaving  office; 

• The  board  and  all  AMA  councils  will 
regularly  measure  their  meetings 
and  all  new  initiatives  against  the 
goals  of  the  AMA  strategic  plan;  and 

• A special  committee  of  the  House 
will  determine  the  structure  of  com- 
pensation and  establish  the  amount 
of  compensation  for  the  AMA  Board 
of  Trustees  annually.  A recommen- 
dation to  diminish  significantly  the 
public  appearances  of  board  mem- 
bers was  rejected  in  favor  of  an  in- 
dependent evaluation  of  the  value 
of  the  appearances. 

“The  House  action  sent  a message  to 
the  Board  of  Trustees,  and  it’s  not  nec- 
essarily a hostile  message,”  said 
William  G.  Gamel,  MD,  chair  of  the 
Texas  Delegation  to  the  AMA.  “The 
House  sent  a positive  message  of  con- 
structive criticism  to  correct  some  inef- 
ficiencies in  the  board’s  operations  and 
to  help  prevent  the  board  from  being 
perceived  as  overstepping  its  bounds  or 
responsibilities.” 


Other  issues  merit  action 

More  than  50  Texas  physicians  repre- 
senting TMA,  various  sections,  and  na- 
tional specialty  societies  participated  in 
the  AMA  meeting.  The  House  adopted 
two  of  the  three  resolutions  carried  by 
the  Texas  doctors,  whose  members  in- 
cluded Nancy  W.  Dickey,  MD,  of  College 
Station,  AMA’s  first  woman  president. 

Dr  Dickey  called  on  the  organization 
to  become  “the  national  champion”  for 
universal  access  to  health  care.  The  AMA 
president  said  it  is  “our  highest  priority 
. . . to  make  sure  that  every  patient  in 


every  community  in  America  has  access 
to  care  and  a way  to  pay  for  it,  no  matter 
who  they  are,  no  matter  what  they  do,  no 
matter  how  much  — or  how  little  — they 
earn.”  A recent  American  Medical  News 
article,  which  reported  that  the  number 
of  Americans  without  health  insurance 
grew  by  more  than  1.7  million  during 
1997,  also  noted  that  Texas’  26.7%  unin- 
sured is  the  nation’s  third  highest. 

Delegates  addressed  various  other 
economic,  legislative,  public  health, 
and  organizational  topics.  The  House: 

• Adopted  a resolution  reaffirming 
that  “anesthesiology  is  the  practice 
of  medicine”; 

• Adopted  the  policy  that  the  first  pri- 
ority for  funds  that  states  receive 
from  the  settlement  of  lawsuits 
against  tobacco  companies  should 
be  for  expanding  tobacco  cessation 
and  prevention  programs  and  for 
the  “treatment  of  diseases  related  to 
nicotine  addiction  and  tobacco  use”; 

• Voted  to  strongly  oppose  any  at- 
tempts to  legalize  physician-assisted 
suicide  or  euthanasia; 

• Urged  the  AMA  to  develop  recommen- 
dations regarding  the  number  of  US 
medical  school  graduates  “consistent 
with  appropriate  workforce  needs”; 

• Directed  the  AMA  to  seek  repeal  of 
HCEA’s  authority  to  require  physi- 


“The  underlying  driving  fear  is  that  physicians  are 
subject  to  fines  and  penalties  and  being  kicked  out  of 
Medicare  over  trivial  differences  in  documentation.” 
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cians  to  submit  diagnosis  codes  with 
every  claim  for  a lab  test; 

Directed  the  Council  on  Ethical  and 
Judicial  Affairs  to  reconsider  its  rec- 
ommendation prohibiting  physi- 
cians from  leaving  test  results  on 


patients’  answering  machines  with- 
out their  prior  consent; 

Adopted  a universal  definition  of 
“medical  necessity”; 

Adopted  recommendations  for  screen- 


ing and  surveillance  for  colorectal 
cancer; 

Rejected  a resolution  calling  on  the 
AMA  to  support  legislation  for  the 
increased  use  of  automatic  external 
defibrillators;  and 


Called  on  the  AMA  to  develop  and 
distribute  educational  materials  on 
domestic  violence,  partner  abuse, 
and  date  violence  for  junior  high 
and  high  schools. 


Action  on  Texas  resolutions 

The  Texas  delegation  carried  three  res- 
olutions to  Honolulu.  The  House  incor- 
porated one  of  the  proposals  into  its 
statement  on  E/M  guidelines. 

Delegates  also  adopted  a Texas  reso- 
lution calling  on  the  AMA  to  support 
legislation  against  carriers  or  payers 
who  use  “unreasonable  business  prac- 
tices to  unilaterally  downcode  or  inap- 
propriately bundle  physician  services.” 

The  third  Texas  resolution  called  on 
the  AMA  to  urge  pharmaceutical  com- 
panies to  stop  using  confidential  pre- 
scription drug  profiles  for  marketing 
purposes.  Delegates  decided  that  the 
problem  is  not  yet  well-enough  defined 
and  asked  the  board  to  complete  a 
study  of  the  issue  by  AMA’s  1999  an- 
nual meeting  in  June.  ★ 


More  than  50 Texas  physicians  representing  TMA, 
various  sections,  and  national  specialty  societies 
participated  in  the  AMA  meeting. 


Live  &Then  Give 
goes  national 


Dallas  orthopedic  surgeon  Phil  H.  Berry,  Jr,  MD,  has 
done  a tremendous  amount  of  living  since  that  1986  day 
when  he  found  himself  staring  death  in  the  face.  Thanks 
to  a liver  transplant,  Dr  Berry  survived  liver  failure  and 
has  lived  to  enjoy  his  three  daughters’  weddings,  three 
precious  grandchildren,  two  holes  in  one,  service  as  pres- 
ident of  the  Texas  Medical  Association,  and  the  creation 
of  an  award-winning  organ  donor  awareness  program. 

In  December,  Dr  Berry  took  that  Live  & Then  Give 
program  3,800  miles  across  the  Pacific  Ocean  to  Hon- 
olulu, where  he  helped  the  American  Medical  Associa- 


tion launch  a national  version  of  Live  &Then  Give.  Just 
as  he  has  with  hundreds  of  Texas  audiences  over  the 
past  few  years.  Dr  Berry  shared  with  the  AMA  House  of 
Delegates  his  moving  story  of  the  30-year-oid  South 
Texas  housewife  who  died  of  a bleeding  aneurysm  and 
gave  him  “the  ultimate  gift  of  life.” 

The  delegates  responded  with  a mass  organ  donor 
card-signing  ceremony,  which  Dr  Berry  hopes  will  be  the 
start  of  a nationwide  effort  by  America’s  physicians  to 
help  bridge  the  gap  that  has  created  a 60,000-person-long 
waiting  list  for  human  organs  in  this  country.  The  AMA’s 
Live  & Then  Give  initiative  includes  a video,  brochures, 
and  other  educational  materials.  Like  the  TMA  program, 
it’s  aimed  primarily  at  physicians,  their  families,  and  their 
staffs.  In  addition  to  the  delegates’  efforts,  the  AMA 
Medical  Student  Section  joined  the  national  Live  &Then 
Give  initiative  by  adopting  the  program  as  the  section’s 
community  service  project.  During  AMA’s  interim  meet- 
ing, about  100  medical  students,  including  several  Texans, 
donned  scrubs  and  hit  Honolulu  beaches  and  a local  mall 
to  discuss  the  importance  of  organ  donation.  Their  ef- 
forts reached  an  estimated  800  to  1,000  people. 

Dr  Berry  reminded  the  delegates  of  the  recent  news 
reports  that  hepatitis  C now  infects  about  170  million 
people  worldwide,  4 million  in  the  United  States.  In  10 
years,  he  says,  it’s  estimated  the  need  for  liver  trans- 
plants will  increase  523%. 

“If  there  ever  was  a white-hat  issue  for  us  to  pursue, 
this  is  it,"  Dr  Berry  told  the  AMA  House.  “When  we  put 
patients  first,  we  always  win,  along  with  our  patients.” 


Speaker  of  the  American  Medical  Association  House  of  Delegates  Richard  F. 
Corlin,  MD,  Santa  Monica,  Calif,  left,  and  Texas  Medical  Association  Immediate 
Past  President  Phil  H.  Berry,  Jr,  MD,  Dallas,  center,  look  on  as  AMA  Board  of 
Trustees  Chair  Randolph  D.  Smoak,  Jr,  MD,  Orangeburg,  SC,  right,  signs  an 
organ  donor  card  as  part  of  AM  A's  Live  & Then  Give  initiative. 
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Tool  to  measure 
patient  satisfaction 


As  part  of  Texas  Medical  Associa- 
tion’s “Putting  Patients  First”  ini- 
tiative, TMA  is  providing  you  with 
a tool  to  gauge  your  patients’  hap- 
piness with  your  work  in  the  form 
of  an  insert  in  this  issue  of  Texas  Medi- 
cine (between  pp  16  and  17). 

The  survey,  reprinted  with  permission 
; from  Stratis  Health’s  Patient  Satisfaction 
I Measurement  Program,  allows  patients 
to  rate  many  aspects  of  their  doctors’  ap- 
' pointments,  from  office  location  conven- 
ience to  the  technical  skills  and  personal 
manner  of  you  and  your  office  staff.  On 
; the  reverse  side  of  this  special  Texas  Med- 
i icine  insert,  you  will  find  advice  on  how 
to  improve  your  practice  based  on  the 
! data  you’ve  collected. 

Take  advantage  of  this  chance  to  re- 
fine your  practice,  track  quality  im- 
provement over  time,  and  obtain 
feedback  from  your  patients!  They’ll  be 
( glad  you  did.  ★ 

Leadership  conference 
focuses  on  patients 


Patient  care  — from  the  medical  of- 
fice to  the  state  legislature  — dom- 
inates the  program  topics  at  Texas 
Medical  Association’s  1999  Winter 
Leadership  Conference  February 
-27  at  the  Renaissance  Austin  Hotel. 

TMA  President  John  P.  Howe  III, 
MD,  will  kick  off  the  conference  with 
his  presentation  “Putting  Patients  First: 
Opportunities  and  Challenges,”  fol- 
lowed by  American  Medical  Associa- 
tion Executive  Vice  President  E. 
Ratcliffe  Anderson,  Jr,  MD,  with  his 
discussion  “Guiding  Our  AMA  to  an  En- 
jvironment  of  Quality  and  Values.” 

I Marilyn  Moats  Kennedy,  founder  of 
jthe  21-year-old  Wilmette,  111,  consult- 
ing firm  Career  Strategies,  will  present 
ja  cross-generational  approach  to  put- 
ting patients  first,  while  Texas  Health 
and  Human  Services  Commissioner 
Don  Gilbert  will  discuss  the  needs  of 
the  state’s  Medicaid  patients.  A TMA 
Council  on  Legislation  panel  will  give 
an  update  on  patient  care  issues  before 
the  76th  Texas  Legislature  to  round  out 

Tel  800.880.1300 


Elizabeth  A.  Snelson,  JD 


the  conference’s  general  session,  which 
begins  at  9:30  am.  Lieutenant  Gover- 
nor Rick  Perry  has  been  invited  to  dis- 
cuss the  state’s  agenda  for  quality 
patient  care  as  well. 

And  winter  leadership  attendees 
won’t  want  to  miss  valuable  presenta- 
tions before  and  after  the  general  ses- 
sion. Medical  staff  attorney  Elizabeth  A. 
Snelson,  JD,  will  present  the  7:30  am 
“dawn  duster”  session  titled  “Obsolete 
Medical  Staff  Bylaws:  What  You  Don’t 
Update  Gan  Hurt  You.”  Each  attendee 
will  receive  a copy  of  Ms  Snelson’s  new 
book  Physicians’  Guide  to  Medical  Staff 
Organization  Bylaws  at  the  2-hour  ses- 
sion sponsored  by  the  TMA  Organized 
Medical  Staff  Section.  Peg  C. 
Neuhauser,  author  of  Tribal  Warfare  in 
Organizations  and  president  of  PCN  As- 
sociates in  Austin,  will  provide  some 
communication  and  conflict  manage- 
ment pointers  during  the  conference 


Peg  C.  Neuhauser 


luncheon  sponsored  by  the  Texas  Med- 
ical Association  Insurance  Trust.  After 
lunch,  a special  2-hour  afternoon  pro- 
gram presented  by  Ms  Kennedy  will 
provide  insight  to  improve  outcomes 
with  patients,  staff,  colleagues,  family, 
and  friends  from  multiple  generations. 

TMA  committee,  council,  board,  and 
section  meetings  will  be  held  Eebruary 
24—27  in  Austin  in  conjunction  with  the 
conference,  along  with  a special  recep- 
tion Eebruary  26  from  5:30  to  7 pm.  The 
conference,  including  the  “dawn  duster” 
session,  the  luncheon,  and  the  afternoon 
session,  has  been  approved  for  7 hours 
of  AMA  PRA  Category  1 continuing 
medical  education  credit.  Registration  is 
free  for  TMA  members  and  invited 
guests,  and  $200  for  nonmember  physi- 
cians. Eor  more  information,  call  Amy 
Edwards,  TMA  special  services,  at  (800) 
880-1300,  ext  1346,  or  (512)  370-1346; 
or  e-mail  amy_e@texmed.org.  ★ 
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Retired  otolaryngologist  Ernest  Butler,  MD,  and  his 
wife,  Sarah,  of  Austin,  gave  Texas  science  teachers  a 
boost  through  a $30,000  donation  to  the  Texas  Medical 
Association  Foundation. 


Physician  treasures  teachers 
through  gifttoTMAF 


Texas  Medical  Association  Founda- 
tion (TMAF)  board  member 
Ernest  Butler,  MD,  and  his  wife, 
Sarah,  of  Austin,  have  made  a sig- 
nificant donation  to  TMAF,  and, 
in  doing  so,  a meaningful  contribution 
to  the  education  of  future  physicians. 

The  Butlers’  generous  gift  of  $30,000 
will  be  used  to  establish  an  endowment 
that  supports  TMA’s  Excellence  in  Sci- 
ence Teaching  Awards,  which  are  an- 
nual honors  given  to  outstanding 
science  teachers  at  the  elementary,  mid- 
dle, and  high  school  levels.  “Teachers 
can  be  such  a positive  stimulus  in  a stu- 
dent’s life,”  said  Dr  Butler,  TMAE  treas- 
urer and  retired  otolaryngologist. 

Longtime  philanthropists,  the  But- 
lers have  made  major  donations  to 
The  Blood  and  Tissue  Center  of  Cen- 
tral Texas  and  the  Austin  Museum  of 
Art.  Dr  Butler,  who  formerly  served  on 
the  boards  of  the  Travis  County  Med- 
ical Society  and  Texas  Medical  Eoun- 
dation,  is  a board  member  of  the 
Austin  Community  Eoundation,  Austin 


Symphony  Orchestra,  and  Austin  Mu- 
seum of  Art. 

For  information  on  how  to  make  addi- 
tional contributions  to  the  endowment, 
contact  TMAF  at  (800)  880-1300,  ext 
1664,  or  (512)  370-1664.  ★ 


TMAF  elections  result 
in  new  treasurer,  member 


One  Austin  physician  has  joined 
the  Texas  Medical  Association 
Foundation  (TMAF)  Board  of 
Trustees  while  another  Austin 
physician  has  accepted  additional 
board  duties  as  treasurer. 

Retired  internist  Robert  Bernstein, 
MD,  former  commissioner  of  health  for 
the  Texas  Department  of  Health  from 
1980  to  1991,  was  elected  a TMAF 
board  member,  while  retired  otolaryn- 
gologist Ernest  Butler,  MD,  was  elected 
treasurer  of  the  board. 

The  mission  of  TMAE,  the  philan- 
thropic arm  of  the  Texas  Medical  Asso- 
ciation, is  to  fund  initiatives  with  the 
power  to  help  physicians  create  a 
healthier  future  for  all  Texans.  ★ 


Public  health  partnerships  earn  community  grants 

The  Ropes  Course  Project  of  Odessa,  left,  and  the  National  Marrow  Donor  Program  of  Fort  Worth,  right,  recently  received  funds  earned  through  the  Texas  Medical 
Association  Foundation  (TMAF)  community  grants  program.  Ropes  Course  Project  participants  pictured  with  TMAF  board  member  Nalin  H.  Tolia,  MD,  center,  are  Susan 
Leshnower,  president  of  the  Ector  County  Medical  Alliance,  left,  and  Julia  Gaggin,  director  of  Harmony  Home  Children’s  Advocacy  Center,  right.  The  Ropes  Course 
Project  treatment  strategy  is  to  help  build  self-esteem,  trust,  and  confidence  among  children  who  are  victims  of  sexual  abuse.  National  Marrow  Donor  Program  partic- 
ipants pictured  with  TMAF  board  member  Beverlee  Herd,  second  from  left,  are  Teresa  Oltersdorf,  president  of  the  Tarrant  County  Medical  Society  Alliance  (TCMSA) 
Foundation,  left;  Gloria  Saenz,  chair  of  TCMSA's  Live  & Then  Give  program,  second  from  right;  and  Linda  Dorton,  representative  from  the  National  Marrow  Donor 
Program  at  Cook  Children’s  Medical  Center,  far  right.  The  program  is  an  initiative  to  tissue  type  potential  bone  marrow  donors  so  that  more  successful  matches  can  be 
made  for  patients  in  need.  The  new  TMAF  community  grants  program  awarded  funds  last  year  to  seven  projects  that  will  be  conducted  through  partnerships  between 
community  and  health-related  organizations  and  county  medical,  alliance,  and  specialty  societies. 
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TMA  Web  wizards  recently  have  made  several  improve- 
ments to  TMA's  Web  site  at  www.texmed.org.  Here  are 
just  a few. 

Find  a Texas  physician 

Point  prospective  patients  to  the  TMA  site  when  they  need 
to  know  basic  information  about  you  such  as  a map  to  your 
office,  your  phone  and  fax  numbers,  the  medical  school 
you  attended  and  your  graduation  date,  and  yourTMA  and 
AMA  member  status.  The  “Find  A Member”  section  under 
“AboutTMA”  in  the  public  section  of  the  TMA  Web  site  al- 
lows visitors  to  search  for  a Texas  physician  by  last  name, 
specialty,  city,  or  county  medical  society.  The  search  pro- 
duces a summary  of  the  above  information  plus  a physi- 
cian’s gender,  specialty,  and  county  medical  society. 

Earn  stroke  CME  credit  online 

Physicians  can  now  gain  3 hours  of  continuing  medical 
education  (CME)  credit  by  completing  the  Texas  Medical 
Association  Stroke  Program  online.  To  access  the  pro- 
gram, go  to  the  “Health  & Science”  area  of  the  TMA 
Web  site  and  select  “Special  Projects  in  Public  Health 
and  Quality.”  Then  select  “TMA  Stroke  Project”  and  fol- 
low the  directions  from  there.  This  CME  program,  spon- 
sored by  the  Texas  Medical  Association  Stroke  Project, 
is  designed  to  educate  physicians,  nurses,  and  other 
health  care  professionals  about  stroke  prevention,  care, 
and  treatment. 


Online  specialty  societies  are  on  the  move 

Tired  of  typing  in  a mile-long  address  to  find  your  spe- 
cialty society  on  the  Internet?  TMA’s  Association  Man- 
agement Services  (formerly  known  as  Specialty  Society 
Management  Services)  has  made  the  process  of  finding 
TMA-hosted  specialty  sites  much  simpler. 

If  your  specialty  society  is  listed  below,  just  type  in 
TMA’s  Web  address  plus  a slash  and  the  first  letter  of 
each  main  word  in  your  society’s  name  to  get  the  latest 
online  news  on  your  specialty.  If  you  don’t  want  to  keep 
up  with  several  society  Web  addresses,  go  to  the  TMA 
site  at  www.texmed.org,  select  “Other  Medical  Sites,” 
and  then  “Specialty  Societies”  for  links  to  most  of  Texas’ 
specialty  societies  with  Internet  sites. 


Texas  Association  of  www.texmed.org/tapnm 

Physicians  in  Nuclear  Medicine 
Texas  Dermatological  Society 
Texas  Geriatrics  Society 
Texas  Neurological  Society 
Texas  Radiological  Society 
Texas  Society  of  Gastroenterology 
& Endoscopy 

Texas  Society  of  www.texmed.org/tsmo 

Medical  Oncology 
Texas  Society  of  Pathologists,  Inc 
Texas  Society  of  Plastic  Surgeons 
Texas  Transplantation  Society,  Inc 
Texas  Urological  Society,  Inc 


www.texmed.org/tds 

www.texmed.org/tgs 

www.texmed.org/tns 

www.texmed.org/trs 

www.texmed.org/tsge 


www.texmed.org/tsp 

www.texmed.org/tsps 

www.texmed.org/tts 

www.texmed.org/tus 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  the  TMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  johanna_f(^texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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Prestigious  Homeowners  Want  Beautiful 

Lifetime  Roofing 

T"  There  is  absolutely  nothing  negative  to  say  about  the  new  residential-type  metal 
roofing.  It  looks  beautiful,  has  a SO-year  to  a lifetime  warranty,  is  fireproof  reduces 
summer  air  conditioning  costs  and  is  less  wasteful  than  asphalt  shingles.  Attractive 
metal  roofing  is  becoming  the  signature  of  high-end  houses.  Although  it  costs  somewhat 
more  to  install,  the  overall  cost  is  lower  because  of  its  long  life."  James  Dulley,  Syndicated  Columnist 

"Cut  Your  Utility'  Bills" 

%Wood  Shake  Beauty  %Can  Go  Over  Old  Roof  %UL'2218  (Class  IV)  Rated 

%Cuts  A/C  Costs  %Fire  Protection  % Baked  On  KYNAR  Finish 


%120mphWind  Warranty  % Lifetime  / 40yr.Transferable  % Increases  Home  Value 

Limited  Warranty  r 

Call  Today  For  A Free  Estimate  From  A Perfection  . 


A&T  Builders 

Dallas,  TX 

1-800-585-3443 
(214)  324-3837 

Seminole  Sales 
& Leasing 

Seminole,  TX 

(915)  758-9855 


Dealer  In  Your  Area: 

Champion 
Constructors 

Houston, TX 

1-800-422-2573 
(281)  587-2573 

South\wst 


Metal  Roofing 

San  Antonio,  TX 
(210)  822-6868 


Texas  Home 
Exteriors 

Austin,  TX 

1-800-638-3987 
(512)  453-8782 


Perfection 

; tx  Px-odu.&ts  - 

Made  in  the  USA 
www.Perfectionusa.com 


Reserve  your  place 
atTexMed  ’99  events 


What  do  a Ross  Perot  presenta- 
tion, a culture  bus  tour,  and  a 
visit  to  the  Heard  Natural  Sci- 
ence Museum  and  Raptor  Re- 
habilitation Center  have  in 
common?  They’re  all  activities  in  which 
you  can  participate  during  Texas  Med- 
ical Association’s  TexMed  ’99,  May  6-9 
at  the  Wyndham  Anatole  Hotel  in  Dallas. 

Finish  off  your  first  day  at  TexMed 
with  a presentation  by  a most  famous 
Texan  — Ross  Perot  — during  the  TMA 
Alliance’s  Dallas  World  Aquarium  Din- 

Iner  from  6:30  to  10  pm  on  May  6.  Your 
children  can  participate  in  special  activ- 
ities on  their  own  while  you  enjoy  a fine 
dinner  in  casual,  comfortable  attire. 

On  May  8,  soak  up  some  culture  by 
catching  a bus.  TexMed’s  Culture  Bus 
Tour  will  take  you  to  the  middle  of  Fort 
Worth’s  cultural  district,  from  which  you 
can  walk  to  the  Kimbell  Art  Museum, 
Amon  Carter  Museum,  the  Will  Rogers 
Memorial  Complex,  the  Fort  Worth  Mu- 
seum of  Science  and  History,  and  the 
Modern  Art  Museum  of  Fort  Worth. 
When  you’re  ready  for  a change  of  pace, 
the  bus  will  be  making  runs  from  the  mu- 
seum district  to  Fort  Worth’s  Sundance 
Square,  where  more  than  20  restaurants, 

1 20  retail  shops,  2 movie  theatres,  and  5 
'live  theatres  and  galleries  await  you. 

If  you’re  looking  for  an  outdoor  ex- 
perience, you’ll  want  to  catch  the  bus 
to  the  Heard  Natural  Science  Museum 
and  Wildlife  Sanctuary  in  McKinney, 
where  you  can  hike  the  nature  trails 
and  participate  in  a presentation  on  the 
rehabilitation  process  for  injured  birds 
of  prey.  Or  perhaps  a lively  game  of 
tennis  is  more  your  speed.  If  so,  grab 
your  racquet  and  head  over  to  the 
Wyndham  Anatole  Hotel’s  Verandah 
Club  during  the  afternoon  on  May  8. 

And  don’t  forget  TexMed  ’99  events 
sponsored  by  the  TMA  Foundation,  in- 
cluding the  1999  C.  Lincoln  Williston 
Golf  Tournament  on  May  5 and  the 
“New  York  Nights”  benefit  on  May  7. 
For  more  information  on  these  events 
or  on-site  child  care  or  to  reserve  a 
space  for  these  activities,  watch  for 
your  TexMed  ’99  registration  form  in 
the  mail.  ★ 


SUMMARIES  OF  RECENT  HEALTH  CARE  HEADLINES 


By  Melissa  McEver 


Poor  literacy  skills  can  take  their  toll  on  a person's  health,  a new  study  has 
found.  Researchers  at  CASE  WESTERN  RESERVE  UNIVERSITY  in  Cleve- 
land gave  a health  literacy  test  to  more  than  900  emergency  room  patients, 
measuring  their  ability  to  understand  directions  and  prepare  for  proce- 
dures. The  researchers  then  kept  track  of  how  often  the  patients  were  hos- 
pitalized. The  odds  that  patients  with  poor  medical  literacy  would  be 
hospitalized  were  significantly  higher  than  those  of  the  patients  deemed 
adequately  literate. 

(Journal  of  General  Internal  Medicine,  12/98) 

A nut  a day  may  keep  heart  troubles  away.  Researchers  at  the  HARVARD 
SCHOOL  OF  PUBLIC  HEALTH  have  found  that  eating  nuts  can  lessen  the 
risk  of  heart  disease.  The  scientists  discovered  that  women  who  ate  nuts 
more  than  five  times  a week  for  10  years  were  one-third  less  likely  to  de- 
velop heart  problems  than  other  women. 

(British  Medical  Journal,  11/14/98) 

The  belief  that  merely  wearing  sunscreen  protects  against  skin  cancer  may 
be  an  illusion,  a recent  study  by  the  EUROPEAN  ORGANIZATION  FOR 
RESEARCH  AND  TREATMENT  OF  CANCER  MELANOMA  COOPERA- 
TIVE GROUP  has  revealed.  Scientists  found  in  their  survey  of  631  school 
children  that  the  children  with  the  highest  use  of  sunscreen  were  the  most 
likely  to  have  sun-caused  moles,  a predictor  for  skin  cancer  later  in  life.  The 
researchers  speculated  that  this  effect  occurred  because  wearing  sun- 
screen is  associated  with  increased  sun  exposure.  They  recommended  that 
people  continue  to  use  sunscreen  but  also  wear  protective  clothing  and 
keep  sun  exposure  moderate. 

(Journal  of  the  National  Cancer  Institute,  12/16/98) 

The  teenagers  of  today  are  somewhat  healthier  than  the  teens  of  the  1960s, 
researchers  have  discovered.  Scientists  at  the  NATIONAL  INSTITUTES 
OF  HEALTH  found  that  teenagers  in  the  1990s  have  showed  a 4%  drop  in 
their  cholesterol  levels  from  those  of  adolescents  30  years  ago.  Teens’  daily 
fat  consumption  also  has  dropped  from  37%  to  34%  of  total  calories.  The  de- 
cline is  minimal,  but  it  still  could  have  a significant  impact  on  the  teens’  risk 
of  heart  disease  later  in  life,  the  researchers  reported. 

(Preventive  Medicine,  12/98) 
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Make  your  office  a 
cancer  prevention  and 
detection  center: 
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(800)  880-1300  ext.  1672  • (512)  370-1672  • poep@texmed.org 
http://www.texmed.org/health_science/hs_poep.html  • 401  West  15th  Street,  Austin,  TX  78701-1680 


Tex 


TexasMedical 

Association 


Research  recognizes  health 
differences  between  sexes 


C O N N E C T T O T M A 


The  Society  for  the  Advancement  of 
Women’s  Health  Research  has  pin- 
pointed 10  gender  differences 
concerning  disease  epidemiology 
and  health  outcomes  through  gen- 
ler-based  biology,  the  field  of  scientific 
nquiry  committed  to  identifying  the  bio- 
ogical  and  physiological  differences  be- 
ween  men  and  women.  The  society’s  10 
‘differences  that  make  a difference”  are: 

STDs  — Women  are  two  times  more 
likely  than  men  to  contract  a sexu- 
ally transmitted  disease  and  10 
times  more  likely  to  contract  HIV 
during  unprotected  sex  with  an  in- 
fected partner. 

Depression  — Women  are  two  to 
three  times  more  likely  than  men  to 
suffer  from  depression,  in  part  be- 
cause women’s  brains  make  less  of 
the  chemical  serotonin. 
Osteoporosis  — Women  comprise 
80%  of  the  population  suffering 
from  osteoporosis,  which  is  attribut- 
able to  a higher  rate  of  lost  bone 
mass  in  women. 

Lung  cancer  — Women  smokers  are 
20%  to  70%  more  likely  to  develop 
lung  cancer  than  men  smokers. 
Heart  disease  — Women  are  more 
likely  than  men  to  have  a second  heart 
attack  within  a year  of  the  first  one. 
Anesthesia  — Women  tend  to  wake 
up  from  anesthesia  more  quickly 
than  men  (an  average  of  7 minutes 
for  women  and  1 1 minutes  for  men). 
Drug  reactions  — Even  common 
drugs  like  antihistamines  and  antibi- 
otics can  cause  different  reactions 
and  side  effects  in  women  and  men. 
Autoimmune  diseases  — Three  out 
of  four  people  suffering  from  au- 
toimmune diseases  such  as  multiple 
sclerosis,  rheumatoid  arthritis,  and 
lupus  are  women. 

Alcohol  — After  consuming  the  same 
amount  of  alcohol,  women  have  a 
higher  blood  alcohol  content  than 
men. 

Pain  — Some  pain  medications 
(known  as  kappa-opiates)  are  far 
more  effective  in  relieving  pain  in 
women  than  in  men.  ★ 


Call  this  24-hour  hotline  to  report  information  concerning  physicians  who  may 
be  abusing  alcohol  or  other  drugs,  or  who  may  be  chemically  addicted,  psychi- 
atrically  impaired,  or  have  other  problems.  All  calls  are  confidential. 


y TMA  switchboard 


impaired  physicians 


The  Texas  Medical  Association  insurance  Trust  offers  life,  health,  disabili- 
ty, office  overhead,  personal  accident,  and  other  insurance  plans  and  prod- 
ucts to  TMA  members,  their  families,  and  office  staffs. 


TMA  offers  qualified  medical  students  and  residents  low-interest  loans. 
Call  for  general  requirements  and  application  procedures. 


(800)880-1300,  ext  1362 


The  TMA  Political  Action  Committee  speaks  on  behalf  of  physicians 
through  grassroots  involvement,  personal  relationships  with  elected  offi- 
cials, and  political  campaign  participation  and  contributions. 


tiiHl 


The  Texas  Physician  Services  Organization  delivers  physicians  and  physi- 
cian organizations  an  array  of  products  and  services  to  help  them  succeed 
in  the  changing  medical  marketplace. 

Use  the  following  prefixes  plus 
General  Information 
Continuing  Medical  Education 
interspecialty  Society  Committee 
Medical  Education 
Member  Services 
Meeting  Management 
Physician  Oncology  Education  Program 
Sneak  Preview 
Specialty  Societies 
TMA  Alliance 
TMA  Bookstore 
TMA  Library 

Texas  Physician  Services  Organization 
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A Capitol  Salute 

1999  TEXPAC  Retreat  and  TMA/TMA  Alliance  Capitol  Check-Up 

Austin  ★ March  23  & 24,  1999 

Texas  Medical  Association,  Doubletree  Guest  Suites,  and  State  Capitol 
Sponsors:  Texas  Medical  Association  ★ TEXPAC  ★ Texas  Medical  Association  Alliance 


Physicians  and  alliance  members  are  urged  to  attend! 

For  more  information  call  (800)  880-1300,  ext.  1328,  or  ext.  1363 


"Insurance  and  Risk  Managettimt  Serpkes  Since  1947" 

As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for: 

♦ Individual  and  Group  Practice  Physicians  and  Surgeons  • 
• Clinics  • Surgery  Centers  • IPA%  • PHO's  • MSO's  • 

# Multi-Specialty  Practices  • 


Additioml  Informatim,  Contact: 

Scott  Pullen 


9901  IH  10  West,  Suite  800 
Sail  Antonio,  Texas  70230 
Telephone:  Toll  Free  000,550.2025 
or  210,551,7909 


Office  Locations: 

San  Antonio,  Texas  • Chicago,  Illinois  • Stevensville,  Mi 
Cleveland,  Ohio  • Columbus,  Ohio 
Pittsburgh,  Pennsylvania  • San  Diego,  California 


Medicaid  providers 
reminded  to  reenroll  ^ 


Medicaid  providers  have  until 
September  to  reenroll  with  the! 
National  Heritage  Insurance! 
Company  (NHIC)  but  are! 
strongly  encouraged  by  NHIC; 
to  return  completed  packets  quickly* 
After  June  1,  NHIC  cannot  guarantee; 
that  packets  will  be  entered  into  the, 
new  database  before  the  September  1:! 
cutoff.  Providers  who  fail  to  return  a 
completed  reenrollment  form  by  Sep- 
tember will  be  disenrolled  from  the 
program.  Physicians  who  currently 
have  multiple  provider  numbers  re- 
ceived duplicate  packets,  though  only! 
one  must  be  returned.  The  exception  is  I 
for  some  group-based  physicians  who 
practice  at  multiple  locations.  | 

This  initiative  is  driven  by  Senate! 
Bill  30,  which  was  enacted  by  the  Texas 
Legislature  in  1997  and  obliges 
providers  to  sign  a new  agreement  stip- 
ulating that  they  will  comply  with  the 
state’s  Medicaid  program  integrity  ef-, 
forts.  For  questions  about  the  reenroll- 
ment process  or  if  you  did  not  receive  a 
form,  contact  NHIC  customer  relations 
at  (800)  925-9126.  ★ 

More  time  in  church  means 
less  time  in  hospitals 


Older  patients  with  some  religious 
affiliation  cut  down  their  hospital 
stays  by  more  than  half,  accord- 
ing to  a Duke  University  Medical 
Center  study.  Patients  age  60  or 
older  with  no  religious  connection 
spent  an  average  of  25  days  in  the  hos- 
pital compared  with  the  11  days  spent 
by  patients  with  some  religious  associa- 
tion. Those  who  attended  weekly  reli- 
gious services  were  56%  less  likely  to 
have  been  hospitalized  the  previous 
year  compared  with  those  who  at- 
tended less  frequently. 

The  study,  which  was  published  in  the 
October  1998  Southern  Medical  Journal 
examined  the  relationship  between  reli- 
gious participation  and  affiliation  and 
acute  hospital  services  in  542  patients 
aged  60  or  older  consecutively  admitted 
to  Duke  University  Medical  Center.  ★ 
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POEP  ethics  talks  come 
to  your  neighborhood 


TMA’s  Physician  Oncology  Educa- 
tion Program  (POEP)  has  hit  the 
highway  to  bring  yon  tlie  latest 
cancer  information  and  a chance 
to  fulfill  that  1 formal  continuing 
medical  education  hour  in  medical 
ethics  and/or  professional  responsibility. 


Physician  Oncology 


Education  Program 


i With  60  to  90  days’  notice,  POEP  will 
;put  together  an  ethics  “on-the-road” 
.talk  for  your  county  medical  society  or 
hospital  covering  either  cancer  pain 
management  or  genetic  evaluation  of 
cancer.  The  cancer  pain  management 
lecture  includes  discussion  of  pain  as- 
sessment, pain  medication  dosages  and 
side  effects,  and  end-of-life  decision- 
making. The  lecture  on  the  genetic  eval- 
uation of  cancer  focuses  on  topics  such 
as  assessment  of  risk  for  inherited  can- 
cer, identification  of  possible  candidates 
for  genetic  testing,  and  the  ethical  and 
legal  issues  relating  to  genetic  informa- 
tion confidentiality. 

Eor  more  information  or  to  request  a 
speaker,  call  (800)  880-1300,  ext  1671, 
or  (512)  370-1671;  or  e-mail  poep@ 
texmed.org.  ★ 


Baylor/Rice  create 
dual  degree  program 


Anew  health  sciences  manage- 
ment program  produced  by  Bay- 
lor College  of  Medicine  and  Rice 
University,  both  in  Houston,  will 
offer  two  dual-degree  programs 
' — an  MD/MBA  and  a PhD/MBA. 

Students  participating  in  the  Bay- 
lor/Rice Program  in  Health  Sciences 
Management  will  learn  about  health 
Insurance,  managed  health  care  firms, 
pharmaceutical  and  medical  supply 
companies,  biotechnology  companies, 
and  other  topics  concerning  health  eco- 
nomics. Eor  more  information,  call 
(713)  798-4842.  ★ 

Tel  800.880.1300 


Get  some 


Action 


in  your  e-mail  box 


Action  is  going  electronic. 

Sign  up  today  to  subscribe 
to  Action,  the  newsletter, 
viae-niail. 


WHY? 

• Don't  wait  tor  sn:iil  mail  to  bring  you 
Action's  news,  insigliLs  and  practice- 
saving tips 

• (let  eacli  montlily  issue  nearly  two 
weeks  eaiiy. 

• (jet  one  less  piece  of  mail  from  TMA. 

• File  the  articles  electronically  or  instantly 
zap  them  to  your  friends  and  coileagues. 


To  subscribe,  visit  the  Members’  Only  section  of  the  TMA  Web  site  at  www.texmed.org  and  follow  the 
links  from  the  home  page.  Next  month's  issue  of  Action  will  arrive  in  your  e-mail  box,  for  free,  before 
the  ink  is  even  dry  on  the  paper  version. 


LEGAL  REPRESENTATION 

By  a Texas  Physician 


Brian  H.  Tew,  M.D.,  J.D 

SHAREHOLDER 

Legal  representation  of  physicians 
involving:  Medical  Malpractice, 
Medical  Staff  Peer  Review, 
Texas  State  Board  of  Medical 
Examiners  (hearings,  settlement 
conferences  and  licensure). 
Economic  Credentialing, 
Managed  Care  Disputes. 

Not  Certified  liv  the  Texas  Board  of  Legal  Specialization 


Hays,  McConn,  Rice  & Pickering 

400  Two  Allen  Center  - 1200  .Smith  St.  - Hou.ston,  TX  77002 


o 


o ^EYS 


\ 

Direct  Line 

E-maii 

713-752-8311 

BHT@HaysMcConn.com  i 
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Things  you 
need  to  know 


Some  managed  care  organiza- 
tion (MCO)  contract  questions 
defy  categorization,  but  you’ll 
want  to  know  the  answers  to 
them  just  the  same. 

* What  is  your  marketing  plan 
for  this  area? 

* How  many  members  do  you 
currently  cover  in  how  many 
markets? 

* What  other  doctors  and  hos- 
pitals in  the  area  are  partici- 
pating in  your  program?  What 
other  providers  in  the  area  do 
you  have  plans  to  contact? 

■ What  has  been  your  financial 
success  — profit  or  loss? 

* What  is  the  MCO's  medical 
loss  ratio? 

* Will  you  provide  me  with  an 
audited  financial  statemerit 
of  your  operation? 

* Does  the  MCO  “own"  its  own 
network  or  does  it  “rent”  the 
network  out  to  other  insur- 
ance companies? 

* What  could  lead  to  my  termi- 
nation frojn  your  network? 
What  criteria  are  used  to  dese- 
lect a physician?  What  appeal 
process  do  you  offer  physi- 
cians in  these  situations? 


Source:  TMA's  Texas  Physician  Services 
Organization  (TPSO).  For  more  information 
about  TPSO  services  or  to  request  a copy  of 
the  TPSO  catalog,  call  (800)  523-TPSO,  or  (512) 
370-1418;  or  e-mail  tpso@texmed.org. 


New  scholarships  assist 
Harris  County  students 


Medical  students  who  attend 
school  in  Harris  County  can 
earn  scholarships  from  a new 
fund.  The  Texas  Medical  Asso- 
ciation Foundation  Harris 
County  Medical  Society  Auxiliary 
Scholarship  Fund  offers  scholarships 
to  third-  and  fourth-year  medical  stu- 
dents who  are  progressing  satisfacto- 
rily with  their  school  work  and  who 
are  US  citizens. 

Scholarship  recipients  will  be  deter- 
mined by  the  financial  aid  offices  at 
Baylor  College  of  Medicine  and  The 
University  of  Texas-Houston  Medical 
School.  This  year,  the  two  schools  re- 
ceived $2,500  each  to  award  to  deserv- 
ing students.  The  amounts  presented  to 
the  schools  vary  in  accordance  with  the 
annual  interest  earned  by  the  fund,  and 
the  number  of  scholarships  awarded  is 
determined  by  the  medical  schools’  fi- 
nancial aid  offices.  For  more  informa- 
tion, contact  the  financial  aid  offices  at 
Baylor  and  UT-Houston.  ★ 

Scientists  give  high  ranking 
to  UT  Southwestern 


When  it  comes  to  impact  on  fel- 
low scientists.  The  University 
of  Texas  Southwestern  Med- 
ical Center  at  Dallas  ranks 
second  among  all  American 
universities  and  medical  centers  cited 
in  journal  articles  related  to  biology 
and  biochemistry,  according  to  a Sci- 
enceWatch  survey. 

The  survey  examines  data  from  the 
Institute  for  Scientific  Information, 
which  publishes  Current  Contents,  Sci- 
ence Citation  Index,  and  Journal  Cita- 
tion Reports,  and  ranks  the  top  100 
federally  funded  institutions  for  num- 
ber of  papers  published  in  nine  biolog- 
ical fields  between  1993  and  1997. 
Relative  impact  was  calculated  using 
the  average  number  of  times  a paper 
was  cited  in  another  paper  relative  to 
the  world  average  for  papers  in  the 
same  field.  Duke  University  ranked  first 
in  relative  impact  while  Harvard  Uni- 
versity ranked  third.  ★ 


Mark  Duga,  DO,  chief  resident  for  anesthesiology  at 
Baylor  College  of  Medicine,  left,  and  Cheryl  Hammer, 
head  nurse  for  anesthesiology,  center,  practice  on  the 
high'tech  mannequin  made  from  a sophisticated  com- 
puter designed  along  the  lines  of  a flight  simulator. 
Baylor  is  the  only  medical  school  in  Texas  using  the 
patient  simulator. 


Baylor  residents  learn 
from  lifelike  mannequin 


Anesthesiology  residents  at  Baylor 
College  of  Medicine  in  Houston 
are  learning  how  to  manage 
problems  that  might  arise  in  sur- 
gery from  a high-tech  patient 
simulator  set  up  in  a fully  equipped  op- 
erating room. 

“This  simulator  goes  far  beyond  the 
typical  CPR  mannequin  that  most  people 
have  seen,”  said  Hal  Doerr,  MD,  director 
of  the  anesthesiology  department’s  hu- 
man patient  simulator  center.  “It  breathes, 
and  has  a heartbeat,  pupils  that  react  to 
light,  a pulse  that  can  be  felt  at  four  loca- 
tions, and  heart  and  lung  sounds.” 

After  spending  their  first  3 days  in  an 
intensive  training  session  with  the  pa- 
tient simulator,  residents  begin  one-on- 
one  training  in  hospitals  with  their 
anesthesiologist  mentors.  The  simula- 
tor also  is  used  to  help  advanced  resi- 
dents review  lecture  material,  introduce 
medical  students  to  drug  interactions 
and  clinical  anesthesiology  skills,  and 
teach  nurses  crisis  management.  ★ 
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MedWatch  article  offers 
vaccine  safety  education 


Anew  MedWatch  article  titled 
“Post-marketing  Surveillance  for 
Adverse  Events  After  Vaccina- 
tion: The  National  Vaccine  Ad- 
verse Event  Reporting  System 
(VAERS)”  provides  information  on  vac- 
cine safety  monitoring  and  is  approved 
for  a maximum  of  1 free  hour  of  AMA 
PRA  Category  1 continuing  medical  ed- 
ucation (CME)  credit. 

Health  professionals,  vaccine  manu- 
facturers, and  the  public  voluntarily  re- 
port clinical  events  after  vaccinations 
to  VAERS,  the  national  passive  surveil- 
lance system  monitoring  vaccine  safety. 
The  CME  article,  which  is  provided  as  a 
service  by  the  National  Institutes  of 
Health/Foundation  for  Advanced  Edu- 
cation in  the  Sciences  and  the  US  Food 
and  Drug  Administration  (FDA),  ex- 
pires on  October  31,  2001,  and  can  be 
found  on  the  MedWatch  Web  site  at 
www.fda.gov/medwatch. 

To  obtain  more  information  or  to  re- 
port serious  adverse  events  involving 
vaccines  to  VAERS,  call  (800)  822-7967 
or  consult  the  FDA  VAERS  Web  site  at 
www.fda.gov/cber/vaers.html.  ★ 

Presbyterian  Hospital 
receives  $500,000 


Dallas’  Cain  Foundation  donated  a 
$500,000  endowment  to  the  In- 
stitute for  Exercise  and  Environ- 
mental Medicine  (lEEM)  at 
Presbyterian  Hospital  in  Dallas 
to  establish  the  Effie  and  Woffard  Cain 
Chair  in  Cardiopulmonary  Research. 
The  lEEM,  a cooperative  effort  with 
1 The  University  of  Texas  Southwestern 
» Medical  Center,  provides  research,  edu- 

If 

cation,  and  clinical  practice  aimed  at 
t improving  human  functional  capacity 
in  health  and  disease  to  maximize 
I quality  of  life.  ★ 


I 


Help  physicians  in  need 
during  February  fundraiser 


This  month,  TMA’s  Physician 
Health  and  Rehabilitation  (PHR) 
Assistance  Fund  asks  you  to 
“Have  a Heart  for  Physicians.” 
The  PHR  Assistance  Fund  pro- 
vides financial  assistance  to  physicians 
who  cannot  afford  treatment  for  de- 
pression, chemical  dependency,  or 
other  problems,  or  whose  families  need 
help  with  short-term  living  expenses 
while  a physician  receives  treatment. 

Physicians  seeking  assistance  obtain 
a loan  application  from  the  PHR  Assis- 
tance Fund,  and  a team  composed  of 
two  PHR  committee  members  and  one 
TMA  Alliance  representative  reviews 
the  completed  loan  application.  If  the 


committee  recommends  approval  of  'he 
loan,  it  makes  that  recommendation  to 
the  TMA  Board  of  Trustees.  After  the 
PHR  Assistance  Fund  receives  approval 
of  the  loan,  the  applicant  signs  a loan 
agreement.  When  the  PHR  Assistance 
Fund  receives  the  agreement,  checks 
are  forwarded  to  the  appropriate  per- 
son or  entity.  The  first  payment  on  a 
loan  is  due  no  later  than  2 years  from 
the  date  of  the  loan  or  6 months  after 
the  physician  becomes  gainfully  em- 
ployed, whichever  occurs  first. 

The  PHR  Assistance  Fund  relies  on 
donations  to  continue  this  important 
work.  To  help  your  colleagues  who  are 
in  recovery  and  need  financial  assis- 
tance, contact  Linda  Kuhn  at  (800)  880- 
1300,  ext  1342,  or  (512)  370-1342;  or 
e-mail  linda_k@texmed.org.  ★ 


Here  are  some  recent  words  of  wisdom  on  patient-physician  communica- 
tion from  your  colleagues. 

“Treat  your  patients  as  you  would  wish  to  be  treated.” 

- P.R.  Gilmer,  MD,  Houston 

“Remember  why  you  went  into  medicine.  Remember  back  in  medical 
school  — the  interactions  with  patients  that  had  the  greatest  impact  on 
you.  Look  now  at  the  moments  in  your  busy  life  that  truly  give  you  real, 
heartfelt  satisfaction.  Look  ahead  to  how  you  want  to  reflect  upon  your  ca- 
reer in  medicine.  Then  resolve  to  care.  Resolve  to  fight  when  you  should. 
Resolve  to  reflect  upon  what  it  is  we  do." 

- Jeff  Jekot,  MD,  A ustin 

Please  send  your  suggestions  for  putting  patients  first  and  improving  pa- 
tient-physician communication  to  Texas  Medicine,  401  W 15th  St,  Austin, 
TX  78701;  fax  (512)  370-1632;  or  e-mail  president@texmed.org. 
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Handling  coma 
and  brain  death 
By  Robert  Fine  JD 


Case  study 

After  a lengthy  debate  with  Mr  Mar- 
tinez," three  things  were  clear:  one,  he 
didn’t  want  his  wife  to  die;  two,  he 
wasn’t  about  to  agree  to  withdrawal  of 
the  ventilator;  and  three,  he  didn’t  un- 
derstand much  of  what  was  being  said. 

Earlier  in  the  day,  his  wife,  a 68-year- 
old  Hispanic  woman,  was  brought  to  the 
emergency  department  with  a massive 
intracerebral  hemorrhage.  Mr  Martinez 
was  called  immediately.  Meanwhile,  af- 
ter rapid  and  appropriate  evaluation, 
she  was  declared  brain  dead.  When  he 
arrived,  his  wife’s  attending  physician 
and  neurologist  explained  her  condition 
and  the  hospital’s  policy  regarding  brain 
death.  They  told  Mr  Martinez  that  when 
brain  death  was  certified,  the  patient 
was  declared  legally  dead  and  all  life- 
sustaining  systems  were  turned  off 

“I  don’t  want  you  to  kill  my  wife!”  he 
said.  “You  wait  for  my  nephew.  Don’t 
kill  her.  I can  see  her  heart  beating.” 

'"Names  changed  to  protect  privacy. 


Robert  L.  Fine,  MD,  is  an  internist  and  chair  of  the 
Institutional  Ethics  Committee  at  Baylor  University 
Medical  Center  In  Dallas.  Reprinted  with  permission 
from  Baylor  University  Medical  Center. 


Because  Mr  Martinez  didn’t  speak  or 
understand  English  well,  it  was  diffi- 
cult for  the  physician  to  explain  brain 
death  in  a way  he  could  comprehend. 
After  24  hours  of  discussion  and  de- 
bate, the  ethics  committee  was  called 
in  and  Mr  Martinez’s  nephew,  who  was 
fluent  in  English,  arrived  to  help. 

“I’m  really  confused  here,”  the 
nephew  said.  “One  doctor  said  she  is 
comatose;  the  other  said  she  is  dead.  I 
don’t  believe  it!  I’ve  heard  about  people 
who  come  out  of  this.  A friend  told  me 
about  her  second  cousin  who  was  in  a 


coma  just  like  this  and  then  woke  up 
like  nothing  ever  happened.” 

At  first,  the  nephew  stood  firm  that 
no  life-support  systems  should  be  re- 
moved. After  reexplaining  the  differ- 
ence between  coma  and  brain  death, 
the  ethics  consultant  and  the  family 
reached  an  agreement.  Mrs  Martinez 
would  remain  on  life  support  for  2 days 
to  allow  the  family  to  gather  and  come 
to  terms  with  her  death. 

Discussion 

Was  this  case  handled  appropriately? 
Ultimately,  the  answer  is  yes.  The  at- 
tending physician  and  consulting  neu- 
rologist made  reasonable  attempts  to 
explain  the  salient  issues  to  the  pa- 
tient’s distraught  husband,  although 
apparently  some  mixed  messages  were 
given  about  her  condition.  They  were 


hampered  both  by  his  emotional  state 
and  by  language  barriers.  However, 
even  his  nephew,  who  was  unhindered 
by  language  barriers,  was  confused 
about  the  difference  between  coma  and 
brain  death.  Taking  the  time  to  explain 
the  difference  between  coma  and  brain 
death  was  the  only  way  to  reach  an 
understanding. 

When  explaining  these  two  conditions 
(and  the  related  persistent  vegetative 
state),  it  may  be  helpful  to  explain  coma 
as  a sleep  state  from  which  a person  does- 
n’t immediately  awake.  Patients  with 


many  forms  of  severe  injury  to  the  brain 
initially  may  present  as  comatose.  Many 
of  these  injuries  will  be  familiar  to  pa- 
tients and  their  families,  such  as  stroke, 
trauma,  drug  overdoses,  etc.  A patient 
may  improve  from  a comatose  state  to 
some  level  of  persistent  brain  injury  or  all 
the  way  to  a complete  recovery.  The  pa- 
tient also  may  decline  into  a persistent 
vegetative  state  (often  explained  as  an 
“eyes-open  persistent  coma”  in  which 
higher  cortical  function  is  lost  but  the 
brain  stem  is  relatively  intact),  or  they 
may  decline  to  brain  death.  Brain  death 
can  be  described  as  complete  cessation  of 
all  brain  activity  including  higher  brain 
function  and  brain  stem  function.  Patients 
may  “wake  up”  from  a coma  but  not  from 
brain  death.  Note  that  family  members  of- 
ten interpret  the  “eyes-open”  aspects  of 
the  persistent  vegetative  state  as  an  indi- 


When  explaining  these  two  conditions, 
it  may  he  helpful  to  explain  coma  as  a sleep  state 
from  which  a person  doesn’t  immediately  awake. 


Texas  Medicine  welcomes  comments  about  issues  discussed  in  the  Forum  on  Ethics.  If  you  would  like  to  comment  or  submit  a column  for  possible  publication,  please  contact 
Teri  Moran,  senior  editor,  at  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  phone  (800)  880-1300,  ext  1371,  or  (512)  370-1371;  fax  (512)  370-1632;  or  e-mail  teri_m@texmed.org. 
Proposed  columns  must  be  no  longer  than  900  words  and  written  in  a case  study  format. 
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cation  that  their  loved  one  is  improving. 
Unfortunately,  that  is  not  really  the  case 
when  all  higher  cortical  function  is  lost. 
Although  these  concepts  are  clear  to  most 
physicians,  the  patient  appears  essentially 
identical  in  these  states  to  the  family  and 
friends,  making  it  hard  for  them  to  accept 
our  technical  explanations. 

Families  will  understand  these  two 
states  more  fully  after  they  have  some 
time  to  absorb  what  has  happened. 
Many  times,  a second  or  third  expla- 
nation will  be  necessary.  Drawing  pic- 
tures or  showing  families  MRI  or  CT 
pictures  of  the  brain,  both  normal  and 
injured,  is  often  useful.  Understanding 
a family’s  value  system  and  educa- 
tional background  may  help  you  as 
the  physician  to  better  explain  things 
to  them. 

Coma,  the  persistent  vegetative 
state,  and  brain  death  are  three  differ- 
ent conditions  that,  at  the  bedside,  ap- 
pear essentially  identical  to  families 
and  others.  They  are  difficult  concepts 
for  families  to  understand.  It  is  impor- 
tant for  them  to  know  the  difference. 


Try  explaining  that  any  serious  brain 
injury  initially  presents  as  coma.  From 
that  point,  patients  ultimately  will  go 
in  one  of  four  general  directions.  Some 
will  improve  to  some  level  of  brain  in- 
jury that  leaves  a loss  of  function,  such 
as  paralysis  or  inability  to  communi- 
cate. Some  will  return  to  normal.  Some 


will  enter  a state  of  persistent,  eyes- 
open  unconsciousness,  known  as  the 
persistent  vegetative  state.  Some  will 
deteriorate  to  whole  brain  death. 

When  patients  are  comatose,  it  may 
well  be  appropriate  to  provide  many 
types  of  treatment  and  to  discuss  the 
benefits  and  risks  of  each  offered  ther- 
apy including  cardiopulmonary  resusci- 
tation (CPR). 


Patients  who  are  declared  brein 
dead  are  not  sustained  long  term  .1  irl 
are  not  offered  CPR.  All  life-sustaining 
equipment  is  removed.  It  is  confusing 
to  family  members  to  discuss  with 
them  whether  they  wish  their  loved 
one  to  have  CPR,  tube  feedings,  or 
other  interventions  if  you  have  just  told 


them  that  their  loved  one  is  brain  dead. 

There  are  only  two  reasons  to  sus- 
tain a patient  who  is  brain  dead  — to 
preserve  organs  for  transplantation 
and  to  allow  the  family  time  to  make 
peace  with  the  tragedy.  Both  justifica- 
tions for  the  short-term  support  of 
brain  dead  patients  are  reasonable  and 
should  be  encouraged.  ★ 


Coma,  the  persistent  vegetative  state,  and  brain  death 
are  three  different  conditions  that,  at  the  bedside, 
appear  essentially  identical  to  families  and  others. 


TB  guidelines  protect 
health  care  workers 


The  American  College  of  Occupa- 
tional and  Environmental  Medi- 
cine (ACOEM)  has  released 
comprehensive  guidelines  to  pro- 
tect health  care  workers  from  the 
resurgence  of  active  pulmonary  tuber- 
culosis (TB). 

ACOEM  endorses  the  use  of  multiple 
steps  to  reduce  the  risk,  including  up- 
dated training  of  health  care  workers; 
optimal  design,  ventilation,  and  patient 
flow  in  clinical  spaces;  periodic  TB  test- 
ing of  health  care  workers;  effective 
respiratory  protection;  active  infection 
control  procedures;  and  periodic  updat- 
ing of  written  TB  control  plans. 

“Employers  are  asked  to  perform 
two-step  TB  testing  of  all  newly  hired 
health  care  workers  who  have  not  had 
a TB  test  within  the  previous  12 
months,”  said  Lawrence  W.  Raymond, 
MD,  member  of  the  ACOEM  Lung  Dis- 
orders Committee  that  developed  the 
guidelines.  “Health  care  workers  who 
could  potentially  care  for  or  have  air- 


borne exposure  from  patients  with  ac- 
tive TB  should  have  tuberculin  testing 
every  3 to  12  months.” 

The  ACOEM  guidelines  are  based  on 
those  of  the  Center  for  Disease  Control 
and  Prevention,  the  National  Institute 
for  Occupational  Safety  and  Health, 
and  the  Occupational  Safety  and  Health 
Administration.  For  a copy  of  the  guide- 
lines, consult  the  ACOEM  Web  site  at 
www.acoem.org  or  the  ACOEM  fax-on- 
demand  service  at  (800)  226-3626.  ★ 

Teens  engage 
in  risky  behavior 


A special  Centers  for  Disease  Con- 
trol and  Prevention  (CDC)  survey 
authorized  by  Texas  Education 
Commissioner  Mike  Moses  in 
1998  shows  that  Texas  students 
engage  in  certain  risky  behaviors  more 
than  students  in  other  states.  The  fol- 
lowing Texas  averages  are  higher  than 
the  national  CDC  averages  for  the  be- 
haviors indicated.  Of  the  2,863  Texas 
teens  surveyed: 


• 95%  never  or  rarely  wear  a helmet 
while  riding  a bicycle; 

• 51%  had  sexual  intercourse; 

• 48%  rode  in  a car  with  someone 
who  had  been  drinking  alcohol  dur- 
ing the  30  days  before  the  study; 

• Almost  47%  reported  at  least  one 
episode  of  binge  drinking  in  the  past 
30  days; 

• 34%  drove  a car  after  drinking  alco- 
hol in  the  30  days  before  the  survey, 
and  28%  of  them  did  it  more  than 
four  times; 

• 33%  had  participated  in  a physical 
fight  in  the  past  year; 

• Almost  13%  had  tried  cocaine; 

• 12%  carried  a gun  to  school; 

• 8%  had  attempted  suicide  at  least 
once  in  the  past  year; 

• 8%  of  females  had  been  pregnant  at 
least  once;  and 

• 7%  used  laxatives  or  vomited  to 
control  weight. 

The  good  news  is,  the  rates  for  Texas 

teens  are  lower  than  the  national  CDC 

averages  as  far  as  not  wearing  seat  belts 

and  having  sex  without  condoms.  ★ 
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Mining  a new  legal  theory 

Federal  judge  denies  HMO’s  request  to  drop  lawsuit 


Ibid 


A US  district  judge  has  created  a 
new  legal  remedy  for  patients 
who  believe  their  health  plans 
have  discriminated  against  them 
because  of  their  disabilities.  Best 
of  all,  Judge  Fred  Biery’s  ruling 
1 says  the  Employee  Retirement 
Income  Security  Act  (ERISA)  does  not 
protect  health  plans  from  such  lawsuits. 
ERISA  is  a federal  law  that  courts  histor- 
ically have  allowed  health  plans  to  use  as 
a shield  against  lawsuits  for  alleged  neg- 
ligent decisions.  > >► 


By  Teri  Moran,  Senior  editor 
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Because  Judge  Biery’s  decision  is 
“reported,”  the  case  may  be  cited  as 
precedent  in  future  cases. 

In  Zamora  v HealthTexas,  filed  in 
1996,  two  Texas  physicians  and  13  pa- 
: dents  sued  HealthTexas,  a San  Antonio 
medical  group,  and  five  health  organiza- 
tions associated  with  it.  The  plaintiffs 
filed  under  the  Americans  with  Disabili- 
ties Act  (ADA)  and  the  Rehabilitation 
Act,  alleging  that  the  organizations’  sys- 
tem of  financial  incentives  for  physicians 
encouraged  them  to  limit  and  deny  care 
to  reduce  costs.  They  claim  the  organi- 
zations violated  the  ADA  and  Section 
504  of  the  Rehabilitation  Act  when  they 
allegedly  discriminated  against  patients 
with  disabilities  and  their  physicians. 

The  defendants  are  HealthTexas 
Medical  Group,  Primary  CareNet  (which 
manages  HealthTexas’  administrative  af- 
fairs), and  four  health  maintenance  or- 
ganizations (HMOs)  — Humana  Health 
Plans  of  Texas,  Humana  Gold  Plus, 

^ PacifiCare  of  Texas,  and  Secure  Hori- 
I zons.  They  have  denied  the  plaintiffs’ 
ji  claim  and  are  not  commenting  on  the 
Ii  lawsuit  or  the  judge’s  decision. 

, The  judge’s  ruling,  issued  in  Decem- 
ber,  clarified  several  points  of  law  and 
. set  a precedent  for  future  cases. 

I “Judge  Biery’s  decision  is  a major 
j development  in  the  law  holding  HMOs 
accountable  for  their  conduct,”  said 
Robert  Provan,  JD,  the  Austin  attorney 
for  the  plaintiffs.  Mr  Provan  filed  the 
suit  with  the  help  of  the  Texas  Medical 
Association  and  the  American  Medical 
Association/State  Medical  Society  Liti- 
gation Center.  “Now,  for  the  first  time, 
it  is  clear  that  the  law  prohibits  them 
from  discriminating  against  people 
with  disabilities  and  the  physicians 
who  care  for  them,”  he  said. 

In  his  ruling.  Judge  Biery  denied  a 
motion  for  summary  judgment  sought 
by  the  defendants,  and  the  case  will  go 
forward.  He  upheld  several  legal  prin- 
ciples that  are  key  to  the  plaintiffs’ 
eventual  success.  They  are: 

• The  physician-patient  relationship 
plays  a significant  role  in  the  deliv- 
ery of  health  care  in  HMO  plans. 

• The  ADA  and  the  Rehabilitation  Act 
apply  to  health  care  benefit  plans  and 

j they  protect  patients  with  disabilities 

' from  discrimination  by  HMOs. 


• HMOs  such  as  Humana  are  “public 
accommodations”  under  the  ADA 
because  they  effectively  operate  and 
control  health  care  providers 
through  their  financial  incentive 
plans. 

• Financial  controls  HMOs  place  on 
provider  groups  may  serve  as  the 
motivation  for  discrimination  against 
patients  with  disabilities  and  their 
physicians. 

• The  patients  in  the  case  may  seek  an 
injunction  to  protect  their  rights  under 


the  ADA,  as  well  as  monetary  dam- 
ages under  the  Rehabilitation  Act. 

• The  plaintiffs  who  are  Medicare  ben- 
eficiaries do  not  have  to  go  through 
all  the  administrative  review  proce- 
dures available  under  the  Medicare 
Act  before  filing  suit  under  the  ADA 
and  the  Rehabilitation  Act. 

• The  Rehabilitation  Act  protects  all 
HMO  enrollees,  both  those  in 
Medicare  HMOs  and  those  in  tradi- 
tional commercial  HMOs. 

• There  is  no  safe  harbor  with  the 
ADA  or  the  Rehabilitation  Act  for 
Medicare  HMOs. 

Texas  Medicine  first  repotted  the  case 
in  1997.  (See  “Is  Health  Care  Only  for 
the  Healthy?”  June  1997  Texas  Medicine, 
pp  27-31.) 

Point,  counterpoint 

The  first  salvo  in  the  case  was  fired  in 
1996,  when  HealthTexas  filed  a $1  mil- 
lion lawsuit  against  rheumatologist 
Jorge  Zamora,  MD,  a physician  the 
group  had  fired  3 days  earlier. 
HealthTexas  charged  Dr  Zamora  with 
trying  to  solicit  his  old  patients  and 
with  breaking  his  contractual  covenant 
not  to  compete.  The  suit  asked  that  he 
be  restrained  from  contacting  his  for- 
mer patients. 

Dr  Zamora  denies  the  charges  and 
says  HealthTexas  misconstrued  his  at- 
tempt to  contact  an  ill  patient  about 
whom  he  was  concerned. 

Dr  Zamora  contacted  TMA’s  General 


Counsel  Donald  R Wilcox,  ,jD  v\  i o it- 
ferred  him  to  a few  attorneys  aivi  M 
lowed  the  case.  The  AMA/Si.-c 
Medical  Society  Litigation  Center  de- 
cided to  use  Dr  Zamora’s  case  to  test 
the  legal  theory  that  deselecting  physi- 
cians who  treat  chronically  ill  patients 
and,  therefore,  incur  higher  costs  vio- 
lates the  ADA.  Mr  Wilcox  brought  the 
case  to  the  attention  of  the  litigation 
center  and  the  TMA  Board  of  Trustees. 
Both  agreed  to  provide  in-kind  support 
to  Dr  Zamora. 


In  response  to  the  HealthTexas  law- 
suit against  him.  Dr  Zamora,  the  for- 
mer HealthTexas  patients,  and  another 
former  HealthTexas  physician,  internist 
Martin  Guerrero,  MD,  filed  a separate 
lawsuit  against  the  defendants. 

Drs  Guerrero  and  Zamora  allege 
they  were  forced  to  resign  after  working 
at  HealthTexas  for  only  6 months.  Both 
physicians  allege  they  were  ousted  be- 
cause they  spent  too  much  money  treat- 
ing their  mostly  chronically  ill  patients. 

The  defendants  say  Dr  Zamora  ver- 
bally resigned,  then  refused  to  sign  a 
resignation  letter,  and  then  began  to 
try  to  encourage  HealthTexas  employ- 
ees and  patients  to  contact  his  attorney. 

The  case  has  been  in  the  discovery 
stage  since  1996  and  may  not  reach 
trial  for  another  year. 

Core  complaints 

The  patient  plaintiffs  in  the  Zamora  case 
all  have  disabilities  or  chronic  diseases 
and  allege  they  received  abusive  treat- 
ment by  the  defendants  because  of  their 
disabilities.  They  claim  they  were  ignored 
or  mistreated  while  waiting  for  care  in 
HealthTexas  clinics  and  suffered  denial  or 
delay  of  medically  necessary  benefits, 
services,  equipment,  and  treatments. 


Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  infor- 
mation on  selected  topics.  These  articles  are  pub- 
lished with  the  understanding  thatTM A is  not  engaged 
in  providing  legal  advice.  When  dealing  with  specific 
legal  matters,  readers  should  seek  assistance  from 
their  attorneys. 


“Judge  Biery’s  decision  is  a major  development  in 
the  law  holding  HMOs  accountable  for  their  conduct.’’ 
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/^s  physicians,  you  know  the  greatest  calling  in 
life  is  to  help  those  in  need.  The  PHR  Assistance 
Fund  of  Texas  Medical  Association  does  just 
that.  The  fund  provides  loans  for  medical 
and/or  rehabilitative  services  to  physicians 
experiencing  depression,  chemical  dependency, 
and  other  conditions  that  impair  their  ability  to 
lead  productive  lives.  Funds  may  also  be  used  for 
family  living  expenses. 

Please  help  physicians  who  are  in  recovery  and 
need  financial  assistance.  We  rely  on  donations 
to  help  us  continue  this  important  work.  Send 
your  Valentine  donations  to  the  PHR 
Assistance  Fund  at  40 1 West  1 5th  Street, 
Austin,  TX  78701-1680.  Or  call  Linda  Kuhn 
at  TMA  at  (800)  880-1300,  ext.  1342,  or 
(5 1 2)  370- 1 342  for  more  information. 


Have®PHeart 


FOR  PHYSICIANS 


A statewide  fund-raising  campaign  for  the 
Physician  Health  and  Rehahilitatioii  Assistance  Fiaid 


Joe  Albert  Garcia,  who  has  quadri- 
plegia,  claims  he  was  refused  appropri- 
ate medically  necessary  equipment 
that  resulted  in  severe  ulcerations  of 
his  feet  and  ankles.  He  also  alleges  that 
he  was  required  to  appear  personally  at 
a HealthTexas  clinic  to  retrieve  pre- 
scription refills,  rather  than  the  clinic 
calling  them  in  to  the  pharmacy.  The 
clinic  refused  to  return  the  pharmacist’s 
phone  calls,  he  says,  and  also  denied 
him  the  means  to  appeal  decisions  re- 
garding his  medical  care.  The  defen- 
dants deny  the  allegations. 

Drs  Zamora  and  Guerrero  allege 
they  were  forced  to  resign  in  retaliation 
for  upholding  their  professional  and 
moral  obligations  to  place  patient  care 
above  profits.  They  claim  they  were 
forced  to  choose  between  less  care  to 
meet  cost-containment  goals  and 
proper  care  of  their  patients.  When  they 
chose  proper  care  of  their  patients,  they 
say,  they  were  forced  to  resign. 

The  defendants  deny  the  charges, 
and  in  court  documents,  HealthTexas 
said  it  has  never  “participated  in  de- 
selecting physicians  because  of  their 
proper  treatment  of  patients  nor  has  it 
participated  in  any  way  in  creating  ob- 
stacles for  treatment  or  in  influencing 
patients  to  switch  to  other  HMOs.”  The 
defendants  claim  that  both  internal 
and  external  reviews  of  their  practices 
have  confirmed  that  HealthTexas  pa- 
tients have  received  proper  care.  In 
court  documents,  the  defendants  have 
accused  Dr  Zamora,  Mr  Provan,  Mr 
Wilcox,  TMA,  and  AMA  of  defamation 
— intentionally  and  maliciously  report- 
ing false  and  disparaging  information 
about  them. 

The  bitter  accusations  between  the 
parties  continue  to  fly,  and  as  both  gear 
up  for  a court  battle,  no  one  knows  for 
sure  who  will  win.  But  with  Judge 
Biery’s  decision,  a precedent  already 
has  been  established  that  cracks  the  le- 
gal defenses  of  health  plans  that  tradi- 
tionally have  been  shielded  by  ERISA, 
Mr  Wilcox  says.  “From  now  on,  pa- 
tients with  disabilities  who  believe 
their  health  plans  are  limiting  or  deny- 
ing their  care  because  it’s  expensive 
have  considerable  legal  standing.”  ★ 
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Educational  Showcase  & Expo 


May  6-9,  1999  ■ Dallas,  Texas  ■ Wyndham  Anatole  Hotel 

Fj'en  More  Iniproremeiits  in  Store  for  TexMed  ’99:  Educational  Showcase  & Expo 

Tlie  uniuial  meeting  of  lexas  Meclieal  Assoeiation  continues  to  evolve  as  TexMed  '99!  Six  new  educational  tracks  designed  to  provide 
learning  opportunities  offered  nov\  liere  else  in  the  medical  community  will  be  featured  in  1999.  Clinical  and  .socioeconomic  programs 
round  out  the  meeting's  attractions,  along  with  family  activities,  sports,  and  socitil  events.  Don't  miss  it!  Register  today! 


TEXMED  '99  AT  A GLANCE 


sDNESDAY 

MAY  5 

FRIDAY 

MAY  7 

SAWW." 

Sports  Events 

C.  Lincoln  Williston  Golf  Tournament 

7:30  am-5:30  pm 

E.xhibits 

Sports  Events 

Tennis 

iORSDAY 
WAY  6 

8-9:30  am 

House  of  Delegates  Opening  Session 

8 am-5  pm 

Texas  Academy  of  Family  Physicians  - 
Add  a Day  to  TMA 

10  am-l:30  pm 

Reference  Committees 

Scientific  Sections 

Digestive  Diseases  (9  am-noon) 

Symposia 

Emergency  Medicine  (9  am-1  pm) 

2-5  pm 

General  Session 

5-6  pm 

Meet  the  Speakers  Reception/Book  Signing 

After  6 pm 

CMS  Meet  the  Candidates  Reception 
Alumni  Events 

Allituice  Dallas  World  Aquarium  Dinner 
With  Ross  Perot 
Nighthfe  Shuttle 


ThW 

Wr 


THERE  IS  NO 
HOUSING  FORM 
FOR  TEXMED  '99! 

You  make  the  call.  Simply  pick  up  the 
I phone  and  call  tlie  Wyndham  Anatole 
j Hotel  in  Dallas  to  make  your  reservations 
1 direcdy  with  the  hotel. 

I 

RATES;  Single  Occupancy;  $150 
Double  Occupancy;  $170 

(214)  761-7500 
CALL  TODAY! 

Deadline  for  Rates: 
March  29,  1 999 


9 am-noon;  1:30-4  pm 

House  of  Delegates 

9-10:30  am 

Mercer  Investment  Seminar 

8 am-5  pm 
Educational  Tracks 

The  Business  Aspects  of  Medical  Practice 
Ethics  EPEC  End-of-Life  Care  (7:30  am-5:30  pm) 
Technologiciil  Advances  in  Medicine 

8 am-5  pm 
Sections 

Endocrinology  (8  am- 12: 10  am) 

Family  Practice  (9  am-5  pm) 

Neurological  Surgery 
Obstetrics  and  Gynecology  (2-5  pm) 
Ophthalmology 
Otolaryngology  (9  am-5  pm) 

Plastic,  Reconstructive  and  Maxillofacial  Surgery 
Psychiatiw  (9  am-5  pm) 

Public  Health  (8  am-4;15  pm) 

Surgery 

8 am-5  pm 
Symposia 

Blood  and  Tissue  Usage  (2-5  pm) 

Diabetes  (2-5  pm) 

Sports  Medicine 

8 am-5  pm 
Specialty  Societies 

Texas  Dermatological  Society  (2-5  pm) 

Texas  Orthopaedic  Association 

noon- 1:30  pm 

TMA/TMAA  Presidents'  Installation  Luncheon 

2-3:30  pm 

Mercer  Investment  Seminar 

6-11  pm 

TMA  Foundation  Benefit  -New  York  Nights 

After  6 pm 

Alumni  Events 
Specialty  Society  Functions 
Family  Night  Out  Shuttle 
Nighthfe  Shuttle 


7:30  am-4  pm 
Exhibits 
8-9  am 
General  Session 
8:30  am-2  pm 

Heard  Natural  Science  Museum  and  Wildhfe  Sanctuary 
9 am-4  pm 
Culture  Bus  Tour 
9 am-5  pm 
Educational  Tracks 
The  Clinical  Practice  of  Medicine 
Computers  in  Medicine 
Ethics  EPEC  End-of-Life  Care 
The  Science  of  Altcrnative/Complementary  Practices 
(9  am-3  pm) 

Socioeconomics 
9 am-5  pm 
Specialty  Societies 

Texas  Dermatological  Society'  (8:30  am-noon) 

Texas  Orthopaedic  Association 
Texas  Society  of  Anesthesiologists 

9 am-5  pm 
Scientific  Sections 

Allergy,  Asthma  and  Clinical  Immunology  (7  am-5  pm) 
Colon  and  Rectal  Surgery  (9  am-12:30  pm) 
Neurological  Surgeiy 
Ophthalmology 

Otolaryngology  (8:30  am-noon) 

Pediatrics  (9  am-r2  pm) 

Physical  Medicine  and  Rehabilitation 

9 am-5  pm 
Symposia 

Adolescent  Risk  Assessment  (9  am-noon) 

Cancer:  What  Primary  Care  Physicians  Need  to  Know 
Diabetes  (9  am-noon) 

Heart  Care  Partnership  (9  :im-l  pm) 

Pain  (9  am-noon) 

Sleep  Disorders  (8  am-noon) 

House  of  Delegates  Sections 

Organized  Medical  Staff 

Medical  Student 

Resident  Physician 

Young  Physician 

After  6 pm 

Alumni  Events 

Specialty  Society  Functions 

sumKf 

MAY  9 

EPEC  Train-the-Trainer  Workshop  (8  am-noon) 

Texas  Dermatological  Society  (8:30  am-noon) 


'lExMeil99 


Educational  Showcase  & Expo 


REGISTRATION  FORM 

May  6-9,  1999  ■ Wyndham  Anatole  Hotel,  Dallas 

One  form  per  person.  Duplicate  as  needed. 


Complete  registration  form  following  steps  I through  I I and  return  by  fax  or  mail  with  payments. 
Pick  up  tickets  and  badges  at  the  registration  area  in  the  Atrium  I lobby  at  the  Wyndham  Anatole. 


Name Member  License  # □ □ □ □ □ 

Address  

City State Zip Specialty 

Phone  # { ) Fax  # ( ) 

E-mail: 

Please  check  all  applicable  spaces  below: 

^ TMA  Delegate  2 TMA  Council  Member  Chair  O TMA  Foundation  Donor  ^ TEXPAC  cJ  CMS  Officer 

-)  TMA  Alternate  Delegate  □ TMA  Committee  Member  Chair  □ AMA  Member  J TEXPAC  300  Club 


e Registration  Fees 

MEMBERS  (Please  check  the  applicable  box) 

□ Physician  FREE  □ Medical  Student  FREE  □ Intern,  Resident,  Fellow  FREE  DTMA  Member’s  Family  (attach  names)  FREE 

NONMEMBERS 

□ Physician  @ $200  □ Intern,  Resident,  Fellow  @$I0  □ Medical  Student  @$I0  □ Allied  Health  Personnel  @$I0 

□ Approved  Visitor  @$50  □ Nonmember’s  family  over  age  2 1 (attach  names)  @$  1 0 □ Speaker  (waived) 

^ISTRATION  SUBTOTAL  $ 

O Educational  Tracks 

Please  indicate  which  of  the  following  educational  tracks  you  plan  to  attend: 

□ The  Business  Aspects  of  Medical  Practice  (Friday)  GThe  Science  of  Alternative/Complementary  Practices  (Saturday 

-3  Technology  Subtrack  #1:  Technological  Advances  in  Medicine  (Friday)  □ Socioeconomics  (Saturday) 

□ Ethics  EPEC  End  of  Life  Care  (Friday  and  Saturday)  □ Technology  Subtrack  #2:  Computers  in  Medicine  (Saturday) 

□ The  Clinical  Practice  of  Medicine  (Saturday)  □ EPEC  Train-the-Trainer  Workshop  (Sunday,  8 am-noon) 


Please  indicate  which  specialty  program  vou  plan  to  attend 

Installation  Luncheon 

Friday.  Mav  7.  noon- 1 :30  pm.  Chantilly  Ballroom  West  (5)  $ 1 5 per  person  x = 

$ 

Q FAMILY  ACTIVITIES  $ 

□ Dallas  World  Aquarium  Dinner  with  Ross  Perot  (Thursdavf  (®  $ 65  per  person  x = $ 

□ Concurrent  Dallas  World  Aquarium  Children’s  Activities  @ $ 15  per  child  = 

□ Culture  Bus  Tour  (Saturday) 

□ Heard  Natural  Science  Museum  and  Wildlife  Sanctuary  (Saturday)  (®  $10  per  person  x = $ 

ON-SITE  CHILD  CARE  Child  care  will  be  offered  at  the  Wyndham  Anatole  forThurs.-Sun.  daytime  functions. 

Thurs.-Sat.,  7:30  am-5:30  pm:  Daily  rates-Children  6 weeks  to  3 years  (not  toilet  trained)  $39  per  child;  3 years  and  up 
(toilet  trained)  $29  per  child.  Half-day  rate  for  Sunday:  Children  6 weeks  to  3 years  $29  per  child;  children  3 years  and  up  ! 

$ 

>20  per  child. 

Q SPORTS  EVENTS 

□ C.  Lincoln  Williston  TMA  Golf  Tournament  (Wednesday)  (5)  $125  per  person  x = $ 

□ Tennis  (Saturday)  (a)  $25  per  person  x = $ 

$ 

New  York  Nights  - TMA  Foundation  Benefit 

Friday,  May  7,6-1  1 pm,  Wyndham  Anatole  Dallas  Hotel 

Option  1:  Regular  Tickets  $100  per  ticket  x = Regular  Ticket  total  $ 

Option  2:  NYC  Sponsor  $125  per  ticket  x = NYC  Sponsor  total  $ 

$ 

Advance  Copy  of  Final  Program  with  presentation  summaries  and  complete  details  (available  early  April)  @ $ 1 0 

$ 

Medical  Student/Resident  Sponsorships 

Help  defray  expenses  for  medical  student/resident  scientific  poster  displays  by  donation  of  $100,  $50,  or  $25 

$ 

TOTAL  FEES  (Steps  2-10)  = $ (No  refunds  after  April  IS,  1999) 

□ Enclosed  is  my  check  # for  $ payable  to  TMA.  Charge  to  my  □Visa  □ MasterCard  □ AMEX  Amount  $. 

Acct.  No.  Exp.  Date  I 1 1 II  II  II  in 


Name  on  Card Signature 


Return  form  and  payment  information  to  TMA  Conference  and  Meeting  Management  Department,  40 1 West 


15th  Street,Austin,TX  78701-1680,  fax  (512)  370-1635 


J Check  here  if  special  assistance  is  required  to  fully  participate.  We  will  contact  you  to  discuss  your  needs. We  cannot  assure  the  availability  of  disability  assistance 
without  prior  notification  of  need.  Questions?  Call  TMA  Conference  and  Meeting  Management  Department,  (800)  880- 1 300  or  (512)  370-1 300,  ext.  1 452  or  1453. 
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Good  Physicians  Base 
Their  Decisions  on  Facts. 


frontier  Only  Deals  with  the  Facts 


L recent  article  in  Texas  Medicine 
jjadvised  physicians  to  ask  some  very 


pointed  questions  prior  to  selecting  a 
professional  liability  insurance 
provider.  We  could  not  agree  more. 
Choosing  the  broadest  coverage,  from 
a financially  stable,  licensed  and 
admitted  insurance  provider  protects 
I you  and  your  future. 

1 j'itH  Frontier  has  been  providing 

medical  professional  liability  insurance 
for  more  than  20  years  and  is  a licensed 
and  admitted  insurance  company  in  the 
State  of  Texas.  I Frontier’s 

financial  stability  is  clearly  demonstrated 
by  our  Standard  and  Poor’s  Rating  of 
A+  (Excellent)  and  our  A.M.  Best  Rating 
of  A-  (Excellent.)  Our  record  of  stability, 
flexibility  and  service  has  earned  us  the 
trust  of  more  than  16,000  physicians 
and  surgeons  nationwide. 


Full-time  claims  professionals  are 
ready  to  answer  your  questions  at  any 
time.[233EE9  In  addition  to  medical 
expertise.  Frontier  maintains  a panel  of 
knowledgeable,  seasoned  Texas 
defense  lawyers  that  work  with  you  to 
quickly  assess  a situation  and  develop 
a winning  strategy. 

Frontier  offers  a choice  of  claims- 
made  or  occurrence  form  policies 
(without  specialty  or  limit  restrictions) 
for  both  individual  and  group 
practices-as  well  as  discounts  for  new 
doctors,  part-time  physicians,  loss-free 
claim  history  and  others. 

To  learn  more  about  Frontier,  please 
contact  one  of  our  appointed  agents 
listed  to  the  right.  Or,  call  our  Texas 
office  at  (800)  275-3873.  If  calling 
from  Houston  (713)  461-1504. 


CONTACT  ONE  OF 
OUR  AGENTS  FOR 
MORE  INFORMATION. 


NATIONAL  HEALTH 
SERVICES 

Houston;  800-634-9513 


EHRMAN,  MURPHY 
& COMPANY 

Houston:  713-464-6291 


ABERDEEN  MEDICAL 
INSURANCE  SERVICES 

Houston:  800-622-9296 


THE  CUNNINGHAM  GROUP 

San  Antonio:  888-558-2825 


EICHLITZ,  DENNIS,  WRAY 
& WESTHEIMER 

San  Antonio:  210-223-9171 


HRH  AMARILLO 

Amarillo:  806-376-5136 


INSURANCE  ASSOCIATES 
OF  TEXAS 


Conroe:  409-756-2222 


J.S.  EDWARDS 
a SHERLOCK 

Beaumont:  409-832-7736 


MADELEY  a COMPANY 

Dallas:  800-382-7741 


OFFENHAUSER 
a COMPANY 

Texarkana;  903-792-4050 


TEXAS  AMERICAN 
INSURERS 

Ft.  Worth:  800-856-3101 


USI  WOOD/MENNA 

Houston:  281-358-9782 


USAA  GENERAL 
AGENCY,  INC. 

800-531-8826 


INSURANCE 
GROUP,  INC. 


820  GESSNER,  SUITE  1200 
HOUSTON,  TEXAS  77024 
FAX:  713-467-8031 


A Market  Leader  in  Professional  Liability  Insurance 


Not  the  Feet  of  the  One  and  Only  (1993),  left,  was  created  by  professional  print  maker 
and  UTMB  Galveston  psychiatrist  Eric  N.  Avery,  MD.  Not  the  Feet  of  the  One  and 
Only  shows  Dr  Avery’s  hands  massaging  the  feet  of  one  of  his  first  patients  at  a time 
i when  many  AIDS  workers  worried  about  exposure  to  the  disease.  The  patient  had 
Kaposi's  sarcoma,  a common  AIDS-related  skin  cancer.  (Jack  S.  Blanton  Museum  of 
Art,  The  University  of  Texas  at  Austin,  The  Elgin  W.  Ware,  Jr./Texas  Medical  Associ- 
ation Collection,  1997) 


The  art  of  medicine 


Physicians,  patients  draw  knowledge, 
hope,  and  healing  from  the  visual  arts. 

By  Johanna  Franke,  Associate  editor 
Physicians  examining  art  probably  wonder  how 
Monet’s  cataracts,  Renoir’s  rheumatoid  arthritis, 
and  Van  Gogh’s  mental  illness  affected  their  works, 
but  the  relationship  between  medicine  and  art  goes 
much  deeper.  For  physicians,  art  doesn’t  just  hang 
on  museum  walls.  It  acts  as  a timeline  of  the  medical 
profession,  brings  warmth  into  a technologically 
driven  health  care  climate,  and  opens  the  door  to 
better  care  by  healing  the  body,  mind,  and  spirit.  ► >- 
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Serious  and  satiric 

One  of  French  printmaker  Jean  Morin's  most  famous  and  rare  etchings,  Memento 
Mori  (1640s),  below,  later  was  adapted  as  a funeral  announcement  and  illustrates  the 
transitory  nature  of  life,  a prominent  theme  in  printmaking.  “If  I,  personally,  could 
own  any  one  work  in  the  collection,  it  would  be  the  Morin  because  of  my  very  tradi- 
tional tastes,”  said  Jonathan  Bober,  curator  of  prints  and  drawings  at  UT's  Jack  S. 
Blanton  Museum  of  Art.  De  que  mal  morira?  (Of  what  will  he  die?),  opposite  page,  is 
plate  40  from  Francisco  Goya's  1799  80-plate  “Los  Caprichos”  series.  One  of  the  series' 
subthemes  depicts  human  beings  as  donkeys  — in  this  satirical  work,  the  doctor  is 
Goya's  victim.  The  viewer  is  left  wondering  if  the  patient  will  die  from  an  illness  or  a 
bad  cure.  (Jack  S.  Blanton  Museum  of  Art,  The  University  of  Texas  at  Austin,  The  El- 
gin W.  Ware,  Jr./Texas  Medical  Association  Collection,  1997) 


Over  the  years,  members  of  the  medical 

profession  have  used  paintings,  prints, 
drawings,  sculptures,  and  other 
^ forms  of  art  to  pass  on  knowledge 
I about  diseases  ;md  medical  proce- 
* dures  to  future  generations,  to  make 
a statement  about  the  society  in 
which  they  lived,  and  to  encourage 
patients  to  express  their  feelings  about 
their  ailments.  The  partnership  between 
medicine  and  art  has  thrived  over  centuries,  as  evidenced  by  the 
number  of  masters  who  participated  in  dissections  of  the  human 
body:  Donatello,  Vesalius,  Fabricius,  Michelangelo,  Piero  della 
Franchesca,  Raphael,  Botticelli,  Diirer,  and  Leonardo  da  Vinci. 

Medieval  texts  depicting  trepannings,  amputations,  blad- 
der-stone removals,  and  itinerant  tooth-pullers  eventually 
gave  way  during  the  Renaissance  to  Da  Vinci’s  great  depictions 
of  the  human  body,  such  as  Studies  of  the  Fetus  completed 
around  1510.  Raphael  presented  the  religious  side  of  healing 
in  1517  with  The  Transfiguration,  while  Hans  Holbein 
recorded  history  by  painting  the  ceremony  in  which  Henry  VIII 
created  the  United  Company  of  Barbers  and  Surgeons  in  1540. 
Andreas  Vesalius  produced  one  of  the  greatest  marriages  of 
medicine  and  art  with  De  Humani  Corporis  Fabrica  (Of  the 
Structure  of  the  Human  Body)  in  1543.  Stephen  van  Calcar,  a 
student  of  Titian,  illustrated  this  textbook  of  Vesalian  dissec- 
tions with  drawings  such  as  the  Muscle-Men  series. 

From  the  first  operation  under  ether  to  a dead-on  depic- 
tion of  gout,  many  artists  represented  medical  progress  and 
diseases  with  great  respect  and  wonderment  for  the  medical 
profession  through  the  years.  Perhaps  this  is  why  physicians 
often  feel  the  same  respect  and  wonder  toward  artists. 

TMA  joins  the  art  world 

Dallas  urologist  Elgin  W.  Ware,  Jr,  MD,  enjoys  great  works  of 
art,  though  he  didn’t  realize  how  much  until  he  received  a 
proposal  from  Jonathan  Bober,  curator  of  prints  and  draw- 
ings at  the  Jack  S.  Blanton  Museum  of  Art  on  The  University 
of  Texas  at  Austin  campus. 

After  10  years  of  service  to  the  Texas  Medical  Association 
Board  of  Trustees,  Dr  Ware  was  appointed  chair  of  TMA’s  His- 
tory of  Medicine  Committee,  which  he  described  as  a “good, 
tight  committee  of  distinguished  medical  historians.”  The 
group  looked  for  ways  to  bring  a more  prominent  sense  of 
culture  back  to  the  medical  profession,  which  many  patients 


Cover  Story 

r-.’Ti’yv  a 

perceive  to  have  grown  cold  with  its  increased  emphasis  a", 
technology  and  money. 

“My  feeling  was  that  the  general  public  was  coming  to  re- 
gard organized  medicine  as  just  a political  action  committee 
interested  in  its  self-serving  bottom  line,”  Dr  Ware  said, 
“whereas,  in  reality,  it  still  maintains  many  aspects  of  the  hon- 
ored, learned  profession  that  it  has  been  through  the  ages.” 

In  February  1993,  Mr  Bober  offered  the  committee  the 
perfect  cultural  collaboration  — a chance  to  begin,  in  associ- 
ation with  the  UT  Department  of  Fine  Arts,  a collection  of 
prints  and  drawings  depicting  medical  themes. 

“I  thought  it  would  be  a great  opportunity  for  TMA  to  join 
in  partnership  with  one  of  the  preeminent  land-grant  univer- 
sities in  the  country,”  Dr  Ware  said.  “Furthermore,  it  would 
provide  some  evidence  that  doctors  really  were  interested  in 
the  liberal  arts  and  were  not  just  money-grubbers.” 

Mr  Bober’s  idea  stemmed  from  the  Ars  Medica  Collection, 
established  50  years  ago  at  the  Philadelphia  Museum  of  Art 
with  grants  from  then-SmithKline  Beckman  Corporation.  To- 
day, SmithKline  Beecham  still  supports  the  acquisition  of 
prints,  drawings,  and  photographs  with  medical  themes  for 
Ars  Medica. 

Mr  Bober  knew  prints  would  be  the  best  medium  to  pro- 
vide a pictorial  timeline  of  medicine’s  past,  as  they  represent 
a “visual  language”  that  intertwines  information  with  the 
aesthetics  of  the  culture  present  during  the  artists’  lives. 

“Prints  have  always  featured  a conspicuous  number  of 
themes  that  come  from  outside  the  world  of  art,  and  those  in- 
clude a very  rich  history  of  medical  imagery,”  Mr  Bober  said. 
“Medicine  is  something  that  is  about  both  the  scientific  and  the 
more  humanistic;  therefore,  imagery  often  has  been  the  most 
apt  in  capturing  medicine’s  character  or  even  its  technical  side.” 

Mr  Bober  had  heard  of  TMA,  and  decided  to  seek  its  sup- 
port. “I  knew  TMA  to  be  powerful  and  reputable,  so  I 
thought,  ‘Why  not?”’ 

After  members  of  the  TMA  History  of  Medicine  Commit- 
tee embraced  Mr  Bober’s  idea,  Dr  Ware  searched  for  2 years 
with  little  success  to  find  the  funds  for  the  new  collection. 
Following  Ars  Medica’s  lead,  he  tried  to  garner  the  backing 
of  several  pharmaceutical  companies  as  well  as  the  TMA 
Board  of  Trustees,  none  of  which  had  room  in  their  budgets. 
Exasperated,  Dr  Ware  decided  to  take  a more  personal  inter- 
est in  the  collection  in  November  1995. 

“I  got  to  thinking,  ‘What  the  hell?  I’ll  just  fund  it  myself!”’ 
he  said.  “I  had  a little  extra  money  that  year,  so  I decided  to 


“Prints  have  always  featured 
a conspicuous  number  of  themes 
that  come  from  outside  the  world  of  art, 
and  those  include  a very  rich  history 
of  medical  imagery.” 
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sicians  at  work 


The  Circumcision  in  the  Stable  (1654),  below,  a Rembrandt  van  Rijn  etching,  depicts 
the  circumcision  of  Christ  and  was  selected  for  the  collection  by  Dallas  urologist  El- 
gin W.  Ware,  Jr,  MD,  in  accordance  with  his  specialty.  “During  this  period,  Rembrandt 
metaphorically  represented  the  stages  of  human  development  through  the  life  of 
Christ,"  said  Jonathan  Bober,  curator  of  prints  and  drawings  at  UT’s  Jack  S.  Blanton 
Museum  of  Art.  Ward  Rounds  (ca  1940),  opposite  page,  is  a Robert  Riggs  lithograph 
donated  to  the  collection  by  Dr  and  Mrs  John  Minna,  of  Dallas.  Though  Mr  Riggs  was 
the  leading  photorealist  lithographer  during  the  early  1940s,  he  incorporated  extreme 
light  and  overcharacterization  of  the  subjects  to  make  the  work  more  surreal.  (Jack 
S.  Blanton  Museum  of  Art,  The  University  of  Texas  at  Austin,  The  Elgin  W.  Ware, 
Jr./Texas  Medical  Association  Collection,  1996  and  1997) 
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make  it  happen,  and  I’ve  been  able,  thank  goodness,  to  keep 
it  rolling  on  an  annual  basis.” 

The  first  print  obtained  by  The  Elgin  W.  Ware,  Jr./Texas 
Medical  Association  Collection  of  Prints  and  Drawings  De- 
voted to  Medical  Themes  was  Jean  Morin’s  Memento  Mori  (p 
36),  a rare  etching  dating  back  to  the  1640s.  Soon  there- 
' after.  Dr  Ware  helped  select  for  the  collection  Rembrandt 
van  Rijn’s  The  Circumcision  in  the  Stable  (opposite  page), 
which  was  completed  in  1654.  The  collection,  featuring  the 
most  celebrated  names  in  the  history  of  printmaking  to  a 
fair  number  of  anonymous  creations,  now  contains  nearly 
50  works  and  is  growing. 

Though  he  doesn’t  do  much  collecting  himself.  Dr  Ware 
' says  he’s  enjoyed  working  with  Mr  Bober  on  the  project. 
“This  collection  has  turned  out  to  be  a very  worthwhile 
thing,  largely  due  to  Jonathan  Bober.  Physicians  should 
know  that  there’s  a whole  other  world  out  there  in  addition 
to  what  we  do  in  clinical  practice  every  day,”  Dr  Ware  said. 
When  the  collection  “attains  suitable  proportion,”  he  hopes 
to  take  it  on  the  road  to  medical  schools  and  large  hospitals. 

The  collection  will  be  on  display  as  part  of  “The  Human 
Condition”  exhibition,  June  18  through  August  8,  at  the  UT 
‘ Art  Building’s  temporary  exhibition  space  on  the  second 
■ level.  The  UT  Art  Building  is  on  the  northeast  corner  of  the 
i intersection  of  San  Jacinto  Blvd  and  23rd  St  across  from  Dar- 
, rell  K.  Royal  Texas  Memorial  Stadium.  The  exhibit  will  be 
supplemented  with  works  of  medical  theme  from  the  perma- 
nent collection  of  the  Jack  S.  Blanton  Museum  of  Art,  for- 
merly the  Archer  M.  Huntington  Art  Gallery. 

TMA  members  are  welcome  to  view  individual  works  in 
the  collection  by  making  an  appointment  with  Rebekah 
Morin,  curatorial  assistant  in  UT’s  Department  of  Prints  and 
Drawings,  who  can  be  reached  at  (512)  471-9208.  Physi- 
cians who  would  like  to  contribute  money  or  artwork  to  the 
collection  should  contact  Mr  Bober  at  (512)  471-7553.  Art- 
work submitted  must  meet  certain  quality  and  subject  mat- 
ter criteria  to  be  considered  for  the  collection. 

Portrait  of  an  artist-physician 

Another  artist  featured  in  The  Elgin  W.  Ware,  Jr./Texas  Medical 
Association  Collection  happens  to  be  a physician  as  well.  Eric 
N.  Avery,  MD,  an  assistant  professor  of  psychiatry  and  behav- 
ioral sciences  and  an  associate  member  of  the  Institute  for  the 
Medical  Humanities  (IMH)  at  The  University  of  Texas  Medical 
Branch  (UTMB)  at  Galveston,  has  been  making  relief  prints 


since  he  was  13.  At  50,  Dr  Avery  seems  to  have  lived  se'  ' 
lives  — all  with  the  main  goal  of  helping  others,  whether  it  be 
through  art,  medicine,  or  activism. 

Dr  Avery’s  father,  a Harvard-trained  pediatric  hematologist 
who  raised  his  family  in  Pecos,  didn’t  encourage  his  son  to  fol- 
low in  his  footsteps,  but  rather  those  of  Dr  Avery’s  mother,  an 
artist.  The  elder  Dr  Avery  saw  the  talent  that  would  make  his 
son  a professional  artist  one  day,  and  the  son  made  his  way  to 
the  University  of  Arizona,  where  he  earned  a degree  in  art. 

“I  was  doing  art  as  my  major,  and  it  was  so  easy  for  me  that 
it  didn’t  seem  like  I was  doing  anything,”  Dr  Avery  said.  The  idea 
of  studying  medicine  kept  creeping  back  into  his  mind,  and  even- 
tually a print  teacher  encouraged  him  to  explore  this  interest. 

After  doing  well  in  his  science  courses.  Dr  Avery  was  torn 
between  pursuing  medicine  or  continuing  with  art.  The  Viet- 
nam War  draft  helped  him  with  the  decision.  “My  draft  num- 
ber was  very  low,  and  one  of  the  ways  you  could  stay  out  of  the 
draft  was  by  extending  your  education,”  Dr  Avery  said.  “That 
was  a very  powerful  reason  I tried  to  get  into  medical  school.” 

He  was  accepted  into  UTMB,  which  was  undergoing  a 
renaissance  of  its  own  as  historian  Chester  R.  Burns,  MD, 
PhD,  joined  the  staff.  The  IMH  began  incorporating  disci- 
plines such  as  art,  history,  ethics,  philosophy,  law,  religion, 
and  literature  into  UTMB’s  curriculum  in  1973. 

After  graduating  in  1974,  Dr  Avery  kept  up  with  IMH  fac- 
ulty members,  with  whom  he  had  developed  strong  ties.  He 
also  completed  a psychiatry  internship  at  UTMB,  finished  a 
residency  at  the  New  York  State  Psychiatric  Institute  at  Co- 
lumbia-Presbyterian  Medical  Center  in  New  York  City,  spent 
3 months  as  an  artist-in-residence  with  the  humanities  pro- 
gram at  Pennsylvania  State  University’s  College  of  Medicine 
in  Hershey,  and  then  promptly  returned  to  the  art  scene. 

“I  had  continued  developing  my  art  skills  all  through  medical 
school  and  my  residency,  and  I had  made  this  agreement  with 
myself  when  I started  medicine  that  I would  stop  at  some  point 
and  return  to  my  art  making,”  Dr  Avery  said.  “1  took  2 years  off 
and  lived  on  New  York’s  Lower  East  Side,  played  in  a street 
band,  and  met,  for  the  first  time,  artists  who  were  a lot  like  me.” 

But  Dr  Avery  couldn’t  stay  away  from  medicine  too  long. 
He  realized  people  suffering  all  over  the  world  needed  his 
skills.  He  spent  6 months  in  Northern  Indonesia  working 
with  Vietnamese  refugees  caught  up  in  the  exodus  brought 
on  by  the  war  and  then  traveled  to  Somalia  to  help  famine 
victims  for  another  6 months.  Dr  Avery’s  volunteer  experi- 
ences led  him  back  to  his  art. 


“Physicians  should  know 
that  there’s  a whole  other  world 
out  there  in  addition  to 
what  we  do  in  clinical  practice 
every  day.  ” 
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Works  by  artist-physicians 

The  1991  four-color  lithograph,  Schizolines^  below,  was  created  by  Nobel  Prize-win- 
ning neurologist  and  former  Baylor  College  of  Medicine  professor  Roger  Guillemin, 

MD,  of  Santa  Fe,  NM,  who  was  inspired  by  electroencephalogram  patterns.  The  Last 
T Cell,  opposite  page,  a 1993  mandala-like  metal  plate  relief  print  on  monoprint  back- 
ground, was  created  by  professional  printmaker  and  UTMB  Galveston  psychiatrist 
Eric  N.  Avery,  MD.  The  Last  T Cell  was  made  by  Dr  Avery  during  a stage  of  the  AIDS 
epidemic  when  patients'  T-cell  counts  kept  dropping  to  the  point  where  the  remaining 
T cells  would  be  given  names.  (Jack  S.  Blanton  Museum  of  Art,  The  University  of 
Texas  at  Austin,  The  Elgin  W.  Ware,  Jr./Texas  Medical  Association  Collection,  1997) 
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“People  got  terrible  PTSD  (post-traumatic  stress  disorder | 
from  working  in  that  disaster,  and  in  order  to  help  myself 
cope  with  that  situation,  I began  making  woodcuts  with 
wood  scavenged  in  the  camp.  1 had  a tent  set  up  to  use  as  a 
studio,”  he  said.  “At  that  point,  the  printmaking  really  began 
to  help  me  keep  myself  together.” 

Upon  his  return  from  Somalia,  Dr  Avery  quit  medicine 
once  again  and  moved  to  San  Ygnacio,  near  Laredo,  where  he 
lived  for  the  next  11  years  and  returned  to  full-time  art  mak- 
ing. He  continued  his  volunteer  work  to  help  refugees  from 
the  civil  wars  in  Central  America  who  came  across  the  Texas- 
Mexico  border  and  immigrants  from  Mexico  into  the  United 
States.  Dr  Avery  helped  organize  Amnesty  International  USAs 
refugee  work  in  Laredo  and  elsewhere  in  the  country.  His  art, 
which  began  catching  the  eyes  of  museum  curators  across  the 
nation,  reflected  the  suffering  of  the  refugees  as  well  as  peo- 
ple afflicted  with  a present-day  plague. 

“AIDS  started  killing  all  of  my  friends,”  Dr  Avery  said.  “I 
had  always  said  that  if  I practiced  medicine  again  it  would  be 
to  work  with  a real  serious  problem.  That’s  pretty  much  all 
I’ve  done  is  work  in  these  traumatic  situations.” 

During  a fateful  continuing  medical  education  conference, 
f Dr  Avery  ran  into  an  HIV  psychiatrist  from  UTMB,  who  en- 
couraged him  to  return  to  his  alma  mater  to  develop  the  psy- 
chiatric services  needed  by  AIDS  patients.  With  support  from 
his  IMH  friends.  Dr  Avery  completed  a fellowship  in  consult- 
ant-liaison psychiatry  in  1994  and  began  caring  for  patients 
in  UTMB’s  AIDS  Clinical  Care  and  Research  Program.  He  is 
the  director  of  HIV  Psychiatry  Services  in  the  adult  division 
I of  UTMB’s  Department  of  Psychiatry  and  Behavioral  Sci- 
ences, and  the  primary  HIV  consultant-liaison  psychiatrist 
for  the  AIDS  Clinical  Care  and  Research  Program. 

This  time,  he  didn’t  give  up  his  art  for  his  medicine.  The  IMH 
I offered  Dr  Avery  an  associate  membership  and  a way  to  express 
■ both  of  his  talents.  “So  20%  of  my  time,  1 day  a week.  I’m  ac- 
tually paid  as  a physician  to  stay  in  my  studio  and  use  my  art- 
I work  to  reflect  my  experiences  with  my  patients,”  he  said. 

Like  Dr  Ware,  Dr  Avery  has  worked  for  years  to  bring  the  hu- 
1 manities  into  medicine.  But  some  of  his  recent  art  takes  the  re- 
verse approach.  “I  want  to  take  medicine  and  move  it  into  art 
space  and  ask  questions  like,  ‘What  is  the  function  of  art?’  and 
‘What  are  the  functions  of  those  art  spaces?  Are  they  places  to 
preserve  objects  or  are  they  places  for  learning  and  healing?”’ 

As  a reaction  to  the  changing  health  care  environment.  Dr 
Avery  created  “The  Lost  Art  of  Healing,”  an  April  1997  ex- 


hibit that  re-created  a medical  clinic  in  a University  of  Mil- 
waukee-Wisconsin  art  gallery.  In  this  clinical  art  action,  a 
participating  plastic  surgeon  consulted  with  consenting  pa- 
tients in  front  of  the  public  as  a performance  artist  peddled 
snake  oil,  diet  pills,  liposuction  services,  and  surgical  sex 
changes  outside  the  examining  room.  Dr  Avery’s  print  art 
hung  above  the  clinic  and  on  the  gallery  walls. 

“I  wanted  to  take  one-on-one  work  with  a patient,  which 
is  under  all  of  this  pressure  from  managed  care,  and  put  that 
interaction  in  a protected  space  the  way  you  do  beautiful,  en- 
dangered objects,”  Dr  Avery  said.  “You  put  them  in  a mu- 
seum to  take  care  of  them  and  keep  them.” 

The  Blanton  Museum  of  Art  at  UT-Austin  is  home  for 
about  a dozen  of  Dr  Avery’s  prints,  including  a 1980s  AIDS 
suite  as  well  as  three  1993  works  that  are  part  of  the  Ware 
collection.  Blue  Smallpox:  The  Print  of  Hope  (cover).  Not  the 
Feet  of  the  One  and  Only  (p  34),  and  The  Last  T Cell  (below). 

Dr  Avery  exhibited  his  latest  project  at  Harvard  Univer- 
sity’s Fogg  Art  Museum  on  World  AIDS  Day  1997.  He  de- 
signed an  8'  X 12'  room  and  papered  it  with  wallpaper  he 
created  based  on  Prison  VII,  an  18th-century  work  by  Gio- 
vanni Battista  Piranesi.  The  paper  depicted  the  life  cycle  of 
HIV  by  showing  how  HIV  drugs  work  inside  a lymphocyte. 
Health  care  professionals  and  consenting  patients  from  Cam- 
bridge Hospital’s  AIDS  facility,  the  Zinberg  Clinic,  moved  into 
the  art  museum  clinic  for  a 2-day  art  action. 

“It  was  a regular  HIV  clinic,”  Dr  Avery  said.  “Blood  tests 
were  drawn,  physical  examinations  were  performed,  and  so- 
cial workers  and  nurse  practitioners  worked  with  the  pa- 
tients just  like  they  did  in  the  regular  medical  clinic.  It  was 
medicine  as  art  and  art  as  medicine.” 

For  the  public.  Dr  Avery’s  art  is  “heightening  sensitivity 
and  the  quality  of  life  and  increasing  awareness  of  the  world 
and  the  ability  to  respond  flexibly  and  meaningfully  to  it,”  Mr 
Bober  said.  “Good  art  is  about  healing  and  improving  the  hu- 
man condition.” 

For  Dr  Avery,  his  art  provides  him  with  the  strength  he 
needs  to  face  another  AIDS  patient  who  may  be  on  the  verge 
of  death.  “Art  helps  me  heal  wounds  and  process  my  grief 
and  trauma,”  he  said.  “But  my  recent  clinical  work  in  art 
spaces  — in  what’s  called  the  liminal  space  between  art  and 
medicine  — is  helping  expand  and  define  the  relationship  of 
the  visual  arts  to  the  medical  humanities.  I hope  it  also  helps 
remind  my  profession  of  something  Hippocrates  told  us: 
‘Medicine  is  the  most  distinguished  of  all  the  arts.’” 


“Art  helps  me  heal  wounds  and  process 
my  grief  and  trauma.  I hope  it  also 
helps  remind  my  profession  of  something 
Hippocrates  told  us;  ‘Medicine  is  the 
most  distinguished  of  all  the  arts.’” 
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A fortuitous  find 

Die  Witwe  It  (The  Widow  If),  below,  is  the  fifth  plate  of  Kathe  Kollwitz’s  Sieben 
Holzschnitte  Zum  Krieg  (Seven  Woodcuts  on  War),  created  in  1922  and  1923.  The  com- 
plete series,  which  was  discovered  in  its  original  portfolio  buried  in  the  UT  Fine  Arts 
Library  study  materials,  is  worth  "many  tens  of  thousands  of  dollars,”  said  Jonathan 
Bober,  curator  of  prints  and  drawings  at  UT's  Jack  S.  Blanton  Museum  of  Art.  Each 
plate  depicts  a different  stage  of  suffering  during  World  War  I.  (Jack  S.  Blanton  Mu- 
seum of  Art,  The  University  of  Texas  at  Austin,  The  Elgin  W.  Ware,  Jr./Texas  Medical 
Association  Collection,  1997) 
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Art  and  healing 

It’s  no  coincidence  that  art  and  medicine  share  the  same 
patron  saint  — St  Luke.  Healing  imagery  runs  through  much 
of  art  from  depictions  of  miraculous  cures  involving  an  assem- 
bly of  saints  to  18th-century  anatomical  diagrams  to  modern 
realist  images  created  by  artists  such  as  Robert  Riggs  (p  39). 
But  art  can  instigate  healing  as  well  as  illustrate  it. 

Physicians  and  other  health  care  professionals  are  finding 
that  art  can  promote  physical  healing  by  allowing  patients  to 
work  through  their  emotions.  Creating  works  of  art  as  well 
as  participating  in  the  more  physical  arts  — music  therapy, 
dance,  Tai  Chi,  and  yoga  — has  helped  patients  express  their 
feelings  and  deal  with  the  anger  they  have  toward  their  ill- 
nesses. Often,  patients  learn  something  new  about  them- 
selves that’s  reflected  in  their  artwork. 

“When  patients  look  at  their  art,  they  get  a picture  of 
what’s  really  going  on  with  themselves,”  said  Stephanie 
Woodruff,  a professional  art  therapist  in  Houston.  “The  art 
takes  and  contains  what’s  troublesome  to  patients  and  allows 
them  to  look  at  it  at  a certain  pace  and  in  a safe  way.” 

This  is  especially  true  for  children,  says  Donna  Copeland, 
PhD,  a clinical  psychologist  and  chief  of  the  behavioral  medi- 
cine section  of  the  Department  of  Pediatrics  at  The  University 
of  Texas  M.D.  Anderson  Cancer  Center  in  Houston.  When  a 7- 
year-old  girl  who  had  suffered  from  throat  cancer  and  could 
not  speak  English  visited  Dr  Copeland’s  department,  the  staff 
immediately  gave  her  the  materials  to  create  a picture. 

Dr  Copeland  described  the  drawing  the  child  produced. 
“She  drew  a picture  of  a little  girl  with  an  arch  on  either  side 
of  her  — kind  of  limiting  her  world  in  a way.  She  put  in  lots 
of  blackbirds  flying  around  her,  which  I think  represents  peo- 
ple talking  in  a language  she  doesn’t  understand,  but  she’s 
safe  within  her  arches.  Underneath  the  little  girl,  she  drew  a 
choppy  sea  that  represents  her  experience  with  throat  cancer. 
She  detached  the  little  girl’s  head  from  her  body,  which 
shows  the  head-body  disconnection  she  was  feeling.” 

But  the  staff  was  encouraged  when  the  child  drew  a smile 
on  the  head  in  her  drawing.  “When  she  left,  she  was  smiling 
and  happy,”  Dr  Copeland  said.  “I  think  drawing  a boundary 
around  the  little  girl  in  the  picture  gave  her  a sense  of  secu- 
rity. She  could  never  have  been  able  to  tell  anybody  those 
things,  but  she  could  express  them  in  her  pictures.” 

When  children  grow  seriously  ill,  their  artwork  reflects 
their  downturn.  Dr  Copeland  says.  “Their  pictures  fade  in  a 
way.  These  children  use  lighter  colors,  their  marks  are  not  as 
firm,  and  their  work  starts  going  toward  the  edges  of  the  pa- 
per oftentimes.” 

But  the  survival  rate  of  those  who  suffer  from  childhood 
cancers  is  70%  to  80%,  so  Dr  Copeland  and  her  staff  use  dif- 
ferent types  of  art  — from  computer  graphics  to  music  to 
writing  — to  prepare  kids  to  function  in  society  as  inde- 
pendent adults  and  cope  with  the  trauma  they  experience 
during  their  illnesses. 

M.D.  Anderson’s  Children’s  Art  Project,  formerly  known  as 
the  Christmas  Card  Project,  has  produced  those  internation- 
ally famous  Christmas  cards  for  25  years  from  designs  cre- 
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ated  by  young  cancer  patients.  In  1973,  the  project  d v 
$550.  In  1998,  the  project’s  creations,  which  have  expanded 
to  products  like  books  and  T-shirts,  earned  more  than  $1  mil- 
lion that  paid  for  patient-focused  programs,  such  as  scholar- 
ships for  former  and  current  cancer  patients,  and  staff  artists, 
writers,  and  musicians. 

“Pediatricians  say  what  a positive  force  art  is  in  the  children’s 
lives  while  they’re  undergoing  treatment,”  said  Tyrell  Flawn,  di- 
rector of  volunteer  services  at  the  Children’s  Art  Project. 

“It  gives  the  children  something  to  look  forward  to,  to  get 
up  for.” 

Children  aren’t  the  only  ones  at  M.D.  Anderson  visually 
expressing  their  concerns  through  art.  The  Children’s  Art  Pro- 
ject recently  developed  a young  adult/adolescent  program, 
and  the  cancer  center  unveiled  The  Place  ...  of  Wellness  in 
October  to  help  adults  deal  with  cancer  through  both  the  vi- 
sual and  performing  arts.  Ms  Woodruff,  who  lately  has  been 
working  with  women  who  have  breast  cancer,  facilitates  a 
healing  art  workshop  for  the  program. 

Ms  Woodruff  pinpoints  the  general  area  her  clients  are 
struggling  with  to  prescribe  art  therapy.  For  instance,  cancer 
patients  often  suffer  from  post-traumatic  stress  disorder,  so 
she  suggests  the  same  activities  that  trauma  victims  partici- 
pate in  during  their  art  therapy.  She  selects  the  proper 
medium,  whether  it  is  something  soft  like  clay  or  hard  like 
paper,  and  determines  if  her  clients  need  paint  or  pencils  to 
express  their  emotions  and  analyze  them. 

“A  grocery  sack  is  great  for  anger  work  because  you  can  wres- 
tle with  something  noisy  and  create  a three-dimensional  project 
out  of  it,”  Ms  Woodruff  said.  “Clay  work  is  used  for  soothing, 
comforting,  and  getting  to  the  more  positive  side  of  things.” 

Art  therapy’s  integration  of  mind,  body,  and  spirit  goes 
back  to  ancient  religious  healing  ceremonies  and,  most  re- 
cently, Jungian  psychotherapy.  As  therapeutic  art  programs 
pop  up  across  the  country,  more  scientific  evaluation  of  pa- 
tient results,  in  addition  to  subjective  measurements,  will  be 
conducted  to  prove  the  benefits  of  art  in  healing. 

“We  can  even  measure  actual  physical  stress  indicators 
such  as  lymphocyte  counts,”  Ms  Woodruff  said.  “The  scien- 
tific literature’s  now  there  to  support  what  we  always  knew 
intuitively  about  the  healing  aspects  of  art.”  ★ 
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The  human  body 
as  art 


Wired  (left)  and  a la  carte  (right),  both  created  in  1997  and  used  as  covers 
for  the  journal  Radiologic  Technology,  are  part  of  "The  Fine  Art  of  Heal- 
ing" poster  series  of  Med/ART  paintings  by  donna  krin  Korkes.  Wired  was 
commissioned  by  3M  Medical  Imaging.  Ms  Korkes’  favorite  painting,  a la 
carte,  so  titled  because  it  “looks  like  a dinner  plate,"  is  based  on  an  ab- 
domen x-ray,  Ms  Korkes  said. 


Some  artists  are  inspired  by  trees,  historical  events, 
or  a beautiful  face.  Artist  donna  krin  Korkes  is  in- 
spired by  body  parts  on  an  x-ray. 

A graduate  of  the  University  of  the  Arts  in 
Philadelphia,  Ms  Korkes  was  painting  Southwestern 
art  that  wasn’t  all  that  popular  in  New  England  when 
she  looked  deep  inside,  literally,  for  a new  direction 
and  began  creating  works  from  her  own  x-rays.  “I  re- 
alized the  human  body  is  a living  work  of  art,  and  I 
could  give  that  art  a new  visual  perspective  by  adding 
beautiful  colors  and  creating  complex  compositions," 
Ms  Korkes  said. 

With  some  shrewd  marketing,  this  new  direction 
took  off.  In  1993,  she  opened  Med/ART  in  Morristown, 
NJ.  Soon  she  was  creating  commission  work  for  3M 
Medical  Imaging,  and  designing  the  covers  of  Radio- 
logic  Technology,  the  bimonthly  journal  of  the  Ameri- 
can Society  of  Radiologic  Technologists.  Physicians 
throughout  the  world  have  ordered  Med/ART  posters 
for  their  reception  and  examining  rooms  because  of  the 
originality,  colors,  and  sophistication  of  Ms  Korkes’  oil 
paintings  like  Wired  and  a la  carte  (above). 

“I’ve  seen  other  art  from  x-rays,  and  nothing  is  quite 
the  same  as  what  I am  creating,”  she  said.  “My  anatom- 
ical artwork  is  friendly  and  doesn’t  show  pain.  People 
relate  to  the  colors  because  bright  colors,  even  in  the 
worse  situations,  make  people  feel  better." 

For  more  information  on  Med/ART,  call  Ms  Korkes 
at  (973)  539-2179,  or  write  to  PO  Box  853,  Morristown, 
NJ  07963-0853. 
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Though  he’s  been  gone  for  more 
than  a year  now,  many  Texas 
Medical  Association  members 
still  miss  Victor  J.  Weiss,  Jr,  MD. 

But  they  soon  will  be  able  to 
benefit  from  Dr  Weiss’  legacy, 
represented  by  a sculpture  por- 
traying the  true  meaning  of  be- 
ing a physician,  every  time  they 
walk  through  the  front  door  of 
the  TMA  building. 

Before  he  died  in  October 
1997,  Dr  Weiss,  a San  Antonio 
psychiatrist  and  former  member 
of  the  TMA  Board  of  Trustees,  committed  the  funds 
to  create  a sculpture  forTMA’s  first-floor  lobby  foyer. 
He  wanted  the  sculpture  to  depict  the  most  important 
part  of  being  a physician  — caring  for  patients. 

“He  was  devoted  to  the  art  and  practice  of  medi- 
cine," said  Belinda  Weiss,  Dr  Weiss’  widow.  “He 
wished  to  impress  upon  those  who  enter  the  building  of 
the  Texas  Medical  Association  that  physicians  and  or- 
ganized medicine  continue  to  have  a love  and  warmth 
for  people  little  changed  with  the  passing  of  time.” 

Coming  from  a long  line  of  physicians  — both  his 
father  and  grandfather  were  doctors  — Dr  Weiss 
worried  about  patients’  health  and  not  their  ability  to 
pay  bills,  Ms  Weiss  says.  “He  treated  everybody.  If 
people  did  upholstery,  they  traded  upholstery  work. 
If  they  had  bakeries,  they  brought  him  doughnuts. 
He  practiced  medicine  that  way,  and  you  don’t  see 
that  much  any  more." 

After  a long  search,  TMA’s  History  of  Medicine 
Committee  found  the  perfect  sculptor  to  communi- 
cate Dr  Weiss’  message  to  physicians  in  Garland  A. 
Weeks,  a native  Texan  from  Marathon  who  has  been 
sculpting  for  30  years.  By  describing  some  of  Dr 
Weiss’  favorite  works  of  art,  such  as  Sir  Luke  Fildes’ 
The  Doctor  (ca  1891),  Ms  Weiss  was  able  to  convey 
her  husband’s  wishes  to  Mr  Weeks,  a former  official 
state  sculptor  of  Texas. 

The  36-inch  bronze  sculpture  will  be  mounted  on  a 
36-inch  wooden  base  and  will  be  in  the  vein  of  “Nor- 
man Rockwell,”  Ms  Weiss  said.  The  sculpture  is  ex- 
pected to  be  completed  this  spring. 


Victor  J.  Weiss,  Jr,  MD, 
left  behind  a represen- 
tation of  what  he  be- 
lieved to  be  the  real  art 
of  medicine  — taking 
care  of  patients. 
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Astragali:  Healers  in  medicine,  symbols  in  art 
By  Joseph  M.  Merrill,  IVID 


Cover  Svory 


(Editor’s  Note:  Dr  Merrill  presented  this  paper  as  one  of 
five  lecturers  at  the  opening  of  the  35th  International 
Congress  on  the  History  of  Medicine  in  September  1996 
on  the  Greek  island  of  Kos,  Hippocrates'  home.  Others 
were  delivered  by  delegates  from  the  United  Kingdom, 
France,  Belgium,  and  Japan.) 

To  celebrate  our  debt  to  Greek  medicine,  I would  like 
first  to  recognize  ancient  Greece  not  only  as  the  source 
of  today's  medical  ethics  but  also  as  the  first  to  base 
medicine  on  rational  science  and  organized  teaching. 
These  contributions  not  only  initiated  our  subsequent 
achievements  in  medicine  but  in  all  forms  of  intellectual 
inquiry.  Second,  I would  like  to  acknowledge  Greek  art 
as  the  origin  and  continuing  core  of  Western  aesthetics. 

Greek  medicine  developed  a talent  for  asking  serious 
questions  and  answered  them  by  applying  the  experi- 
mental method.  When  it  was  recognized  that  the  human 
mind,  when  properly  applied,  could  answer  serious  ques- 
tions, the  way  was  paved  for  medicine  to  advance. 
Meanwhile,  Greek  art  pursued  the  classical  ideal  using 
purity  of  form  and  figurative  plasticity  to  achieve  beauty 
— achievements  that  have  never  been  surpassed. 

In  this  paper,  I will  link  inscribed  epigrammatic  med- 
ical evidence  with  examples  from  Greek  art.  This 
method  varies  with  the  philosophy  expressed  by  the 
Edelsteins,  who  first  compiled  the  written  testimonies  of 
Aesculapius  and  published  them  in  English  (1).  They 
purposely  avoided  archaeological  evidence  contained  in 
coins,  sculpture,  and  paintings  because  they  felt  that 
any  interpretations  we  make  about  ancient  Greek  medi- 
cine should  follow  written  evidence,  but  I intend  to  show 
meaningful  relationships  between  the  two. 

Combining  the  written  word  with  symbols  also  has 
another  purpose:  It  points  up  some  of  the  dilemmas  of 
modern  medicine.  Using  symbols,  in  a sense,  is  thera- 
peutic in  itself  — for  when  we  contemplate  the  concen- 
tration of  high  technology  in  our  teaching  hospitals,  we 
need  to  reassure  ourselves  that  our  profession’s  humani- 
tarian ideals,  as  laid  down  in  the  ethics  of  ancient 
Greece,  will  not  just  persist  but  will  remain  paramount  in 
our  professional  work.  I hope  that  this  method  of  presen- 
tation will  underscore  yet  another  legacy  of  Greek  civi- 
lization: the  recognition  that  the  aesthetic  dimension  of 
human  experience  is  what  delivers  us  from  barbarism. 

Astragali  in  art 

An  idealized  Aesculapius  shown  in  Fig  I is  a likeness  ac- 
quired by  the  Copenhagen  museum  exactly  100  years 
ago,  but  nothing  is  known  of  its  origin.  Although  Callis- 


tratus,  working  in  the  2nd  century  BC  was  not  speaking 
about  this  specific  portrait,  his  words  evoking  the  image 
of  a universal  healer  describe  it 
very  well:  “To  me  [this  portrait  is] 
not  an  image  but  truth.  Stone 
though  it  is  . . . [it]  gives  forth  divine 
intelligence  . . . the  face  flashes  forth 
an  indescribable  depth  of  dignity 
mixed  with  compassion. . . . And  al- 
though all  things  . . . are  born  to  die 
. . . this  head  carries  with  it  . . . in- 
destructible youth.’’ 

Astragali,  the  knucklebones  of 
sheep  or  goats,  were  used  in  ancient 
Greece  as  dice  for  gambling  and  playing  a game  similar  to 
jacks.  Sophocles  said  these  games  were  invented  during 
the  Trojan  War  to  amuse  the  troops,  and  others  have  at- 
tributed their  origin  to  Zeus  himself.  In  the  medical  testi- 
monials inscribed  at  Epidaurus,  astragali  figure 
prominently  in  two  cures.  !n  each  example  of  Greek  art 
that  I have  selected,  be  it  sculpture,  painting,  or  terra 
cotta,  the  artist  has  chosen  astragali  as  the  central  motif. 

Greek  painting  developed  as  an  autonomous  art  form  in 
the  5th  century  BC,  but  no  originals  from  this  Classical  pe- 
riod have  survived,  which  explains  the  importance  of  the 
2000-year-old  painting  shown  in  Fig  2.  This  colored  mono- 
chrome painted  on  marble  and  excavated  at  Herculaneum 
is  now  housed  in  the  Naples  Archeo- 
logical Museum.  These  women  (Leto, 
Niobe,  Phoebe,  Aglaia,  and  Hileaera) 
playing  a game  with  astragali  were 
painted  by  Alexander  of  Athens  who 
was  active  in  the  1st  century  BC. 

Because  this  monochrome  is 
similarto  reliefs  dating  from  430  BC, 
it  is  thought  to  be  a copy  of  a paint- 
ing dating  from  that  time.  Leto  and 
Niobe  have  fallen  out  over  a throw 
of  astragali,  and  Phoebe  tries  to  ef- 
fect a reconciliation.  Meanwhile,  the  other  two  women, 
impervious  to  their  quarrel,  are  preoccupied  with  the 
outcome  of  their  game.  The  dynamic  equilibrium 
achieved  by  the  artist  with  the  massed  figures  has  led 
modern  critics  to  acclaim  this  a mature  masterpiece  (2). 

The  minor  disagreement  between  Leto  and  Niobe  is 
symbolic  of  a much  greater  quarrel  between  the  two. 
Niobe,  the  first  mortal  woman  violated  by  Zeus,  was  the 
mother  of  six  boys  and  six  girls.  With  Leto,  Zeus  fa- 
thered two  Olympian  deities,  Apollo  and  Artemis.  Leto, 
disparaged  by  Niobe  for  having  only  two  children,  sent 


Fig  I.  Sculpture  of 
Aesculapius’  face. 


Fig  2.  Colored  mono- 
chrome featuring  Leto, 
Niobe,  Phoebe,  Aglaia, 
and  Hileaera  playing  a 
game  with  astragali. 
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Astragali:  Hea 
(corit.) 

ilers  in  medictnc 

symbols  in  art 

Apollo  to  kill  Niobe’s  sons  and  Artemis  to  kill  the  daugh- 
ters. Overcome  by  the  loss  of  her  children,  Niobe  fled  to 
her  father’s  house  where  Zeus,  moved  by  her  grief, 
turned  her  into  a pillar  of  stone,  which  in  summer  still 
weeps.  As  early  as  the  560s  BC,  this  Homeric  legend  was 
used  to  decorate  Greek  amphoras  (3). 

Now,  what  do  knucklebones  of  sheep  and  goats  have 
to  do  with  medicine?  At  Epidaurus,  two  inscriptions  from 
the  4th  century  BC  associate  astragali  with  curative 
powers.  One  inscription  relates  the  story  of  a man  with  a 
paralyzed  shrunken  hand  who,  though  doubtful  of  a cure, 
practices  the  prescribed  ritual  and  at  the  very  moment  he 
attempts  to  throw  an  astragalus,  is  cured  by  Aesculapius. 
Translated,  the  text  reads  as  follows:  “A  man  whose  fin- 
gers were  paralyzed  came  as  a suppliant  to  the  god  ...  in 
his  sleep  he  saw  a vision.  It  seemed  to  him  that,  as  he  was 
playing  at  astragali  and  was  about  to  throw  them,  the  god 
appeared,  sprang  upon  his  hand,  and  stretched  out  the 
patient’s  fingers.  When  the  god  had  stepped  aside,  it 
seemed  that  he  could  stretch  out  all  his  fingers  one  by 
one. . . . When  day  dawned  he  walked  out  sound.” 

At  Epidaurus  Testimony  8 reads:  “Euphanes,  a boy  of 
Epidaurus  . . . suffering  from  stone,  slept  in  the  temple,  it 
seemed  to  him  that  the  god  stood  by  him  and  asked: 

‘What  will  you  give  me  if  I cure 
you?’  ‘Ten  astragali,’  he  answered. 
The  god  laughed  and  said  to  him 
that  he  would  cure  him.  When  day 
came  he  walked  out  sound." 

The  popularity  of  astragali  play- 
ers as  a subject  for  sculptors  is  indi- 
cated by  excellent  examples  housed 
in  the  museums  of  Crete,  Berlin,  and 
Budapest.  The  sculpture  shown  in 
Fig  3 is  from  the  Captoline  Museum 
in  Rome.  Pliny  the  Eider  praised 
Polycleitus’  Two  Boys  Playing 
With  Astragali  that  stood  in  the  forecourt  of  the  palace  of 
the  Emperor  Titus  as  “the  most  perfect  work  of  art  in  exis- 
tence.” Ironically,  the  eruption  of  Vesuvius  in  79  AD  that 
preserved  the  Herculaneum  painting  for  us  killed  Pliny  the 
Elder  when  he  sailed  too  close  to  get  a better  view. 

Terra  cotta  was  another  art  form  often  used  to  show 
astragali  players.  The  earliest  Greek  terra  cottas  found 
at  Knossos  date  from  5000  to  3000  BC,  but  the  oldest  we 
have  featuring  an  astragali  player  dates  from  the  4th  cen- 
tury BC.  Fig  4 shows  how  an  artist  used  astragali  players 
to  feature  Hellenistic  naturalism.  A recent  show  at 
Venice’s  Palazzo  Grassi,  “Greeks  in  the  Occident,”  fea- 
tured two  women  dressed  in  chitons  who  are  absorbed  in 


their  game.  The  style  of  their  faces  is  said  to  suggest  that 
it  was  made  about  330  BC.  By  exhibiting  the  female  figure 
in  a number  of  poses,  artists  concealed  and  revealed  the 
human  figure  very  effectively.  These  minor  master- 
pieces, breathing  the  life  of 
yesterday,  span  our  past 
with  our  present. 

Links  to  today 

Aesculapius  was  created 
by  Greek  minds  as  the  god 
of  universal  healing.  How 
can  the  astragali  cures  be 
explained  within  a framework  of  rational  medicine?  Ap- 
parently, the  physicians  of  ancient  Greece  understood 
better  than  we  that  many  natural  phenomena  occur  that 
defy  explanation.  Therefore,  patients  who  could  not  be 
cured  by  human  knowledge  might  be  cured  by  the  advice 
Aesculapius  gave  during  their  dreams  in  the  temple  — - 
not  unlike  the  cures  patients  nowadays  find  with  “alter- 
native medicine.” 

Ancient  Greece  created  two  kinds  of  medicine:  first, 
the  Asclepian  or  religious  medicine  and,  second,  the  Hip- 
pocratic or  rational  medicine.  But,  as  has  been  pointed 
out,  these  two  are  not  necessarily  antagonistic  (4). 
When  rational  medicine  fails,  physicians  who  respect 
medicine  as  a profession  that  is  dedicated  to  healing 
have  no  difficulty  in  accepting  cures  that  alternative 
medicine  sometimes  affords. 

Lastly,  the  glorious  ideals  generated  by  the  art  of 
healing  and  the  symbolism  the  Greeks  expressed  in  their 
art  can  serve  as  an  inspiration  for  our  youth.  If  we  as 
physicians  are  uncompromising  in  supporting  medicine’s 
ideals  and  stick  with  them,  then  there  is  no  way  that  our 
students  can  fail  in  their  pursuit  of  truth  in  medicine. 
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Fig  4.  Astragali  players  featuring 
Hellenistic  naturalism. 
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LECTRONIC  MEDICAL  RECOR 

ve  probably  heard  of  the  numerous  reasons  to  computerize  your  patient  charts.' 
ude  improved  patient  care,  reduced  overhead,  and  better  documentation.  You  have^ 

I heard  of  physicians  who  have  spent  thousands  of  dollars  on  EMR  software  only  to  disii 
the  system  they  purchased  is  unusable  in  a clinicai  setting.  Maybe  you  are  one  of  tho^- 
sicians.  If  so,  you  probably  don't  trust  a vendor's  slick  presentation.  Wouidn't  you  like  to  try 
stem  in  your  own  office,  at  your  own  pace?  Then  you  can  reaily  evaluate  it  properly  to  see  if 
^ your  work  pattern  and  style  of  documenting  patient  visits.  You  can  because... 


e-MDS 


That's  right,  nada,  nothing,  zero. 


We  are  mailing  copies  of  TOPS  Chart  (Single  User)  EMR  in  early 
February  to  thousands  of  physicians  in  Texas  and  other  states.  Watch 
for  the  distinctive  navy  blue  and  yellow  TOPS  triangle  logo  in  the  mail, 
or  call  1-888-344-9836  to  make  sure  you  are  on  the  mailing  list. 


Jingle  user  version  of  TOPS  Chart  is  a very 
rfui  system.  Innovative  mouse-operated 
nee  creation  templates,  a complete  ICD-9 
with  over  70,000  descriptions,  patient 
ition  handouts,  prescriptions  and  more  are  all 
ed.  In  fact,  everything  you  need  to  generate  a 
^ note  is  in  the  system.  TOPS  Chart  also 
ies  extensive  physician  support  such  as 
ide  consults  on  diagnoses  and  medications, 
mtial  diagnoses,  and  best  practices  guidelines. 


TOPS  is  comparable  to  systems  costing  hundreds 
of  thousands  of  dollars.  TOPS  Chart  (Single  User) 
requires  Windows  95,  98  or  NT  4.0.  You  will  need  a 
computer  with  at  least  a 200MHz  processor,  32MB 
of  RAM,  and  a monitor  with  a minimum  screen 
resolution  of  800x600.  The  installation  requires 
approximately  200MB  of  free  disk  space  (most  of 
which  is  supporting  data).  e-MDS  also  has  a full 
network  version  as  well  as  stand-alone  or  integrated 
billing,  practice  management  and  scheduling. 


► Box  2889,  Cedar  Park,  TX  78630-2889  • Internet:  www.winntops.com  • E-mail:  sales@winntops.com 
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Antitrust  hammer 

Insurers  threaten  physicians  who  resist  unfavorable  contract  provisions 


hen  the  physicians  of  Gene-  , 
sis  Physicians  Practice  Asso-' 
ciation  (GPPA)  in  Dallas; 
received  a letter  from  Aetna 
US  Healthcare  in  November 
threatening  legal  action  fori 
antitrust  violations,  they 
were  taken  aback. 

“We,  of  course,  were  angered  and  a lit- 
tle bit  surprised,”  said  Stan  Pomarantz, 
MD,  vice  president  for  medical  affairs  ofj 
System  Health  Providers  (SHP),  the  man- 
agement company  for  GPPA.  > > 


Regan  Dunnick 


By  Ken  Ortolon,  Associate  editor 
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GPPA  and  some  560  of  its  member 
physicians  for  months  had  been  locked 
in  a dispute  with  Aetna  over  what  the 
physicians  viewed  as  Aetna’s  failure  to 
comply  with  their  contracts  and  pro- 
vide information  that  was  critical  to  the 
physicians’  management  of  patient 
Icare.  When  GPPA  decided  to  terminate 
its  contract  with  Aetna’s  health  mainte- 
nance organization  (HMO),  that’s 
when  the  antitrust  threat  arrived. 
Aetna,  the  November  4 letter  claimed, 
iwas  unable  to  recontract  directly  with 
the  GPPA  physicians  because  GPPA  was 
!“improperly  and  illegally  interfering.” 

“We  viewed  it  as  an  act  of  despera- 
tion by  Aetna  to  try  to  quiet  us  because 
it  had  not  made  the  inroads  that  it 
thought  it  should  be  making,”  Dr  Po- 
jmarantz  said.  “Aetna  failed  to  under- 
stand that  our  physicians  weren’t 
iSigning  [new  contracts]  because  our 
physicians  were  upset  with  them. 
Aetna  thought  it  was  because  of  ac- 
tions that  we  were  taking.” 

Dr  Pomarantz  believes  GPPA  was  on 
solid  legal  footing  in  the  actions  it  took 
in  its  negotiations  with  Aetna.  But 
Aetna’s  attempt  to  use  the  threat  of  an- 
titrust action  against  physician  groups 
is  not  an  isolated  incident.  In  fact,  it  is 
being  used  with  regularity  by  managed 
care  entities  across  the  country.  And,  it 
frequently  is  having  a chilling  effect  on 
the  attempts  of  physicians  to  stand  up 
against  managed  care  contract  provi- 
sions that  are  unfavorable  to  both 
physicians  and  their  patients. 

The  irony  of  a huge,  multibillion-dol- 
lar  company  such  as  Aetna  — itself  ex- 
empt from  antitrust  laws  — threatening 
individual  physicians  with  legal  action 
has  not  been  lost  on  lawmakers.  And 
there  likely  will  be  attempts  next  year  in 
both  Congress  and  the  Texas  Legislature 
to  level  the  playing  field  for  physicians. 

I 

Modus  operand! 

j“It  does  appear  that  it  [the  antitrust 
threat]  is  becoming  a standard  modus 
operandi  for  managed  care  entities  that 
are  contracting  with  physician  net- 
works that  have  substantial  clout  based 
upon  their  popularity  in  the  communi- 
|ty  or  their  sophistication,”  said  Texas 
Medical  Association  lobbyist  Connie 
Barron.  “If  the  physicians  attempt  to 
i negotiate  too  strongly  and  they  hang 
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together  as  a negotiating  body,  then 
the  HMO  threatens  them  with  an 
antitrust  action.” 

Kim  Ross,  TMA  vice  president  for 
public  policy,  says  the  very  idea  that  a 
multibillion-dollar  giant  such  as  Aetna 
could  be  bullied  or  prevented  from  car- 
rying out  its  business  by  a few  hundred 
physicians  “is  absurd  on  its  face.” 

However,  the  threat  of  antitrust  action 
is  a powerful  weapon  for  the  HMOs  in 
their  efforts  to  force  physicians  to  accept 
unfavorable  contract  provisions  — a 


weapon  that  Mr  Ross  says  carries  the  full 
force  of  the  federal  government  behind  it. 

Under  federal  antitrust  laws,  physi- 
cians are  not  allowed  to  band  together 
to  discuss  contract  provisions  or  fees.  If 
physicians  violate  that  prohibition,  the 
Federal  Trade  Commission  (FTC)  and 
the  state  attorney  general  can  bring 
civil  penalties  against  them  and  order 
them  to  pay  restitution  to  the  HMO. 
Also,  physicians  can  be  fined  $10,000 
per  violation  and  ordered  to  pay  the 
costs  of  prosecuting  the  case. 

“Effectively,  the  HMOs  are  utilizing 
the  FTC  and  the  attorney  general  to 
break  up  these  physician  groups  that 
are  organizing  to  advocate  for  better 
delivery  of  medicine,  better  patient 
care,  and  protection  of  the  physician  in 
the  market,”  said  Austin  attorney  David 
Hilgers,  JD,  who  represents  an  Austin 
physician  group  that  is  under  investiga- 
tion for  antitrust  violation. 

Mr  Hilgers  says  the  Austin  inde- 
pendent practice  association  (IPA), 
Texas  Surgeons  PA,  tried  to  use  a “mes- 
senger model”  to  negotiate  fees  with 
HMO  Blue,  the  health  maintenance  or- 
ganization of  Blue  Cross  Blue  Shield  of 
Texas.  HMO  Blue  refused. 

Under  the  messenger  model,  physi- 
cians in  a network  appoint  a third  party 
as  their  messenger.  The  messenger  com- 
municates with  each  physician  in  the 
network  individually  to  determine  what 
fee  range  the  physician  will  accept.  The 


messenger  then  aggregates  the  f./  Uifi- 
tion,  presents  it  to  payers,  and  si-ucirs 
offers.  The  physicians  never  discuss  . : 
fee  ranges  among  themselves. 

If  a payer  makes  an  offer,  the  mes 
senger  must  relay  it  to  each  physician 
and  obtain  the  physician’s  individual 
decision  about  whether  to  accept  the 
offer.  The  messenger  may  not  inform 
physicians  about  the  decisions  of  other 
physicians  in  the  network  or  influence 
any  physician’s  decision. 

When  all  of  Texas  Surgeons  physi- 


cians independently  decided  to  termi- 
nate their  HMO  Blue  contracts.  Blue 
Cross  eventually  agreed  to  the  messen- 
ger model,  but  also  asked  the  FTC  and 
Texas  Attorney  General’s  Office  to  in- 
vestigate Texas  Surgeons.  The  FTC  has 
proposed  fines  against  Texas  Surgeons. 

“What  you  have  is  an  unbalanced 
market,  a market  that  doesn’t  make 
sense  because  you  have  the  HMOs  with 
huge  shares  of  the  patients  and  a doctor 
with  only  an  infinitesimal  portion  of  the 
market,”  Mr  Hilgers  said.  “The  FTC  ig- 
nores the  fact  that  the  HMOs  have  all  the 
market  leverage  against  these  individual 
doctors.  It  says  the  size  of  the  HMOs 
doesn’t  matter,  that  the  doctors  should 
not  organize  and  effectively  negotiate 
with  the  HMOs  on  a unified  basis.” 

David  versus  Goliath 

Ironically,  it’s  the  HMOs  who  make 
themselves  out  to  be  the  party  being 
bullied  in  these  cases.  In  an  opinion 
article  that  appeared  in  the  Dallas 
Morning  News  in  November,  Dallas 
County  Medical  Society  President 
Robert  T.  Gunby,  Jr,  MD,  said  Aetna 


All  articles  in  Texas  Medicine  that  mention  Texas 
Medical  Association’s  stance  on  state  legislation  are 
defined  as  “legislative  advertising,”  according  to 
Texas  Govt  Code  Ann  §305.027.  That  law  requires  dis- 
closure of  the  name  and  address  of  the  person  who 
contracts  with  the  printer  to  publish  the  legislative  ad- 
vertising in  Texas  Medicine:  Louis  J.  Goodman,  PhD, 
Executive  Vice  President,  TMA,  401  W 15th  St,  Austin, 
TX  78701. 


“We  viewed  it  as  an  act  of  desperation  by  Aetna 
to  try  to  quiet  us  because  it  had  not  made 
the  inroads  that  it  thought  it  should  be  making.” 
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had  staked  out  the  “David  position”  in 
its  battle  with  GPPA.  “It  becomes  rather 
ridiculous  when  a $19  billion,  multina- 
tional corporate  Goliath  cries  for  the 
government’s  protection  in  a battle 
against  an  obviously  overmatched 
opponent,”  Dr  Gunby  wrote. 

While  GPPA  believes  it  has  more  pro- 
tection from  antitrust  action  because  it 
is  a financially  integrated  entity  rather 
than  a network  of  individual  physi- 
cians, Dr  Pomarantz  says  the  antitrust 
threat  did  have  an  impact  on  the  group. 

“I  think  it  is  worrisome  that  Aetna 
seems  to  think  it  is  permissible  for  it  to 
abuse  physicians  without  any  threat  of 
antitrust  violation  to  itself,”  Dr  Po- 
marantz said. 

The  fact  that  Aetna  and  other  insurers 
face  no  antitrust  threat  is  the  “dirty  little 
secret”  in  the  whole  issue.  Dr  Gunby  said 
in  his  article.  Insurance  companies  have 
been  exempt  from  federal  antitrust  laws 
for  decades  because  of  the  fact  that  the 
various  companies  share  risk  through 
reinsurance  and  other  mechanisms.  That 
makes  it  necessary  for  them  to  share 
data  in  order  to  assess  their  own  risk  in 
the  insurance  marketplace. 

Mr  Ross  says  that  is  not  an  indefen- 
sible exception  to  the  antitrust  laws. 
“But  the  fact  that  they  have  it  and 
physicians  don’t  in  the  kinds  of  bitter 
negotiations  that  are  going  on  means 
they  can  bully  physicians  with  antitrust 
allegations  that  would  swamp  any  ma- 
jor physician  group,”  he  said. 

Merging  of  giants 

The  recently  announced  merger  of  Aetna 
with  Prudential  Healthcare  has  com- 
pounded concerns  physicians  have  about 
the  HMO’s  antitrust  tactics  as  Aetna 
attempts  to  become  even  larger  and  gain 
more  market  dominance.  In  a December 
18  letter  to  the  Antitrust  Division  of  the 
US  Department  of  Justice,  American 
Medical  Association  Executive  Vice 
President  E.  Ratcliffe  Anderson,  Jr,  MD, 
asked  the  Justice  Department  to  review 
the  proposed  merger  carefully  and  chal- 
lenge its  anticompetitive  aspects. 

“By  increasing  its  market  power, 
Aetna  also  will  continue  to  drive  med- 
ical decisions  based  on  financial  and 
stockholder  expectations,”  Dr  Ander- 

50 


son  wrote  in  his  letter.  “This  threat  is 
not  theoretical.  Eor  example,  Aetna  has 
used  its  current  market  position  to  im- 
pose unreasonable  contract  provisions 
on  physicians  that  define  medical  nec- 
essary services  as  ‘the  least  costly  of  al- 
ternative supplies  or  levels  of  service.’ 
Any  increase  in  Aetna’s  market  power 
would  further  diminish  the  ability  of 
patients  to  receive  the  quality  of  care 
they  seek  from  physicians  devoted 
solely  to  their  best  interests.” 


TMA  joined  AMA  in  seeking  Justice 
Department  review  of  the  merger.  “It’s 
been  difficult  enough  for  Texas  physi- 
cians and  their  patients  to  endure  the 
bottom-line  motivations  of  Aetna  US 
Healthcare,”  Bohn  D.  Allen,  MD,  chair 
of  TMA’s  Council  on  Socioeconomics, 
said  in  a statement  released  December 
18.  “If  this  merger  goes  unchallenged, 
it  would  create  a piece  of  the  rock  large 
enough  to  flatten  the  health  care  sys- 
tems of  Dallas,  Houston,  and  the  rest  of 
the  Lone  Star  State.” 

Leveling  the  playing  field 

while  the  Aetna-Prudential  merger  was 
raising  new  concerns  about  HMO  dom- 
inance, at  least  one  congressman  was 
attempting  to  take  the  antitrust  ham- 
mer away  from  the  managed  care  enti- 
ties. In  July  1998,  US  Rep  Tom 
Campbell  (R-Calif)  introduced  legisla- 
tion that  would  allow  physicians  to  col- 
lectively bargain  contracts  with  HMOs. 
A hearing  on  the  bill,  the  Quality 
Health-Care  Coalition  Act,  was  heard  in 
the  House  Judiciary  Committee  shortly 
after  it  was  filed,  but  Suhail  Khan,  press 
secretary  for  Representative  Campbell, 
says  the  bill  got  lost  in  the  shuffle  after 
the  committee  received  Independent 
Counsel  Kenneth  Starr’s  report  on  the 
allegations  against  President  Clinton. 
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“We  plan  to  reintroduce  the  bill  in 
February  so  that  we  can  continue  con- 
sideration,” Mr  Khan  said.  Representa- 
tive Campbell  plans  a big  push  for  both 
Republican  and  Democratic  cosponsors 
so  the  measure  will  have  broad-based, 
bipartisan  support. 

“The  prospects  obviously  are  still  up  in 
the  air,  but  we  feel  pretty  good,”  Mr  Khan 
said.  “We’re  getting  calls  from  all  over  the 
country,  and  members  from  both  sides  of 
the  aisle  are  interested  in  supporting  it.” 


Mr  Khan  adds  that  a broad  coalition 
of  health  care  groups  also  has  endorsed 
the  bill,  including  AMA,  the  National 
Community  Pharmacists  Association, 
and  several  mental  health  groups. 

At  the  time  he  filed  the  bill.  Con- 
gressman Campbell  said  medical  pro- 
fessionals should  be  allowed  to  form 
associations  and  bargain  with  HMOs 
rather  than  have  the  federal  govern- 
ment set  out  rules  that  favor  the  HMOs. 

“In  allowing  health  care  professionals, 
including  physicians,  nurses,  pharma- 
cists, and  midwives,  to  form  their  own 
professional  associations  and  bargain 
with  the  HMOs  and  other  organizations 
in  their  areas,  all  health  care  profession- 
als will  be  enabled  to  secure  contracts  of 
a more  fair  and  equitable  nature,  and  the 
patients  will  be  better  served,”  he  said. 

Meanwhile,  Mr  Hilgers  says  legisla- 
tion also  should  be  considered  at  the 
state  level  to  limit  the  attorney  gen- 
eral’s ability  to  assist  the  FTC  in  an- 
titrust investigations. 

“Both  the  state  of  Texas  and  the  fed- 
eral government  have  enforcement  abil- 
ity here,”  he  said.  “We  may  not  be  able 
to  do  anything  about  the  federal  gov- 
ernment, but  here  in  Austin  we  can  cer- 
tainly act  to  ensure  that  our  attorney 
general  is  not  being  used  unfairly  by  the 
HMOs  to  feather  their  own  nests.”  ★ 


“If  this  merger  goes  unchallenged, 
it  would  create  a piece  of  the  rock  large  enough 
to  flatten  the  health  care  systems  of  Dallas, 
Houston,  and  the  rest  of  the  Lone  Star  State.” 
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Swapping  for  life 

TMA  supports  needle  exchange  programs 


f[  e count  them  among  civiliza- 
tion’s dregs  and  enthusiasti- 
cally fund  government  efforts 
to  keep  them  off  the  streets 
and  in  prison  whenever  pos- 
sible. But  since  the  onset  of 
AIDS,  their  economic  toll  on 
society  has  escalated,  reaching  an  esti- 
mated $58  billion  a year.  Intravenous  drug 
users  in  the  United  States  number  1.1  to 
1.5  million.  Studies  show  that  of  the  esti- 
mated 41,000  new  HIV  infections  in  the 
country  every  year,  about  75%  are  among 
intravenous  drug  users,  their  sexual  part- 
ners, and  their  offspring.  > > 


By  Teri  Moran,  Senior  editor 
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Needle  exchange  programs  (NEPs), 
which  enable  drug  users  to  exchange 
used  needles  for  sterilized  ones,  have 
existed  in  the  United  States  since  1986. 
Most  of  them  are  part  of  larger  rehabil- 
itation or  harm  reduction  programs. 

NEPs  are  technically  illegal  in  most 
states,  although  some  states  make  ex- 
ceptions. A recent  count  showed  that 
47  states  and  Washington,  DC,  have 
drug  paraphernalia  laws  that  limit  the 
possession  of  and/or  distribution  of  sy- 
ringes. A 1996  survey  showed  that  in 
states  with  drug  paraphernalia  laws, 
27  exchange  programs  were  state-au- 
thorized and  13  were  legal,  based  on 
local  interpretations  of  state  law  or 
public  health  emergency  powers. 

Although  Texas  has  the  fourth 
largest  number  of  AIDS  cases  in  the 
country,  needle  exchange  programs  are 
illegal  in  the  state.  The  only  ones  that 
exist  are  underground. 

With  a House  of  Delegates  vote  last 
November,  the  Texas  Medical  Associa- 
tion joined  many  other  medical  organ- 
izations, including  the  American 
Medical  Association,  in  supporting 
NEPs  (see  “TMA  delegates  vote  in  favor 
of  needle  exchange”). 

^ Harm  reduction 

The  harm  reduction  philosophy  behind 
NEPs  recognizes  that  addiction  has  in- 
creased in  the  past  20  years  despite  cur- 
rent policies.  Needle  exchange  advocates 
say  addicts  will  get  intravenous  drugs  and 
needles  regardless  of  the  law,  that  NEPs 
do  not  increase  drug  use,  and  that  the 
programs  reduce  the  spread  of  infectious 
diseases,  including  HIV.  Six  major  US 
studies  unanimously  support  this  posi- 
tion. To  see  studies  on  the  programs,  go  to 
the  AMA  Web  site  at  www.ama-assn.org, 
select  “Search,”  and  type  “needle  ex- 
change.” The  site  includes  a comprehen- 
sive review  of  published  research 
performed  by  the  University  of  California 
that  includes  these  oft-cited  studies: 

• A 1994  study  of  a New  York  City 
needle  exchange  program  found 
that  the  rate  of  new  HIV  infections 
for  participants  in  the  program  was 
2%,  much  lower  than  the  estimated 
4%  to  7%  HIV  infection  rate  among 
drug  users  not  enrolled  in  the  ex- 
change program  (1). 


• A 1992  New  Haven,  Conn,  study 
tested  needles  returned  for  exchange 
and  developed  a mathematical  model 
that  estimated  a possible  33%  reduc- 
tion in  the  rate  of  new  HIV  infections 
among  NEP  clients  (2). 

• A worldwide  study  found  that  the 
HIV  infection  rate  among  drug  users 
fell  an  average  of  6%  per  year  in  the 
29  cities  with  needle  exchange  pro- 
grams and  rose  by  6%  a year  in  51 
cities  without  the  programs  (3). 


The  list  of  luminaries  and  institu- 
tions that  support  needle  exchange 
programs  is  long  and  includes  the  Na- 
tional Institutes  of  Health  (NIH)  Con- 
sensus Panel;  NIH  Director  Harold 
Varmus,  MD;  the  American  Public 
Health  Association;  and  US  Surgeon 
General  David  Satcher,  MD. 

Richard  A.  Evans,  MD,  of  Houston,  is 
director  and  past  president  of  the  Drug 
Policy  Forum  of  Texas,  a group  dedicated 


to  the  open  discussion  of  al:  -i native 
drug  policies  based  on  public  healr  Dr 
Evans  says  he  supports  NEPs  because 
they  save  lives.  “The  evidence  abounds 
that  needle  exchange  programs  prevent 
people  from  contracting  infectious  dis- 
eases. And,  it’s  much  cheaper  and  more 
humane  for  society  to  spend  pennies  on 
clean  syringes  than  thousands  treating 
AIDS  patients.” 

But  not  everyone  agrees  that  they  are 
effective  or  appropriate.  Janet  Lapey, 


MD,  immediate  past  president  of  the  an- 
tidrug group.  Drug  Watch  International 
(Web  site  www.DrugWatch.org),  has 
said  that  studies  of  the  programs  are 
flawed  and  inconclusive.  “The  truth  is 
that  needle  exchange  programs  take 
credit  for  success  that  actually  is  due  to 
other  components  of  the  programs.  Tra- 
ditional outreach  programs  have  pro- 
vided AIDS  and  drug  education, 
counseling,  condoms,  bleach,  instruc- 


TMA  delegates  vote  in  favor 
of  needle  exchange 


The  Texas  Medical  Association’s  House  of  Delegates  voted  last  November 

to  approve  the  following  four  recommendations  submitted  by  the  Reference 

Committee  on  Public  Health: 

1.  That  the  Texas  Medical  Association  educate  its  members  on  the  scien- 
tific studies  relating  to  needle  exchange  programs. 

2.  That  the  Texas  Medical  Association  agree  that  any  harm  reduction 
strategy  among  intravenous  drug  users  should  include  a recommenda- 
tion to  cease  drug  use  and  the  provision  of  effective  treatment.  If  cessa- 
tion cannot  be  achieved,  education  about  the  value  of  clean  needles  and 
syringes  and  information  about  needle  exchange  can  be  useful. 

3.  That  the  Texas  Medical  Association  encourage  the  application  of  needle 
and  syringe  exchange  and  distribution  programs  at  the  community  level. 

4.  That  the  Texas  Medical  Association,  through  the  Council  on  Legislation, 
support  legislation  for  needle  exchange  programs. 


“The  evidence  abounds  that  needle  exchange 
programs  prevent  people  from  contracting 


ectious  diseases.  And,  it’s  much  cheaper  and 
more  humane  for  society  to  spend  pennies  on  clean 
syringes  than  thousands  treating  AIDS  patients.” 
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tions  regarding  sterilization,  access  to  j 
treatment,  HIV  testing,  screening  for  j 
sexually  transmitted  diseases,  and  tuber- 
culosis testing,  etc.  Needle  distribution  | 
has  been  tacked  onto  these  programs. 
Therefore,  to  fully  evaluate  the  needle  i 
component,  one  must  compare  needle 
exchange  programs  to  programs  that 
provide  the  other  very  important  com- 
ponents, minus  the  needles.” 

Last  April,  US  Secretary  of  Health 
and  Human  Services  Donna  Shalala 
proposed  lifting  the  ban  on  federal 
funding  of  NEPs  that  has  existed  since  ; 
the  late  1980s.  The  ban  prohibited  the 
use  of  federal  funds  for  the  programs  j 
unless  it  can  be  shown  that  they  do  not  i 
increase  drug  use  and  that  they  do  re- 
duce transmission  of  the  AIDS  virus. 

However,  the  political  firestorm  her 
proposal  created  in  Washington  caused 
the  Clinton  administration  to  back 
down.  The  House  of  Representatives  im- 
mediately passed  a bill  last  April  to  per- 
manently ban  federal  funding  of  NEPs. 

A Harris  survey  of  1,003  American  I 
adults  last  year  showed  71%  believe 
cities  and  states  — not  the  federal  gov- 
ernment — should  decide  whether  fed- 
eral HIV  prevention  funds  could  be 
spent  on  NEPs.  Even  many  respondents 
(69%)  who  don’t  support  the  programs 
believed  cities  and  states  should  be 
able  to  choose  how  to  spend  federal 
HIV  prevention  funds. 

House  Majority  Whip  Tom  DeLay 
(R-Tex)  voiced  the  opinion  of  many 
critics  when  he  told  the  Associated 
Press  that  condoning  the  concept  of 
giving  free  needles  to  drug  addicts 
raises  the  white  flag  of  surrender  in  the 
drug  war.  “The  Clinton  administra- 
tion’s endorsement  of  needle  exchange 
programs  is  part  of  an  intolerable  mes- 
sage to  our  nation’s  children  sent  by 
the  White  House  that  drug  use  is  a way 
of  life,”  he  said. 

Dr  Evans  disagrees  with  this  senti- 
ment, saying  that  Representative  De- 
Lay  underestimates  the  ability  of 
children  and  their  parents  to  under- 
stand this  enigma.  “We  are  trying  to 
save  lives  — to  prevent  the  spread  of 
AIDS  to  innocent  victims  such  as  the 
sexual  partners  or  children  of  drug 
abusers.  Current  policy  excludes  the 
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I medical  community  from  this  vital  pub- 
lic health  arena.” 


ESSMYER,  TRITICO  & CLARY*,  LLP 
Charles  W.  Bailey,  Jr.,  MD,  JD  (Of  Counsel) 
Attorneys  and  Counselors  at  Law 
4300  Scotland,  Houston,  Texas  77007 


Left  to  the  states 

Bills  that  would  make  an  exception  to 
drug  paraphernalia  laws  to  allow  for 
needle  exchange  programs  have  never 
lasted  long  in  the  Texas  Legislature. 
But  Texas  has  some  of  the  largest  US 
cities,  where  intravenous  drug  use 
thrives,  and  program  advocates  say  it’s 
time  Texas  joined  states  like  New  York 
and  California  in  implementing  legal 
programs.  “If  studies  show  needle  ex- 
change programs  can  cut  the  spread  of 
HIV  by  a third  among  intravenous  drug 
users,  why  aren’t  we  jumping  at  the 
chance  to  take  this  preventive  meas- 
ure?” Dr  Evans  said.  “Addicts  usually 
stop  voluntarily  within  8 years  and  re- 
turn to  society  with  no  external  indica- 
tion of  previous  addiction.  Needle 
exchange  programs  protect  their  health 
and  encourage  their  recovery.”  ★ 
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After  Hopwood 

New  programs  seek  diversity  in  medical  school  enrollment 


Ibid 


hen  the  Hopwood  v Texas  de- 
cision was  issued  in  1996, 
the  state’s  publicly  sup- 
ported medical  schools  be- 
gan scrambling  to  comply 
with  the  court  ruling  while 
maintaining  an  ethnically  di- 
verse student  body.  They  were  motivated 
by  dual  concerns  of  providing  opportuni- 
ties for  qualified  minorities  and  making 
sure  the  Texas  minority  population  re- 
ceived the  health  care  it  needs.  > > 


By  Cynthia  S.  Myers 
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I According  to  figures  compiled  by  the 
' Texas  Medical  Association,  while  African 
I Americans  and  Hispanics  make  up  13% 
and  26%,  respectively,  of  Texans,  only 
3%  of  Texas  physicians  are  African  Amer- 
ican and  only  9%  are  Hispanic.  Issues  of 
balance  and  fairness  aside,  this  means 
i that  when  African  Americans  or  Hispan- 
ics go  to  see  a doctor,  they  are  less  likely 
I to  find  someone  who  shares  the  same 
cultural  background.  Or  they  may  have 
to  travel  some  distance  from  their  neigh- 
I borhoods  to  find  a doctor  at  all.  A New 
I England  Journal  of  Medicine  article 
; (1996;334:1305-1310)  reported  that 
predominately  Hispanic  or  African  Amer- 
ican communities  were  four  times  more 
likely  to  experience  physician  shortages. 

As  a result,  minority  populations 
were  less  likely  to  seek  medical  care. 

: When  African  American  and  Hispanic 
( patients  did  visit  a doctor,  they  were 
[ most  likely  to  follow  the  physician’s 
f recommendations  if  the  physician  was 
of  the  same  ethnic  background. 

Texas  medical  schools  have  long 
struggled  with  the  challenge  of  ensur- 
ing an  ethnically  diverse  mix  of  doctors 
to  serve  Texas’  ethnically  diverse  popu- 
lation by  using  legally  acceptable  affir- 
mative action.  The  Hopwood  ruling,  in 
which  the  Fifth  Circuit  Court  of  Ap- 
peals held  that  race  could  not  be  con- 
sidered as  a factor  in  admission  to 
public  professional  schools,  made  this 
task  even  more  difficult. 

Texas  medical  schools  have  initiated 
new  efforts  to  increase  diversity  in  med- 
ical school  enrollment.  TMA  supports 
these  efforts  and  has  created  a minority 
scholarship  fund  to  expand  opportuni- 
ties for  underrepresented  minorities. 

Widening  the  field 

Following  the  Hopwood  decision,  Texas 
medical  school  enrollment  fell  38%  for 
African  Americans  and  22%  for  Hispan- 
ics in  the  fall  of  1997.  “We  recognized 
that  we  had  to  find  a way  to  ensure  our 
classes  were  representative  of  the  citi- 
zens of  Texas,”  said  James  Guckian, 
MD,  vice  chancellor  for  health  affairs  of 
The  University  of  Texas  System.  “We 
worked  hard  to  devise  a set  of  criteria 
that  continued  to  address  the  needs  of 
Texas  but  were  race-neutral.” 

The  new  criteria  expand  the  ranges 
of  grade  point  averages  and  minimum 


Medical  College  Admissions  Test 
(MCAT)  scores  for  students  considered 
for  ititerviews  at  UT  medical  schools. 
The  criteria  also  take  into  account  such 
factors  as  the  student’s  family  back- 
ground, hometown,  ability  to  speak  a 
second  language,  involvement  in  col- 
lege extracurricular  activities,  and  the 
student’s  own  vision  for  his  or  her  future 
as  a doctor.  This  allows  for  a larger  pool 
of  applicants  from  which  to  draw  for  the 
face-to-face  interviews. 

Such  interviews  always  have  been  a 


part  of  the  medical  school  application 
process.  “We  did  interview  a larger  num- 
ber of  students,”  Dr  Guckian  said.  “We 
felt  like  there  was  some  criteria  we  really 
needed  to  evaluate.  One  of  the  best  ways 
to  evaluate  students  is  face  to  face,  in 
terms  of  what  they  were  like,  how  they 
felt  about  the  world,  where  they  were 
going  to  practice,  things  that  you  could 
obtain  only  through  an  interview.” 

Under  the  expanded  application  crite- 
ria, medical  school  administrators  paid 
particular  attention  to  students  who 
came  from  an  educationally  disadvan- 
taged area  or  students  who  represented 
the  first  generation  in  their  families  to  at- 
tend college  or  professional  school.  “This 
recognizes  that  students  who  are  able  to 
perform  reasonably  well  in  college  and 
who  have  overcome  adversity  to  do  so 
would  be  valuable  members  of  the  med- 
ical profession,”  Dr  Guckian  said. 

The  new  criteria  also  gave  extra  con- 
sideration to  students  from  medically 
underserved  areas.  Texas  has  many  ru- 
ral and  inner-city  areas  that  suffer  from 
chronic  shortages  of  physicians,  partic- 
ularly in  primary  care.  “Students  who 
come  from  these  areas  are  more  likely 
to  return  there  to  practice  medicine,”  Dr 
Guckian  explained.  “It’s  not  likely,  for 
example,  that  someone  who  grew  up  in 
River  Oaks  is  going  to  the  Fifth  Ward  to 
practice.  It’s  not  likely  that  a student 


who  grew  up  in  Highland  Park  is  going 
to  Terlingua  to  practice  medicint  ’ 

Last  fall,  UT  medical  schools  inter- 
viewed more  students  than  ever  before. 
Of  those  interviewed,  offers  of  admis- 
sion were  extended  to  72%  more  African 
Americans  and  31%  more  Hispanics 
than  in  1997.  The  average  MCAT  score 
of  these  students  was  29.7,  compared 
with  30.1  in  1997,  while  the  new  stu- 
dents had  college  grade  point  averages 
of  3.64,  compared  with  3.66  in  1997. 

Texas  medical  schools  are  still  a long 


way  from  graduating  doctors  in  ratios 
that  match  the  population  as  a whole. 
“Our  problem  in  Texas  is  that  we  need 
more  qualified  minority  applicants,”  Dr 
Guckian  said.  “The  success  rate  of  mi- 
norities who  enter  our  medical  schools 
is  equivalent  to  the  success  rate  of  non- 
minorities. But  if  we’re  ever  going  to 
have  more  minorities  practicing  medi- 
cine in  Texas,  it  will  be  because  we  suc- 
ceed in  getting  the  minority  students  to 
go  to  college,  be  successful  in  college, 
and  subsequently  enter  medical  school.” 

Expanding  diversity 

Two  other  efforts  to  address  the  diver- 
sity question  are  under  way  at  Texas 
A&M  University,  Baylor  College  of 
Medicine,  and  The  University  of  Texas- 
Pan  American.  Texas  A&M  has  initiated 
Partnership  for  Primary  Care,  while 
Baylor  College  of  Medicine  (BCM)  and 
UT-Pan  American  have  established  the 
Premedical  Honors  College. 

The  A&M  program  is  focused  on  re- 
cruiting students  from  medically  under- 
served areas  and  offers  qualifying 
students  a chance  to  be  accepted  into 
college  and  medical  school  at  the  same 
time.  The  BCM/UT-Pan  American  pro- 
gram allows  South  Texas  high  school  stu- 
dents who  complete  all  of  the  Premedical 
Honors  College  and  BCM  requirements 
to  be  accepted  into  BCM  when  they  grad- 


“Our  problem  in  Texas  is  that  we  need  more 
qualified  minority  applicants.The  success  rate  of 
minorities  who  enter  our  medical  schools  is 
equivalent  to  the  success  rate  of  nonminorities.” 
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uate  from  UT-Pan  American.  (See  "Pro- 
ducing Physicians  for  South  Texas,"  Jan- 
uary 1999  Texas  Medicine,  pp  52-57.) 

Students  in  the  A&M  program  do  not 
have  to  take  the  MCAT  and  are  guaran- 
teed admission  into  medical  school  as 
long  as  they  maintain  at  least  a 3.5 
grade  point  average  throughout  col- 
lege. "We  believe  by  recruiting  students 
from  underserved  areas,  we  will 
achieve  a diversity  that  reflects  the  di- 
versity of  the  population  of  the  state," 
said  Michael  Friedland,  MD,  vice  presi- 
dent for  health  affairs  and  dean  of  med- 
icine at  Texas  A&M  University  Health 
Science  Center  in  College  Station. 

To  be  eligible  for  the  program,  high 
school  seniors  must  come  from  an  area 
designated  as  medically  underserved  by 
the  US  Department  of  Health  and  Hu- 
man Services.  The  students  must  have 
grade  point  averages  of  3.5  or  better,  be 
ranked  in  the  top  10%  of  their  graduat- 
ing classes,  and  have  Scholastic  Apti- 
tude Test  scores  of  1,200  or  better.  They 
must  be  US  citizens  or  permanent  resi- 
dents and  must  enroll  at  a participating 
Texas  A&M  University  System  campus. 

In  its  first  year,  seven  students  have 
enrolled  in  the  program.  The  students 
will  receive  special  mentoring  and  op- 
portunities to  explore  rural  health  care 
possibilities  throughout  their  under- 
graduate careers.  Upon  graduation  from 
college,  program  participants  will  con- 
tinue their  studies  at  Texas  A&M  Uni- 
versity College  of  Medicine  and  work  in 
underserved  areas  during  their  last  2 
years  of  medical  school.  “They  are  en- 
couraged to  do  their  residencies  in  un- 
derserved areas  and,  hopefully,  they  will 
return  to  practice  in  underserved  areas,” 
Dr  Friedland  said. 

Partnership  for  Primary  Care  is  similar 
to  a program  Dr  Friedland  developed  in 
upstate  New  York.  He  sees  this  as  an- 
other way  for  Texas  A&M  to  fulfill  its  mis- 
sion as  a land-grant  school  charged  with 
focusing  on  the  needs  of  rural  Texas. 

Breaking  down  barriers 

While  The  University  of  Texas  and  Texas 
A&M  look  for  ways  to  encourage  a 
diverse  group  of  students  to  apply  to 
medical  school,  lack  of  funds  remains  a 
barrier  to  many  potentially  qualified 
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students,  particularly  minority  students. 
“One  of  the  things  we  have  to  do  is 
increase  the  number  of  scholarships 
available  so  that  students  who  are  from 
economically  disadvantaged  back- 
grounds have  available  to  them  funds  to 
stay  in  school,”  Dr  Guckian  said.  “That’s 
true  regardless  of  ethnicity,  but  realisti- 
cally there  are  a larger  number  of  minor- 
ity students  who  could  make  it  in  col- 
lege and  who  need  financial  assistance.” 


to  make  a difference  to  some  students,” 
said  Marcia  Collins,  director  of  the 
TMA  Medical  Fducation  Policy  Depart- 
ment. “This  sends  a message  that  or- 
ganized medicine  does  care  about 
diversity  in  medical  education.” 

Fundraising  began  in  November,  with 
TMA  President  John  P.  Howe  III,  MD, 
making  the  first  donation.  TMA  hopes  to 
award  the  first  scholarship  in  May  1999. 
The  number  of  scholarships  awarded  de- 


“The  dollar  amount  we  can  offer  can’t  compete 
with  some  out-of-state  schools,  but  we  hope  it  will 
be  enough  to  make  a difference  to  some  students. 
This  sends  a message  that  organized  medicine 
does  care  about  diversity  in  medical  education.’’ 


Unlike  Texas,  many  other  states  don’t 
have  to  contend  with  the  Hopwood  deci- 
sion. Their  state  schools  are  free  to  offer 
scholarships  based  on  ethnicity.  Many 
qualified  minority  applicants  accept 
scholarships  at  out-of-state  medical 
schools,  decreasing  the  likelihood  of 
their  returning  to  Texas  to  practice  med- 
icine. This  “brain  drain”  was  one  topic 
discussed  at  the  Forum  on  Post-Hop- 
wood  Recruitment  of  Minority  Medical 
Students,  held  in  conjunction  with 
TMA’s  1998  Fall  Leadership  Conference. 

One  way  to  keep  promising  students 
in  Texas  is  to  offer  scholarships  to 
Texas  medical  students.  Though  the 
Hopwood  decision  prohibits  publicly 
supported  medical  schools  from  offer- 
ing special  scholarships  to  minorities, 
as  a private  organization,  TMA  faces  no 
such  barriers.  Last  April,  TMA’s  House 
of  Delegates  approved  the  formation  of 
the  TMA  Minority  Scholarship  Program 
to  provide  educational  assistance  to 
underserved  minorities  who  wish  to 
enroll  in  Texas  medical  schools.  The 
students  will  be  encouraged  to  remain 
in  the  state  to  practice  upon  comple- 
tion of  their  education. 

“The  dollar  amount  we  can  offer 
can’t  compete  with  some  out-of-state 
schools,  but  we  hope  it  will  be  enough 


pends  on  the  generosity  of  donors.  Mem- 
bers may  send  contributions  to  the  TMA 
Minority  Scholarship  Fund  to  Marcia 
Collins,  Texas  Medical  Association,  401 
W 15th  St,  Austin,  TX  78701. 

Other  efforts 

Meanwhile,  TMA  also  is  looking  at 
other  efforts  to  increase  diversity  in 
Texas  medical  school  enrollment.  In 
July,  the  TMA  Board  of  Trustees  adopt- 
ed a statement,  which  was  approved  by 
the  House  of  Delegates  in  November, 
recognizing  the  negative  impact  of 
Hopwood  V Texas  on  underrepresented 
minority  enrollment  in  Texas  medical 
schools  and  pledging  TMA’s  support  of 
efforts  to  reverse  this  negative  effect. 

In  July  1998,  the  American  Medical 
Association  voted  to  file  an  amicus  cu- 
riae (“friend  of  the  court”)  brief  in  sup- 
port of  The  University  of  Texas’  appeal 
of  the  Hopwood  decision.  TMA  is  antic- 
ipating joining  the  AMA  as  a cosponsor 
of  the  brief.  ★ 


Cynthia  S.  Myers  is  a freelance  writer  in  Wimberley,  Tex. 
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Checking  the  pulse 

Survey  paints  a dark  picture  of  Americans’ view  of  health  care 


Stockphoto.com 


J he  economy  is  good  and  the  crime 
rate  is  down,  but  Americans  be- 
lieve their  health  care  system  is  in 
trouble  and  is  likely  to  get  worse 
in  the  coming  years,  according  to 
a national  survey  commissioned 
by  Baylor  College  of  Medicine  and 
Texas  Children’s  Hospital  in  Houston. 
Physicians,  for  example,  believe  by  a ratio 
of  10:1  that  health  care  will  be  more  diffi- 
cult to  provide  in  the  next  5 years.  > > 


By  Larry  BeSaw,  Managing  editor 
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Conducted  by  Louis  Harris  and  Asso- 
ciates, the  survey  of  nearly  3,000  physi- 
' cians,  employers,  congressional  staff 
members,  state  legislators,  and  the  gen- 
eral public  measured  attitudes  and  con- 
cerns about  the  future  of  the  health  care 
delivery  system.  It  examined  the  nation’s 
' views  about  health  care  coverage,  qual- 
ity, access,  and  costs;  major  economic 
trends  in  the  health  care  industry;  and 
health  policy  issues.  Its  findings  show  a 
j large  majority  of  Americans  believe  that 
in  the  next  5 years,  problems  with  access 
to  general  and  specialty  medical  care 
will  become  worse  and  many  more  peo- 
ple will  not  be  able  to  afford  the  care 
they  and  their  families  need. 

Increasing  concerns  over  managed 
care  and  its  limits  on  patient  care,  en- 
croachments into  physicians’  ability  to 
treat  patients  as  they  see  fit,  patients’ 

, frequent  need  to  switch  doctors  be- 
cause of  changes  in  their  insurance  cov- 
* erage,  the  rising  costs  of  health  care, 

1 land  increasing  numbers  of  uninsured 
patients  appear  to  be  taking  their  toll 
' on  the  public’s  confidence  in  the  health 
care  system. 

Surveyors  say  the  public  now  be- 
‘ lieves  the  system  is  “eroding  on  all 
fronts  — in  access,  cost,  coverage,  and 
quality  — with  substantial  minorities 
' of  Americans  believing  that  the  quality 
, of  their  health  care  services  has  de- 
clined and  difficulty  in  accessing  med- 
ical care  increased  in  the  past  5 years.” 

Most  Americans  believe  that  minor 


changes  to  the  health  care  system  will  not 
be  enough  and  that  a joint  effort  by  the 
government  and  the  private  sector  will  be 
needed  to  fix  the  system.  “Most  people 
look  to  the  government  to  ensure  the 
quality  of  health  care  and  provide  health 
care  coverage  to  those  who  need  it,  and 
they  are  willing  to  vote  for  candidates 
who  help  solve  these  problems,”  an  exec- 
utive summary  of  the  survey  findings  de- 
clared. “Few  are  willing  to  continue 
spending  more  of  their  own  money  to 
sustain  their  access  to  high-quality  care.” 

The  survey  shows  almost  half  of  the 


public  believes  a major  change  is 
needed  and  more  than  80%  are  willing 
to  vote  for  a candidate  who  will  support 
legislation  to  improve  the  quality  of 
health  care.  But  people  don’t  trust  either 
the  private  sector  or  the  government 
alone  to  solve  the  problem.  Nearly  90% 
of  Americans  believe  the  answer  to 
America’s  health  care  problems  lies  in  a 
public  and  private  sector  partnership. 

Ralph  Feigin,  MD,  president  and 
chief  executive  officer  of  Baylor  College 
of  Medicine,  says  the  survey  was  con- 
ducted because  changes  in  the  system 


during  the  past  decade  directly  impact 
the  school’s  primary  missions  of  educa- 
tion, patient  care,  and  research.  “To 
achieve  our  missions,  we  thought  it 
was  important  to  measure  what  key 
stakeholders  were  feeling  about  the 
changes  in  the  health  care  system  and 
their  concerns  about  the  future  of 
health  care,”  he  said. 

Dr  Feigin,  who  is  also  physician-in- 
chief of  Texas  Children’s  Hospital,  says 
the  survey  results  point  to  widespread 
concern  and  dissatisfaction  with  health 
care  in  this  country.  The  move  to  man- 
aged care  and  other  changes  in  the 
health  care  system  have  lowered  costs. 


but  Dr  Feigin  says  it  has  exacted  a toll. 
“The  bottom  line  is  the  cost  of  health 
care  has  been  constrained  to  some  ex- 
tent from  the  rapid  inflationary  in- 
creases we  saw  earlier,  but  it  has  come 
at  a significant  cost,  and  that  cost  has 
been  dissatisfaction,”  he  said. 

Physicians’  concerns 

Like  the  rest  of  the  public,  physicians  are 
worried  about  the  future  of  health  care 
in  America.  Many  believe  their  costs  of 
providing  care  will  increase  by  more 
than  6%  per  year  over  the  next  5 years. 


and  they  worry  these  financial  pressures 
will  prevent  hospitals  and  doctors  L Mm 
giving  patients  the  care  they  need. 

Other  important  physician  concerns 
revealed  by  the  survey  include: 

• 71%  say  limitations  on  the  services 
they  provide  to  patients  will  be  greater. 

• 62%  say  they  will  have  difficulty 
spending  the  current  amount  of 
time  with  patients. 

• 60%  believe  they  will  have  difficulty 
keeping  relationships  with  the  same 
patients. 


• 55%  say  they  will  have  difficulty 
providing  care  that  both  they  and 
their  patients  feel  is  necessary. 

• 58%  say  they  will  have  difficulty 
referring  adult  patients  to  specialists. 

• 43%  say  they  will  have  difficulty 
referring  children  to  specialists. 

The  concerns  expressed  by  physicians 
responding  to  the  survey  provide  evi- 
dence of  doctor  discontent  with  the  state 
of  America’s  health  care  system.  In  an  ed- 
itorial in  the  November  19,  1998,  issue  of 
the  New  England  Journal  of  Medicine, 
Jerome  P.  Kassirer,  MD,  says  many  physi- 
cians “are  unhappy  with  the  quality  of 
their  professional  lives.”  Limitations  on 
their  capacity  to  make  independent  clini- 
cal decisions,  inability  to  refer  patients  to 
appropriate  specialists  or  to  prescribe  op- 
timal drugs,  and  financial  incentives  that 
strain  their  professional  principles  are 
just  a few  of  the  factors  frustrating  physi- 
cians, Dr  Kassirer  said. 

“There  has  been  an  undercurrent  of 
unhappiness  among  physicians  for 
many  years,  but  the  complaints  seem 
more  widespread,”  he  wrote.  “One 
thing  we  know:  Disgruntled,  cranky 
doctors  are  not  likely  to  provide  out- 
standing medical  care.  Payers,  insurers, 
and  legislators  must  recognize  this 
predicament  and  stop  pretending  doc- 
tor discontent  doesn’t  matter.” 

Rampant  pessimism 

According  to  the  survey,  concern  about 


62%  [of  physicians]  say  they  will  have  difficulty 
spending  the  current  amount  of  time  with  patients. 


71%  [of  physicians]  say  limitations  on  the 
services  they  provide  to  patients  will  be  greater. 
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America’s  uninsured  and  underinsured  is 
also  widespread.  This  seems  particularly 
unsettling  with  regard  to  children.  For 
instance,  nearly  8 out  of  10  adults  fear 
that  the  number  of  uninsured  children 
will  increase  during  the  next  5 years. 
Nearly  9 out  of  every  10  Americans 
(88%)  believe  the  government  should 
provide  health  insurance  coverage  to 
children  who  need  it,  and  74%  want  the 
government  to  provide  coverage  to 
adults  who  need  it. 

Among  other  findings,  the  survey 
showed  that: 

• A large  majority  of  Americans  (83%) 
expect  the  number  of  people  unable 
to  afford  medical  care  when  they  are 
seriously  ill  to  increase  in  the  next  5 
years. 

• More  than  8 in  10  Americans  (84%) 
expect  the  number  of  people  unable 
to  get  specialty  care  when  they  are 
seriously  ill  to  increase  in  the  next  5 
years. 

• A large  majority  expects  an  increase 
in  the  number  of  people  who  will  be 
unable  to  pay  for  nursing  home  or 
home  care.  Nine  out  of  10  members  of 
the  public,  including  physicians  and 
employers,  expect  such  an  increase. 

• Nearly  8 in  10  adults  (78%)  think 
the  number  of  people  who  will  be 
unable  to  afford  medical  care  for  a 
seriously  ill  child  will  increase. 


• 30%  fear  their  employers  will  stop 
providing  health  care  insurance  or 
severely  limit  coverage  in  the  future. 

“The  safety  net  is  not  working  and  it’s 
expected  to  get  worse,”  said  Arthur  Gar- 
son,  Jr,  MD,  senior  vice  president  and 
dean  for  academic  operations  at  Baylor 
College  of  Medicine.  “When  a signifi- 
cant majority  of  Americans  believe  that 
they  won’t  be  able  to  afford  health  care 
and  that  the  quality  of  care  will  worsen 


in  the  next  5 years,  that’s  a clear  indica- 
tion that  there  are  serious  problems  with 
the  basic  system.  These  problems  must 
be  acknowledged  and  addressed  in  both 
the  public  and  private  sectors.” 

The  pessimism  about  the  health  care 
system  is  troubling.  Dr  Feigin  says,  be- 
cause the  quality  of  health  care  has 
never  been  higher.  Almost  daily  ad- 
vances in  technology  and  development 
of  new  drugs  mean  Americans  are  get- 
ting better  health  care  than  ever  before. 


Worries  at  work 

Many  Americans  fear  their  employers 
will  begin  curtailing  health  care  bene- 
fits, and  the  survey  results  indicate 
those  concerns  are  well  founded.  The 
survey  reveals  that  in  the  next  5 years, 
92%  of  employers  likely  are  to  respond 
to  rising  health  care  costs  by  making 
one  or  more  of  the  following  changes: 

• Shift  more  employees  into  managed 
care  plans; 

• Employ  more  part-time  workers 
and/or  shift  full-time  workers  to 
part-time  jobs  without  health  care 
benefits; 


• Introduce  a defined-contribution 
plan  for  employees; 

• Shift  more  retirees  into  managed 
care  plans; 

• Introduce  a defined-contribution 
plan  for  retirees;  and/or 

• Drop  some  or  all  health  care  coverage 
for  employees,  dependents,  or  retirees. 

The  Texas  view 

An  analysis  of  the  responses  of  Texas  res- 
idents in  the  survey  show  some  interest- 


ing differences  in  viewpoints  between 
Texans  and  the  rest  of  the  nation: 

• 52%  of  Texans  responding  to  the 
survey  believe  their  personal  health 
care  costs  will  be  much  higher  5 
years  from  now,  compared  with  44% 
nationally. 

• 42%  of  Texas  residents  are  worried 
about  being  able  to  afford  medical 
care  for  their  children,  compared 
with  51%  nationally. 


• 67%  of  Texans  believe  the  govern- 
ment should  provide  health  insur- 
ance coverage  to  all  adults  who  need 
it,  compared  with  74%  nationally. 

• 27%  of  Texans  believe  ensuring  suf- 
ficient health  insurance  coverage  for 
all  people  is  a top  health  care  prior- 
ity, compared  with  36%  nationally. 

Although  many  Texas  residents  are 
willing  to  vote  for  changes  in  the  health 
care  system  to  improve  the  quality  and 
affordability  of  health  care,  they  are  more 
likely  to  consider  longer  waiting  times  to 
lower  their  out-of-pocket  expenses. 

Can  we  talk? 

Now  that  Baylor  officials  have  the  sur- 
vey results  in  hand,  the  question  is, 
how  do  they  deal  with  the  views 
expressed  by  the  participants?  The  first 
step  is  to  hold  a conference  later  this 
year  to  bring  together  what  Dr  Feigin 
calls  the  “leading  thinkers”  in  the  field 
“to  see  what  the  opinions  are  and  what 
kind  of  ideas  people  have  as  to  how  to 
address  this  problem.” 

Dr  Garson  adds  that  because  Baylor 
works  with  both  the  public  and  private 
sectors  to  educate  physicians  and  deliver 
patient  care,  it  has  “a  unique  responsibil- 
ity to  act  on  the  survey  results  and  con- 
tribute to  the  ongoing  debate  about  the 
future  of  health  care  in  America.” 

The  conference,  he  said,  “could  help 
define  the  scope  and  role  of  a public- 
private  partnership.”  ★ 


Nearly  8 out  of  10  adults  fear  that  the  number  of 
uninsured  children  will  increase  during  the  next  5 years. 


Nearly  9 out  of  every  10  Americans 
believe  the  government  should  provide 
health  insurance  coverage  to  children  who  need  it. 
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Practice  patterns  of  rural  Texas  physicians  trained  in  a 
full-service  family  practice  residency  program 

RICHARD  A.  YOUNG,  MD 
ALAN  N.  BYRD,  MD 


The  family  practice  residency  program  of 
John  Peter  Smith  Hospital  (JPSH)  empha- 
sizes “full-service”  training  to  enable  its 
graduates  to  provide  a wide  range  of  serv- 
ices to  underserved  areas,  particularly  ru- 
ral communities.  The  purpose  of  this  study 
was  to  investigate  the  practice  patterns  of 
rural  JPSH  family  practice  graduates. 

Of  1 80  identified  JPSH  family  practice 
residency  graduates  who  currently  prac- 
tice in  rural  Texas,  102  (57%)  responded 
to  a postcard  survey.  Data  were  analyzed 
by  decade  of  graduation.  Recent  graduates 
were  more  likely  to  provide  obstetrical  care 
than  were  older  graduates.  The  proportion 
of  graduates  providing  obstetrical  care  at 
some  time  during  their  careers  was  simi- 
lar. Recent  graduates  were  more  likely  to 
perform  office-based  procedures  such  as 
colonoscopy  and  esophagogastroduo- 
denoscopy.  Rural  JPSH  family  practice 
graduates  provided  more  obstetrical  care, 
critical  care,  and  office-based  procedures 
than  did  other  rural  members  of  the 
American  Academy  of  Family  Physicians. 

Practice  patterns  of  JPSH  family  prac- 
tice graduates  have  changed  little  over  the 
past  30  years,  except  that  recent  gradu- 
ates do  more  obstetrics  and  perform  more 
endoscopies.  These  data  show  that  the 
skilb  and  knowledge  of  full-service  family 
physicians  are  still  needed  in  rural  Texas. 


Dr  Young,  clinical  associate  professor,  and  Dr 
Byrd,  clinical  associate  professor.  Department  of 
Family  and  Community  Medicine,  John  Peter 
Smith  Hospital,  Fort  Worth,  Tex.  Send  reprint  re- 
quests to  Dr  Young,  Department  of  Family  and 
Community  Medicine,  John  Peter  Smith  Hospital, 
1500  S Main,  Fort  Worth,  TX  76104. 


INTRODUCTION 

John  Peter  Smith  Hospital  (JPSH) 
in  Fort  Worth,  Tex,  has  provided 
postgraduate  medical  education 
since  1918.  The  training  of  gen- 
eralists has  always  been  empha- 
sized, as  manifested  by  a rotating 
internship  until  about  1963,  when  a 2- 
year  curriculum  in  general  practice  was 
created.  This  was  replaced  in  1973 
with  a residency  in  the  new  specialty  of 
family  practice. 

Since  its  inception,  the  family  prac- 
tice residency  program  has  placed  special 
emphasis  on  training  family  physician 


graduates  to  provide  the  most  complete 
range  of  services.  This  enables  these 
“full-service”  family  practice  graduates  to 
provide  a full  range  of  patient  care  to  un- 
derserved areas,  particularly  rural  Texas 
communities.  The  JPSH  family  practice 
residency  program  is  the  largest  in  the 
nation  at  a single  hospital.  Its  graduates 
currently  serve  approximately  90  rural 
Texas  communities  (Fig  1). 

Several  investigators  have  studied 
the  practice  patterns  of  rural  family 
physicians  (1-7).  In  general,  these 
studies  concluded  that  rural  family 
physicians  provide  a wider  range  of 
services  than  their  urban  counterparts. 


Fig  1.  Texas  communities  currently  served  by  graduates  of  the  John  Peter  Smith  Hospital  family  practice 
residency  program. 
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Table  1.  Obstetrical  care. 


Service 

1959-1969 

(n=ll) 

1970-1979 

(n  = 29) 

1980-1989 
(n  = .36) 

1990-1995 
(n  = 24) 

Statistics 

All  Graduates 
(n=102) 

AAFP 

Rural  Survey 

Provided  obstetrical  care  at  .some  time  in  career  (%) 

73 

62 

61 

83 

NS 

64 

NC 

Provided  obstetrical  care  in  the  past  (%) 

55 

21 

17 

8 

NS 

20 

NC 

Currently  provide  obstetrical  care  (%) 

18 

41 

44 

75 

X'  = 8.4, 

P < .05 

44 

37 

Perform  cesarean  sections  (of  those  doing  obstetrics)  (%) 

100 

100 

94 

83 

NS 

92 

37 

Deliveries  per  year 

85 

65 

72 

50 

NS 

63 

NC 

why  not  provide  obstetrical  care 
(of  those  who  currently  do  not)? 

Just  not  interested  (%) 

22 

18 

10 

33 

NS 

17 

NC 

Limited  by  local  “turf”  battles  (%) 

0 

18 

0 

16 

NS 

7 

NC 

Fear  of  liability  (%) 

33 

53 

40 

33 

NS 

41 

NC 

Cost  of  liability  (%) 

55 

53 

40 

33 

NS 

44 

NC 

AAFP  = American  Academy  of  Family  Physicians 

NC  = no  comparable  AAFP  data 

NS  = nonsignificant 

j particularly  in  obstetrics.  No  study  was 
identified  that  examined  changes  in 
practice  patterns  by  year  of  training. 

The  purpose  of  this  study  was  to  in- 
vestigate the  practice  patterns  of  JPSH 
family  practice  residency  graduates 
currently  serving  rural  Texas  communi- 
ties. Special  emphasis  was  placed  on 
examining  the  provision  of  obstetrical 
care,  critical  care,  surgical  care,  and  of- 
fice-based procedures  to  determine 
I how  practice  patterns  have  changed  by 
j decade  of  graduation. 

1 METHODS 

t 

A list  of  alumni  was  created  for  all 
graduates  of  the  JPSH  family  practice 
residency  program  and  its  predecessors 
back  to  1959,  chosen  because  a gradu- 
ate of  that  year  would  be  aged  approx- 
imately 65  years  in  1996. 

Efforts  were  made  to  ascertain  the 


current  location  of  each  graduate  by 
using  the  last  known  address  furnished 
by  the  hospital,  the  Texas  Academy  of 
Family  Physicians,  and  the  Texas  Med- 
ical Association.  We  could  identify  the 
current  practice  location  of  more  than 
92%  of  our  graduates. 

Rural  practice  locations  were  identi- 
fied by  using  the  state  definition;  towns 
of  less  than  30,000  population  not  close 
to  an  urban  area.  Letters  were  mailed  to 
all  rural  residency  graduates.  The  sur- 
vey instrument  was  a return-addressed 
postcard  that  consisted  mostly  of  ques- 
tions where  answers  could  be  checked 
off.  A section  for  open-ended  comments 
was  provided.  A second  round  of  post- 
card surveys  was  sent  to  those  who  did 
not  respond  to  the  first  inquiry. 

Graduates  who  are  not  currently 
practicing  and  those  who  completed 
other  residencies  or  fellowships  and  are 
not  practicing  family  medicine  were  ex- 


cluded from  this  analysis.  Graduates 
were  grouped  by  decade  of  graduation 
to  analyze  trends  over  time.  Most  data 
were  nonparametric  and  were  analyzed 
with  chi-square.  Parametric  data  were 
analyzed  with  Student’s  t test.  Practice 
patterns  of  rural  JPSH  graduates  were 
compared  qualitatively  to  practice  pat- 
terns of  other  rural  family  physicians, 
as  reported  by  the  American  Academy 
of  Family  Physicians  (AAFP)  (1). 

RESULTS 

We  identified  180  graduates  who  prac- 
tice in  rural  Texas.  Of  these  graduates, 
102  (57%)  responded  to  the  survey.  Two 
respondents  did  not  write  their  names 
on  the  survey;  therefore,  their  gradua- 
tion years  could  not  be  determined. 
Their  responses  were  not  included  in  the 
comparison  by  year  of  graduation  but 
were  included  in  the  overall  statistics. 
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Table  2.  Surgical  care. 

Service 

1959-1969 
(n  = ll) 

% 

1970-1979 

(n=29) 

% 

1980-1989 

(n=36) 

% 

1990-1995 

(n=24) 

% 

Statistics 
(for  trend) 

All  Graduates 
(n=102) 

% 

Appendectomy  — primary 

45 

31 

17 

30 

NS 

28 

Herniorrhaphy  — primary 

45 

21 

11 

13 

NS 

19 

Cholecystectomy  — primary 

9 

0 

9 

0 

NS 

5 

Tubal  ligation  — primary 

45 

41 

47 

71 

NS 

51 

Appendectomy  — assist 

27 

34 

64 

35 

NS 

45 

Heniorrhaphy  — assist 

27 

36 

63 

46 

NS 

48 

Cholecystectomy  — assist 

60 

52 

69 

54 

NS 

60 

Tubal  ligation  — assist 

27 

14 

17 

9 

NS 

15 

NS  = nonsignificant 

Table  3.  Critical  care. 

1959-1969 

1970-1979 

1980-1989 

1990-1995 

A1  Graduates 

(n=ll) 

(n=29) 

(n=36) 

(n=24) 

Statistics 

(n  = 102) 

AAFP 

Service 

% 

% 

% 

% 

(for  trend) 

% 

Rural  Survey 

Manage  critically  ill  patients 

91 

93 

92 

92 

NS 

92 

72 

Intubation 

100 

86 

89 

100 

NS 

91 

NC 

Manage  ventilators 

64 

79 

83 

100 

NS 

81 

NC 

Initial  ventilator  stabilization  only 

9 

29 

17 

46 

NS 

25 

NC 

In-hospital  ventilator  management 

55 

50 

67 

54 

NS 

56 

NC 

Management  of  potent  intravenous  drugs  64 

93 

89 

100 

NS 

89 

NC 

AAFP  = American  Academy  of  Family  Physicians 
NC  = no  comparable  AAFP  data 
NS  = nonsignificant 


Obstetrical  care 

Practice  patterns  as  a function  of 
decade  of  graduation  are  shown  in 
Table  1.  A statistically  significant  in- 
crease in  the  proportion  of  recent  grad- 
uates providing  obstetrical  care  was 
identified  (75%  of  recent  graduates,  P 
< .05).  The  proportion  of  graduates 
who  have  provided  obstetrical  care  has 
remained  fairly  stable  over  the  years. 
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(The  proportion  of  graduates  who 
practiced  obstetrics  may  be  higher 
than  that  reported;  that  specific  ques- 
tion was  not  asked.  It  is  reported  here 
because  so  many  respondents  wrote  in 
the  comments  section  that  they  pro- 
vided obstetrical  care  in  the  past). 

Those  who  do  not  provide  obstetrical 
care  were  asked  why  they  did  not.  More 
than  40%  of  respondents  reported  that 
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the  fear  and  cost  of  medical  liability  were 
important  factors  in  this  decision.  (The 
percentages  total  more  than  100%,  be- 
cause more  than  1 response  was  al- 
lowed). Lack  of  interest  in  obstetrics  anc 
“turf”  battles  were  less  important  factors 

Surgical  care 

Practice  patterns  as  a function  of  decade 
of  graduation  are  shown  in  Table  2.  Nc 
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Table  4.  Office-based  procedures. 

1959-1969 

1970-1979 

1980-1989 

1990-1995 

All  Graduates 

(n=ll) 

(n=29) 

(n  = 34) 

(n=24) 

Statistics 

(n=102) 

AAFP 

Procedure 

% 

% 

% 

% 

(for  trend) 

% 

Rural  Survey 

Flexible  sigmoidoscopy 

27 

48 

65 

67 

NS 

56 

47 

Colonoscopy 

0 

14 

12 

42 

= 9.9 

P < .05 

19 

5 

Esophagogastroduodenoscopy 

0 

7 

20 

42 

= 10.6 

P < .05 

19 

6 

Nasolaryngoscopy 

0 

14 

11 

33 

NS 

16 

NC 

Colposcopy 

27 

34 

25 

67 

NS 

38 

15 

Loop  electrical  excisional  procedures 

9 

21 

8 

38 

NS 

19 

NC 

Vasectomy 

45 

55 

51 

67 

NS 

57 

NC 

AAFP  = American  Academy  of  Family  Phys 
NS  = nonsignificant 

NC  = no  comparable  AAFP  data 

icians 

Table  5.  Other  services. 

Services 

1959-1969 
(n  = ll) 

1970-1979 

(n=29) 

1980-1989 

(n=34) 

1990-1995 
(n  = 24) 

Statistics 
(for  trend) 

All  Graduates 
(n=102) 

AAFP 

Rural  Survey 

Admit  pediatric  patients  (%) 

73 

93 

100 

100 

NS 

94 

NC 

Provide  neonatal  resuscitation  (%) 

44 

65 

82 

96 

NS 

76 

NC 

Cast  and  manage  closed  fractures  (%) 

80 

85 

89 

92 

NS 

87 

58 

Frequency  of  first  call 

in  local  emergency  room  (days/month) 

2.9 

4.6 

5.9 

5 

NS 

5 

NC 

Serve  as  high  school  team  physician  (%) 

20 

37 

35 

57 

NS 

39 

NC 

AAFP  = American  Academy  of  Family  Physicians 

NS  = nonsignificant 

NC  = no  comparable  AAFP  data 

significant  trends  were  identified.  No 
comparable  AAFP  data  were  identified 
for  any  of  the  categories. 

Critical  care 

Practice  patterns  as  a function  of 
decade  of  graduation  are  shown  in 
Table  3.  No  significant  trends  were 
identified.  Most  graduates  across  the 
years  provide  critical  care  services. 


Office-based  procedures 
Practice  patterns  as  a function  of 
decade  of  graduation  are  shown  in 
Table  4.  Significant  increases  in  the 
provision  of  colonoscopy  and  esopha- 
gogastroduodenoscopy  were  identified 
(42%  of  recent  graduates,  P < .05  for 
both  procedures).  A nonsignificant 
trend  towards  increased  provision  of 
other  procedures  such  as  flexible  sig- 


moidoscopy, nasolaryngoscopy,  col- 
poscopy, and  loop  electrical  excisional 
procedures  was  observed. 

Other  services 

Practice  patterns  as  a function  of  decade 
of  graduation  are  shown  in  Table  5.  No 
significant  trends  were  observed.  Gradu- 
ates across  the  years  continue  to  provide 
a large  amount  of  pediatric  hospital 
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care,  neonatal  resuscitation,  closed  frac- 
ture management,  and  first  call  to  local 
emergency  rooms. 

DISCUSSION 

This  study  documents  the  wide  range 
of  health  care  services  provided  to  ru- 
ral Texas  by  graduates  of  a full-service 
family  practice  residency  program.  The 
study  has  the  same  weaknesses  as 
other  survey-based  research.  Biases 
created  by  incomplete  survey  responses 
and  self-reporting  are  acknowledged. 

Overall,  the  practice  patterns  of  ru- 
ral JPSH  graduates  have  changed  very 
little  over  the  last  30  years.  The  major 
trend  observed  is  that  recent  graduates 
provide  more  office-based  procedures, 
particularly  endoscopies,  and  more  ob- 
stetrical care.  In  general,  a higher  per- 
centage of  JPSH  graduates  than  rural 
family  physicians  trained  elsewhere 
provide  obstetrical  care,  critical  care, 
and  procedural  services. 

Future  research  should  continue  to 
monitor  the  actual  practice  indicators 
of  rural  family  practice  graduates  to 
ensure  that  the  educational  experience 
provided  during  residency  training 
matches  the  skills  needed  to  serve  rural 
Texas.  Additional  information  about 
the  experiences  of  rural  graduates  from 
other  family  practice  residencies  would 
be  useful.  More  data  on  the  quality  and 
outcomes  of  services  provided  by  rural 
family  physicians  are  needed. 

This  study  demonstrates  that  grad- 
uates of  a full-service  family  practice 
residency  program  are  able  to  use  the 
skills  and  knowledge  learned  during 
their  training  when  they  practice  in  ru- 
ral Texas.  Full-service  family  practice 
residencies  still  play  a crucial  role  in 
preparing  young  physicians  to  provide 
health  care  to  the  people  of  rural  Texas. 
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NANCY  1).  KELLOGG,  MD,  CHAIR 

Child  abuse  encompasses  neglect 
and  the  physical,  emotional,  and 
sexual  abuse  of  children. 
Children  who  witness  violence 
and  suffer  its  detrimental  effects 
(1-3)  are  victims  of  another  type  of 
child  abuse.  Every  pediatrician  who 
treats  children  has  treated  an  abuse  vic- 
tim. For  example,  sexual  abuse  of  chil- 
dren is  estimated  to  be  more  prevalent 
than  asthma  in  children  and  affects  an 
estimated  20%  of  female  children  and 
teenagers  (4,5).  With  regard  to  physi- 
cal abuse,  more  conservative  estimates 
indicate  that  20%  of  children  are  vic- 
tims of  severe  physical  punishment  (6). 

In  1994,  Texas  was  third  in  the  na- 
tion in  absolute  numbers  of  child  abuse 
reports  (7).  In  1995,  more  than  50,000 
children  in  Texas  were  confirmed  vic- 
tims of  child  abuse  (8).  In  the  same 
year,  the  estimated  number  of  children 
“at  risk”  for  abuse  in  Texas  was  858,133 
(8).  The  percentage  of  Texas  children  es- 
timated to  be  at  risk  for  abuse  is  based 
on  a survey  conducted  by  the  Criminal 
Justice  Center;  16.2%  of  parents  indi- 
cated at  least  1 of  their  children  had 
been  abused.  This  marked  discrepancy 
between  confirmed  and  projected  num- 
bers indicates  that  child  abuse  remains 
an  underdetected  and/or  underreported 
problem.  Child  abuse  demands  our  at- 
tention and  compels  our  action. 

All  pediatricians  should  commit  to 
helping  abuse  victims,  support  education 
efforts  in  this  field,  advocate  for  strong 
child  protection  laws  and  prevention  ef- 
forts, and  provide  a means  for  appropri- 
ate and  sensitive  treatment  of  victims. 

Pediatricians  have  an  important  and 
unique  role  in  cases  of  child  abuse.  Be- 
cause they  are  experts  in  child  develop- 
ment, they  can  communicate  effectively 
with  children  and  teenagers.  Sensitivity 
to  the  developmental  capability  and 
emotional  concerns  or  issues  for  each 
child  is  key  to  appropriate  questioning 
when  abuse  is  suspected.  Typically,  the 


child  views  the  doctor  as  an  advocate, 
whereas  the  role  of  law  enforcement 
and  child  protective  personnel  may  be 
threatening  or  confusing.  Although  pe- 
diatricians are  equipped  with  unique 
skills  that  may  be  beneficial  to  victims 
of  child  abuse,  many  physicians  may 
feel  inadequately  prepared  to  conduct  a 
medical  evaluation  of  an  abused  child, 
particularly  if  sexual  abuse  is  suspected 
(9).  The  challenge  is  to  determine  how 
each  pediatrician  can  best  use  his  or  her 
skills  to  preserve  the  emotional  in- 
tegrity of  the  child  and  to  optimize  the 
collection  of  physical  evidence.  To 
achieve  this  goal,  pediatricians  should 
know  the  protocols,  resources,  and  ex- 
perts available  in  their  community. 

Primary  care  pediatricians  have  the 
opportunity  to  become  frontline  detec- 
tors of  child  abuse.  Clinical  detection 
depends  on  knowledge  of  the  various 
behavioral  and  physical  symptoms  as- 
sociated with  abuse.  A summary  of 
clinical  indicators  is  provided  in  the 
Texas  Medical  Association’s  Blue  Rib- 
bon Panel  on  Family  Violence  report  on 
child  abuse  and  neglect  (10).  Educa- 
tion, beginning  at  the  medical  student 
level  and  updated  yearly  by  practicing 
physicians,  is  necessary  to  strengthen 
the  knowledge  base,  enhance  detection 
rates,  and  improve  evaluation  of  abuse 
victims.  Continuing  education  in  child 
abuse  is  particularly  important  because 
medical  knowledge  is  relatively  insub- 
stantial and  still  evolving. 

Accurate  and  complete  documenta- 
tion in  cases  of  suspected  abuse  is  cru- 
cial. The  documentation  of  historical 
and  physical  findings  in  cases  of  abuse 
frequently  is  insufficient.  However, 
documentation  can  be  improved  when 
physicians  participate  in  continuing 
medical  education  (11).  Another  way 
to  improve  documentation  is  to  stan- 
dardize the  type  of  information 
recorded.  One  study  (12)  has  found 
that  standardized  forms  greatly  im- 


Tel  800.880.1300 


Volume  95  -k  Number  2 


69 


prove  physician  documentation  in 
cases  of  abuse.  Protocols  and  forms 
should  be  developed  and  implemented 
by  residency  training  programs,  hospi- 
tals, and  clinics  to  facilitate  appropriate 
and  comprehensive  evaluations  for 
cases  of  child  abuse. 

Child  advocacy  involves  interven- 
tion with  the  child  victim,  parent,  com- 
munity, and  legislature.  Strategies  to 
prevent  child  abuse  include  educating 
parents  and  schools  in  the  appropriate 
use  of  discipline  (13),  the  deleterious 
effects  of  exposing  children  to  violence 
in  the  home,  community,  and  media 
(14),  and  the  warning  signs  of  abuse. 
Acknowledgment  of  stress  associated 
with  parenting  and  discussion  of  man- 
agement strategies  is  one  example  of 
parent  advocacy  and  child  abuse  pre- 
vention. The  Texas  Pediatric  Society 
Committee  on  Child  Abuse  recom- 
mends periodic  screening  for  domestic 
violence  and  substance  abuse  in  family 
members.  Examples  of  screening  ques- 
tions include  “What  happens  when 
people  get  mad  in  your  family?  Does 
anyone  get  hurt?  Does  anyone  use 
drugs  or  have  a drinking  problem  in 
your  family?” 

Advocacy  for  abused  children  in- 
cludes supporting  legislation  that 
strengthens  the  child  protection  system 
by  improving  investigative  efficiency 
and  accuracy  and  by  providing  for  on- 
going services  in  families  where  abuse 
or  risk  of  abuse  is  identified.  All  sectors 
of  society  should  comply  with  reporting 
provisions  of  the  Texas  child  abuse  laws. 
In  accordance  with  the  American  Acad- 
emy of  Pediatrics  (15),  the  Texas  Pedi- 
atric Society  asserts  that  the  basic  moral 
principles  and  protection  of  children  re- 
quire that  all  parents  and  caretakers 
must  be  treated  equally  by  the  laws  and 
regulations  enacted  by  the  state  and  fed- 
eral government  to  protect  children;  all 
child  abuse  statutes  should  be  applied 
without  potential  or  actual  exemption 
based  on  religious  beliefs;  and  no 
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statute  should  permit  or  imply  that  de- 
nial of  medical  care  necessary  to  prevent 
death  or  serious  impairment  to  children 
can  be  supported  on  religious  or  cultural 
grounds.  Multidisciplinary  coordination 
through  regionalized  child  protection 
teams,  children’s  advocacy  centers,  and 
child  fatality  review  teams  (16,17)  is  es- 
sential to  improving  the  evaluation  and 
treatment  of  suspected  victims  of  abuse. 
Regionalized  teams  of  experts  and  peer 
review  of  abuse  cases  greatly  promote  a 
standard  of  accuracy  in  abuse  cases. 

Legislation  also  should  support  pedi- 
atricians who  provide  care  to  abused 
children  (18).  When  hospitalization  is  a 
matter  of  necessity  or  safety  for  the 
child,  both  the  hospital  and  physician 
should  be  compensated  for  services. 
Hospital  admission  under  such  circum- 
stances should  not  be  delayed  or  denied. 

RECOMMENDATIONS 

The  Texas  Pediatric  Society  has  a con- 
tinuing commitment  to  the  identifica- 
tion, treatment,  and  prevention  of  child 
abuse  and  recognizes  the  need  to  assert 
medical  leadership  in  this  field.  The  so- 
ciety, therefore,  makes  the  following 
recommendations ; 

• All  state  medical  schools  and  pri- 
mary care  residency  programs 
should  provide  education  and  en- 
courage research  at  the  graduate 
and  postgraduate  levels  in  the  diag- 
nosis, treatment,  and  prevention  of 
child  abuse. 

• Physicians  caring  for  children 
should  develop,  through  continuing 
education,  first,  the  skills  necessary 
to  effectively  identify  child  abuse 
victims  and  recognize  the  emotional 
impact  of  all  forms  of  abuse  and 
neglect;  second,  the  means  to  effec- 
tively evaluate,  treat,  or  refer  for 
evaluation  and  treatment  cases  of 
possible  abuse;  and  third,  knowl- 
edge of  effective  prevention  strate- 
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gies  for  child  abuse. 

• Physicians  should  use  diagnostic 
and  treatment  guidelines  to  identify 
and  manage  cases  of  suspected  child 
abuse.  The  examination  and  treat- 
ment of  these  children  and  adoles- 
cents should  be  conducted  by  a 
trained  and  experienced  physician 
or  by  a qualified  health  professional 
under  the  guidance  and  supervision 
of  physicians  trained  in  this  field, 
when  possible. 

• All  physicians  should  be  aware  of 
the  following: 

• The  need  to  publicize  the  dan- 
gers of  shaking  an  infant  or  child; 

• The  adverse  consequences  of  cor- 
poral punishment  within  learn- 
ing institutions  including  schools, 
churches,  day  care  centers,  foster 
homes,  residential  treatment  fa- 
cilities, hospitals,  and  any  facili- 
ties responsible  for  youth; 

• The  role  of  substance  abuse,  in- 
cluding alcohol,  in  the  etiology  of 
child  abuse; 

• The  pernicious  influence  of  child 
pornography,  advertising  that  de- 
picts children  as  sexual  objects, 
and  ritual  abuse; 

• The  deleterious  effects  that  chil- 
dren who  witness  violence  suffer; 

• The  importance  of  regional  child 
fatality  review  teams  to  determine 
and  address  preventable  causes  of 
mortality,  including  child  abuse 
within  the  pediatric  age  range;  and 

• The  concept  of  children’s  advo- 
cacy centers  and  the  need  for  a 
multidisciplinary  approach  to 
management  of  child  abuse. 

• Physicians  should  support  legislation 
to  strengthen  the  child  protection 
laws  in  Texas.  These  statutes  should 
provide  for  adequate  funding  to  ad- 
dress the  appropriate  protective, 
health,  and  social  services  for  all 
abused  children  and  their  families. 
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Among,  but  not  limited  to,  the  serv- 
ices that  should  be  provided  are 
home  visitation  programs  and  a re- 
gionalized statewide  system  of  multi- 
disciplinary teams  that  includes 
physicians  and  provides  effective 
mechanisms  for  the  evaluation  and 
treatment  of  child  abuse  victims.  This 
system  should  encompass  child  fatal- 
ity reviews,  peer  review  of  child  abuse 
cases,  and  development  of  protocols. 

• Health  care  personnel  and  all  others 
should  comply  with  the  reporting 
provisions  of  the  Texas  child  abuse 
laws.  Further,  these  reporting  require- 
ments should  be  universally  applied 
to,  and  by,  all  sections  of  society. 

• In  cases  of  suspected  abuse  where 
hospitalization  is  deemed  a matter 
of  medical  necessity  or  safety  for  the 
child,  both  the  institutions  and 
physicians  caring  for  potentially 
abused  children  must  be  compen- 
sated for  services  they  provide  to 
these  children. 
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gal topics,  science,  medical  education,  news  of  the  Texas  Medical 
Association,  and  general  news  of  the  medical  profession  in  Texas.  In  its  Jour- 
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REFERENCES 

References  to  scientific  publications  should  be  listed  in  numerical  order  at 
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should  be  about  two  or  three  pages  typed  with  double  spacing.  Commentary 
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Allergy 


Dermatology 


Corpus  Christi  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 


Gonzales  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzales,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 

XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.  Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 


Robert  F.  Bloom,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  204 
Lubbock.  Texas  79410;  (806)  797-6631 


Gynecologic  Oncology 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor’s  only  toll-free  (888)  614-2400 


Hand  Surgery 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  &Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)496-1006 


Bariatric  Surgery 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Medical  Oncology 


— Medical  Oncology/Hematology 
MD  — Medical  Oncology 


Janet  Macheledt,  MD 
Frankie  Ann  Holmes, 

Texas  Oncology,  P.A. 

909  Frostwood,  Suite  221 
Houston,  Texas  77024 
Telephone  (713)  467-1722 
Fax  (713)  467-1704 


5618  Medical  Center  Drive,  Suite  201 
Katy,  Texas  77494 
Telephone  (713)  392-2757 
Fax  (713)  392-8148 
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Neurological  Surgery 


Orthopedic  Surgery 


CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  F.  Cravens,  MD 
Lee  Kesterson,  MD 
Gregory  A.  Ward,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0551 


Drs.  Smith  and  Wheeler 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr,  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS,  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  H ansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  (972)  556-7010 


Orthopedic  Oncology 


Richard  G.  Buch,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 

Specializing  in  musculoskeletal  tumors,  infections,  and  major  joint  reconstrcution  in 
both  adults  and  pediatrics. 

Medical  City  Dallas  St.  Paul  Professional  Building  I 

7777  Forest  Lane,  Building  C,  Suite  737  5959  Harry  Hines  Blvd.,  Suite  420 

Dallas,  TX  75230  Dallas,  TX  75235 

Telephone  (972)  566-4400  Fax  (972)  566-4317 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 

Joseph  H.  Gaines,  MD,  PA 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD,  PA 
Joseph  C.  Milne,  MD,  PA 
Mayme  Richie-Gillespie,  MD,  PA 


Orthopedic  Surgery,  Pediatric 


Mayme  F.  Richie-Gillespie,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  in  Orthopaedic  Oncology 

Orthopaedic  Surgery-Oncology  Limb  Salvage  Surgery 

Metastatic  Bone  Disease  Osteomyelitis 

The  Bone  and  Joint  Clinic,  L.L.P 

1651  W.  Rosedale,  Suite  100  (817)  335-4316 

Fort  Worth,  Texas  76104 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children's  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


74 


Texas  Medicine  * February  1999 


www.texmed.or 


Texas  Physicians’  Directory 


Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Oewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Pain  Management 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 
Dipiomate  American  Board  of  Pain  Medicine 
Subspecialty  Certification  in  Pain  Management 
by  American  Board  of  Anesthesiology 
Fellowship  in  Pain  Management 
i Dipiomate  American  Board  of  Anesthesiology 
Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

11303  McCullough,  #429 
San  Antonio,  Texas  78212 
I 540  Madison  Oak,  #210 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

I Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

I Diplomates  of  the  American  Board  of  Anesthesiology 
' Fellowships  in  Pain  Management 

I Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
i spinal  pain  management  techniques. 

' Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
i 6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Dipiomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

1 102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


DIRECTORY  RATES  & DATA;  Space  is  amilable  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months’  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Genia  Owens,  Advertising  Manager,  Texas  Medicine,  401  West  15th 
St.,  Austin,  TX  78701.  Deadline  is  the  IsC  of  the  month  preceding  publication  month. 
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Don’t  miss  one  word 
of  the  March  issue  of 
Texas  Medicine. 


We’ll  Explore: 


Physician  stress  and  burnout 
TECAP 

Abraham  Verghese,  MD 
ADA-compliant  offices 
TexMed  ’99 

For  more  infomiation,  call  Larry  BeSaw,  managing  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383, 
or  e-mail  larryjb  @ texmed.  org. 
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OPPORTUNITIES  AVAILABLE 
Emergency  Medicine 

Need  doctors  to  cover  weekends  in  rural  hospitals. 
Call  Jerry  at  The  Lewis  Group  for  more  information. 
(800)  460-8159. 


‘Soxuti^cci  S<!i^  *7exaa- 

Clinic  practice  in  Tyler  and  surrounding  area. 
Flexible  hours.  Excellent  compensation.  BE 
required.  Primary  and  moonlighting  positions 
available.  Fax  CV  to  (817)  496-9889. 

EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 

6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth,  TX  76112 
(888)  DOCS-911 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  8 1 7-496-9700) 

TEXAS:  Regional  emergency  group  has  held 
20-yeai'  contract  to  staff  nationally  recognized 
El).  Contracts  range  from  14,000-60,000  pt  vis- 
its aiurually.  Earn  excellent  compensation  as  an 
independent  contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice.  Fax 
(817)  496-9889  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth  TX  76112 


Family/General  Practice 

Practice  opportunity  available  in  rural  setting, 
near  metropolitan  area.  Phone  830-582-1969,  fax 
830-582-1252  or  write  Nixon  Hospital  District,  P.O. 
Box  667,  Nixon,  TX  78140-0667. 

Solo  busy  internist  seeking  BE/BC  internist  to  join 
busy  practice  located  at  the  Gulf  coast  of  Texas.  Fax 
CV  (512)  552-6510  or  reply  to  ad  box  1203,  Texas 
Medicine,  401  W.  15th  St.,  Austin,  TX  78701.  No  J1 
Visa  please. 

Part-time  opportunity  in  conjunction  with  State 
agency.  1 day/week  or  1 day/month,  Saturdays  OK. 
Earn  up  to  $1,500  per  day.  No  overnight  travel  re- 
quired. Send  CV  to  ad  reply  arm:  David,  509B  West 
Lynn,  Austin,  TX  78703. 


Methodist 

HospiUlls  of  Dallas 

PEDIATRIC  OPPORTUNITY 

Excellent  opportunity  for  a BC/BE  Span- 
ish-speaking pediatrician  to  join  an  estab- 
lished pediatrician  in  his  private  practice 
located  on  the  campus  of  Methodist  Med- 
ical Center.  Income  guarantee  and  rent 
abatement  for  first  year.  Mostly  OP  prac- 
tice with  some  IP  responsibility  and  mini- 
mal call. 

OTOLARYNGOLOGY 

Excellent  opportunity  for  a board 
eligible/certified  otolaryngologist  to  pro- 
vide general  ENT  services  in  south  Dallas 
County.  Nice,  progressive  hospital  facilities 
nearby.  Incoming  physician  would  prefer- 
ably associate  with  an  established  practi- 
tioner in  the  area  or  consider  establishing  a 
solo  practice  with  hospital  support. 

RHEUMATOLOGY 

Great  need  for  a board  eligible/certified 
rheumatologist  to  establish  a private  prac- 
tice in  the  immediate  service  area  of 
Methodist  Medical  Center  in  Dallas.  Com- 
petitive income  guarantee,  start-up  assis- 
tance. marketing  allowance  and  relocation 
expenses  available  to  qualified  physician. 

CARDIOLOGY 

Six  physician,  all  board  certified  cardiol- 
ogy group  seeks  two  additional  cardiolo- 
gists (electrophysiologist,  non-invasive 
cardiologist)  to  join  this  busy,  progressive 
group  over  the  next  two  years.  Group  has 
two  medical  offices,  one  on  each  of  the 
two  Methodist  Hospitals  of  Dallas  cam- 
puses located  10  minutes  apart  in  south 
Dallas  County. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  Susan  Cogburn,  Physi- 
cian Recruiter  c/o  Methodist  Hospitals  of  Dal- 
las, PO  Box  6.5.5999.  Dallas,  TX  75265.  Phone 
(214)  947-4579,  fax  (214)  947-4502,  e-mail: 
susancogburn  @ tnhd.com . 


Family  Practice  — excellent  opportunities.  At- 
tractive FP  openings  to  join  well-established  practices 
in  the  Dallas/Ft.  Worth  area  and  in  South  Texas  just 
45  miles  west  of  the  Gulf  of  Mexico.  Board  eligibil- 
ity/certification required.  Reply  confidentially  to 
Laura  Brown.  Phone  (800)  338-7107;  fax  (414)  427- 
7251;  e-mail:  fha@execpc.com. 

Physician  Opportunity  is  available  in  Dallas/Fort 
Worth  and  Longview.  Low  stress,  office  based  prac- 
tice. No  nights,  no  emergencies,  and  no  hospital 
work.  Paid  malpractice.  M-F.  Lucrative  salary  and 
benefits.  Call  Lisa  Abell  at  (800)  254-6425,  or  fax  CV 
to  (972)  256-1882. 

Primary  Care  Physician  (IM  or  FP)  needed  for 
city  20  minutes  from  Fort  Worth.  Opportunity  to 
make  salary  of  200K  -l-  per  year.  Limited  call  and  in- 
patient work.  Great  Opportunity!  Fax  CV  to  (817) 
613-0211  or  call  (817)  613-8261. 


Internal  Medicine 

Internal  Medicine  Office  Space  - Sub  Specialty 
considered.  Immediate  opening,  Texas  Licensed, 
Board  Certified.  Excellent  growth  opportunity  to 
join  small  group  practice  in  Austin,  TX.  Clinic  and 
hospital  experienced.  Mail  CV,  references  and  cover 
letter  to  Dr.  L.  Frierson-Stroud,  Lakewood  Medical 
Center,  7307  Creek  Bluff  Dr.,  Austin,  TX  78750, 

Fax  512-338-0171,  e-mail  LFS@Flash.net. 


Gastroenterology 


Seeking 

Gastroenterologist 

Large  multi-specialty  clinic 
South  Mississippi 

Share  call  with  two 
Board  Certified  Gastroenterologists 

245  bed  Regional  Medical  Center 
Serving  approximate  population  of  120,000 


Call  Administrator 
1-800-656-7519 
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Classified  Directory 


Locum  Tenens 


Interim 

Physicians 


The  right 
opportunity 

is  hard  | 

00 

to  find.  I 


So  we  do 
it  for  you. 

Interim  Physicians 
has  been  helping 
doctors  find  what 
they’re  looking 
for  since  1979-  If  you  are  looking 
for  a locum  tenens  position  and 
need  someone  to  help  you  reach 
your  professional  goals, 
call  us  today. 

(800)  531-1122 

Int 


P HYSICIANS® 

wT^’vv'.interiin.com/physicians 


harting  a new  career  course 
_ doesn't  hove  to  feel  like  re-discovering 
r the  New  World.  Staff  Care  will  serve 
os  your  guide  to  explore  the  adventurous  < 
; realms  of  LOCUM  TENENS,  Travel,  licen-- 
sure  and  occurrence  malpractice  insurance/.: 
are  inclusive  in  our  total  package  designeci~ 
Ok;:'''  to 


) give  you  nationwide  opportunities.-^ 

- It  


Texas  Based,  Texas  Best! 
Endorsed  by  Texas  MedicaLA^pciati,oi^“, 

For  more  info  about  our  LOCUM  TENENS  call:  . 


- 1 • 


fJie  LeaiJef  in  Locum 


81)0.21 1.4‘)7 1 

Western  Destinations 

8ll(l.(ili.'i.2273 

Midwest  & Eastern  Destinations 

www.locumsnet.com 
UNABLE  TO  PLACE  J-1  OR  H-1  PHYSICIANS 


Orthopedic  Surgery 

Orthopedic  Surgeon  needed  to  join  my  private 
practice  in  Plano  office  and  Medical  City  Dallas  office. 
Please  call  972-964-2626. 

ORTHOPEDIC  SURGEON  needed  in 

Dallas/Fort  Worth  for  orthopedic  consultations.  No 
surgery,  no  weekends,  no  call.  Contact:  Lisa  Abell  at 
K Clinic,  1-800-CLlNlC  K,  (972)  255-5533,  or  fax  CV 
to  (972)  256-0056. 


Radiology 


WANTED:  Board  certified 
general  Diagnostic  Radiologist  for 

permanent  position  at  a hospital  in 
Central  Texas.  Generous  salary  and 
benefits.  Flexible  start  date.  Locum 
tenens  coverage  also  needed.  Call 
(254)  519-8185  or  (254)  519-8186. 


RADIOLOGIST  VACANCY 

The  North  Texas  Veterans  Health  Care  Sys- 
tem Radiology  Service  has  an  immediate 
opening  for  a vascular  and  interventional 
radiologist  at  it's  state-of-the-art  Dallas  fa- 
cility. Applicant  should  be  ABR  certified, 
fellowship  trained,  and  preferably  CAQ  eli- 
gible. Applicant  should  be  skilled  in  all  as- 
pects of  diagnostic  angiography,  MRA, 
peripheral  vascular  angioplasty/  stenting, 
embolization,  urologic  and  biliary  inter- 
ventions including  TIPS  as  well  as  US/CT- 
guided  biopsy/drainages. 

This  position  includes  an  academic  ap- 
pointment with  it's  affiliate,  Tire  University 
of  Texas  Southwestern  Medical  Center,  it 
also  has  a very  active  residency  program. 

Applicants  must  be  a U.S.  Citizen  and  must 
possess  an  active  current  license  to  practice 
radiology  in  a State,  Territory  or  Common- 
wealth of  tire  United  States,  or  in  the  Dis- 
trict Of  Columbia. 

Applicants  should  forward  a curriculum 
vitae  and  references  to: 

Ward  M.  Terry,  M.D. 

Cliief,  Radiology  Service  (1 14) 
Department  of  Veterans  Affairs 
Medical  Center 
4500  South  Lancaster  Road 
Dallas,  TX  75216 
214-372-7073 
214-,302-7480  (FAX) 


An  Equal  Opportunity  Employer 
Applicants  Subject  to  Drug  Testing 
Non-smoking  Facility 


Tel  800.880.1300 
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Other  Opportunities 

OKLAHOMA  PRACTICE  OPPORTUNITIES. 

McAlester  Regional  Health  Center,  McAlester,  Okla- 
homa is  recruiting  physicians  in  the  following  special- 
ties: Pediatrics,  Otolaryngology,  Cardiology, 
Pulmonology,  Ophthalmology,  Obstetrics/Gynecol- 
ogy, Nephrology  and  Dermatology.  Competitive 
salary  guarantees,  student  loan  repayment,  equip- 
ment loans  and  other  incentives.  Contact:  Vicki 
Schaff,  Director  Physician  Services:  1-800-319-2455, 
Fax  #918-421-8066  or  E-Mail: 
vschaff@mrhc.mcalester.ok.us. 


QUALITY  PLACEMENT-QUALIFIED  PERSONNEL 

Specializing  in  the  placement  of  Physician  Assistants 
in  permanent  and  locum  tenens  positions  by  Qualified 
Physician  Assistants.  We  understand  your  needs. 

For  more  information  call: 

Diana  McGill  PA-C,  Director,  Personnel  Placement 
ProSearch  Medical  Placement,  PO  Box  41134, 
Houston,  TX  77241-1134,  Phone/Fax  (281)  890-9660 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  R.  e U b e D. 

PO  Box  42314  n . - 

Houston,  TX  77242-2314  aromtCIH 
FAX  28 1 -493-2234  A Aiui^ 


FOR  SALE  OR  LEASE 


OUTSOURCED  ACCOUNTS,  INC 

"Turning  Paper  Into  Cash" 

Specializing 
in  the  Recovery  of 
Medical  Accounts 
Receivable 

11140  Westheimer,  Ste.  1 92  (28 1 ) 558-1055 
Houston,  TX  77042  F/AX  (71 3)  62 1-4329 


FINANCING  ALL  THE  NEEDS 
OF  HEALTHCARE  PROFESSIONALS 


Incredible  Service  for  over  72,000  Doctors! 

• Equipment  Leasing/Financing 

• Leasehold  Improvements 

• Supply  Contracts 

• Working  capital. 

• Application  only,  $150,000 

• Start  ups,  practice  acquisitions, 
buy-ins.  Competitive  fixed  rates. 

Tel  1-800-225-2488  ft/.v  1-800-520-0250 
.Secure  website.  hltp:/A\t\'w.hp.sc.c()m 


Advertising  Rates  & Data  — Regular  classified  ad- 
vertising sells  for  $2.00  per  word,  minimum  25  words 
or  $50,  per  issue.  We  do  not  count  articles  (a,  an, 
the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  type- 
faces, logos,  and  borders  may  be  used  in  display  clas- 
sified ads.  Discounts  are  available  for  display 
classified  ads  5 inches  and  larger. 

5 to  9 Vz  inches  $85/inch 

10  to  19  Vz  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can  be 
substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Copy 
deadline  is  the  1st  of  the  month  (or  the  closest  busi- 
ness day)  preceding  publication.  Send  copy  to  Genia 
Owens,  Advertising  Manager,  Texas  Medicine,  401  W. 
15th  St.,  Austin,  TX  78701. 


Equipment  For  Sale 


LEGAL  SERVICES 


LPG  Endermologie  machine,  low  hours  $18,000, 
excellent  condition,  18  mo.  old;  Photographic  Sta- 
tion, training  videos  $2,500;  Power  Table  $1,500. 
Call  Rose  (817)  336-5662. 


Practices  For  Sale 

GREAT  OPPORTUNITY.  Private  medical  prac- 
tice available.  Large  metropolitan  area.  Reply  to  Ad 
Box  1190,  Texas  Medicine,  401  W.  15th  St.,  Austin,  TX 
78701. 


HEALTH 

CARE 

LAW 


Legal  Representation  of  Health  Care  Professionals 

• Health  Care  Fraud  • Medicare  Fraud 

• Improper  Billing  • Professional  Grievances 

• Health  Care  Antitrust  • Medical  Malpractice 

Litigation  Defense 

Jeffrey  C.  Grass 
Attorney  at  Law 
(214)  367-8514 

‘Not  certified  by  the  Board  of  Legal  Specialization  by  choice 


BUSINESS  AND 
FINANCIAL  SERVICES 

Have  your  own  web  site.  Doctor  Web  Site  design 
and  hosting.  For  more  information  call  Dr.  Martin 
Consulting,  Inc.  at  903-885-9758. 
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Educational  Opportunities 


ULTRASOUND  EDUCATION 


Emergenci/  Medicine  March  18-20 


Advanced  Emcrgeiuy 
Medicine 

Family  Practice 

Abdominal  (3  Day) 

Abdominal  (5  Day) 

OB/GYN  (5  Day) 

Prostate 

OB/GYN  f3  Day) 


February  19-20 
July  9-10 

February  4-6 

March  11-13 

February  22-26 
April  19-23 

March  1-5 
April  26-30 

March  6 
August  7 

March  25-27 


Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  loca- 
tion, minimum  enrollment  required.  Call 
(800)  239-1361  for  more  information  and  our 
new  1999  catalog  of  courses. 

Advanced  Health  Education  Center 
8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  AMA  Category  1 credit 


www.aheconline.com 


6th  Annual  Progress  in  Clinical  Pathology. 

March  4-6.  Le  Meredian  Dallas  Hotel,  sponsored  by 
UT  Southwestern  Medical  Center  at  Dallas.  Course 
directors:  Harold  Kaplan,  MD,  Richard  McKenna,  MD. 
CME  credit  offered.  Contact:  Jim  O’Reilly,  program 
coordinator,  (214)  648-2166. 

16th  Annual  Dallas  Rhinoplasty  Symposium, 

March  4-6.  Westin  Galleria  and  UT  Southwestern 
Medical  Center  at  Dallas.  Course  directors:  Rod 
Rohrich,  MD,  Jack  Gunter,  MD.  CME  credit  offered. 
Contact:  Leah  Cannon,  program  coordinator,  (214) 
648-2166. 

3rd  Annual  Aesthetic  Surgery  Symposium, 

March  7-9,  Westin  Galleria  Hotel  and  UT  Southwest- 
ern Medical  Center  campus.  Course  directors:  EE. 
Barton,  MD,  H.S.  Byrd,  MD,  CME  credit  offered.  Con- 
tact: Leah  Cannon,  program  coordinator,  (214)  648- 
2166. 

Alternative  Medicine,  April  6,  UT  Southwestern 
Medical  Center  at  Dallas,  Gooch  Auditorium.  Course 
Director:  Robert  Gatchel,  Ph.D.  CME  credit  offered. 
Contact  Stacey  Novotny  program  coordinator,  (214) 
648-2166. 


PAN  AMERICAN  ALLERGY  SOCIETY 

43"^  Annual  Training  Course  & Seminar 
March  10-14, 1999 

Plaza  San  Antonio  Hotel,  San  Antonio,  Texas 

Program  Director  Edwyn  L.  Boyd,  MD 

Basic  course  in  quantitative  skin  testing  techniques  designed  with 
the  primary  care  physician  and  allied  health  care  professionals 
in  mind.  Offering  3 1 .5  hours  of  CME.  Inquiries:  Ann  Brey, 
Executive  Secretary,  PO  Box  947,  Fredericksburg,  TX  78624. 
Telephone  (830)  997-9853;  fax  (830)  997-8625. 


Gl  Topics  For  The  PC  Physician  With  A Flexi- 
ble Sigmoidoscopy  Workshop,  March  6,  Sim- 
mons Biomedical  Research  Building,  Excellence  in 
Education  Foundation  Auditorium,  UT  Southwestern 
Medical  Center  at  Dallas.  Course  director:  William 
Harford,  MD.  CME  credit  offered.  Contact:  Lisa  Dun- 
levy,  program  coordinator,  (214)  648-2166. 

31st  Annual  Kenneth  C.  Haltalin  Pediatric 
Seminar:  Pediatrics  for  the  Practitioner,  March 
19-20,  Dallas  Renaissance  Hotel.  Course  director:  Joel 
Steinberg,  MD.  CME  credit  offered.  Contact  Jim 
O’Reilly  program  coordinator,  (214)  648-2166. 

Comtemporary  Management  of  Atrial  Fibrilla- 
tion, March  26-28,  Barton  Creek  Conference  Center, 
Austin.  Course  director:  Richard  Page,  MD.  CME 
credit  offered.  Contract  Lisa  Dunlevy  program  coordi- 
nator, (214)  648-2166. 

Ambulatory  Outpatient  Surgery,  April  10,  UT 
Southwestern  Medical  Center  at  Dallas,  Course  direc- 
tor: Girish  Joshi,  MD.  CME  credit  offered.  Contact 
Stacy  Novotny  program  coordinator,  (214)  648-2166. 

Recent  Advances  in  HIV  Medicine.  April  16-17, 
UT  Southwestern  Medical  Center  at  Dallas,  Simmons 
Biomedical  Research  Building,  Excellence  in  Educa- 
tion Auditorium.  Course  director:  J.W.  Smith,  MD. 
CME  credit  offered.  Contact:  Lisa  Dunlevy,  program 
coordinator,  (214)  648-2166. 

Southwestern  Center  for  Minimally  Invasive 
Surgery:  Hernia  Advances  in  Surgery,  April  22- 
23.  UT  Southwestern  Medical  Center  at  Dallas,  Excel- 
lence in  Education  Foundation  Auditorium,  Simmons 
Biomedical  Research  Building.  Course  director:  R.V. 
Rege,  MD.  CME  credit  offered.  Contact:  Leah  Can- 
non, program  coordinator,  (214)  648-2166. 

February  19-21:  Texas  Neurological  Society  will 
hold  its  second  annual  Winter  Conference,  Austin 
Marriott  at  the  Capitol.  The  theme  is  “The  Cycle  of 
Neurological  Life:  Therapeutics  in  Neurology”  It  will 
cover  topics  from  pediatric  through  mid-life,  to  end- 
of-life:  neuromuscular  disease,  headaches,  epilepsy, 
MS,  Guillian  Barre,  brain  tumors,  genetics,  stroke, 
Parkinson’s.  One  hour  of  ethics  will  also  be  offered. 
Contact  Rachael  Reed,  Executive  Director  at  (512) 
370-1532,  or  (800)  880-1300,  ext.  1532,  fax  (512) 
370-1626,  or  rachael  r@texmed.org. 
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BackTalk 


Question 

What  clinical  advice  would  you  give  young  physicians 
to  help  them  care  for  their  patients? 


I isten.  Diagnosis  is  three-fourths  history.  And  never 
Lacut  them  off  when  they  say,  ‘Oh,  yeah,  doctor,  there’s 
one  more  thing.’  That’s  when  they’re  going  to  tell  you  what 
they  really  came  for.” 

Bertram  D.  Garrett,  MD,  51 

family  practice,  Austin 

14  I t may  be  true  that  there  is  no  such  thing  as  a ‘poor  his- 
I torian.’  Learn  to  ask  the  right  questions.  Learn  to  be  a 
good  listener.  Sincere  concern  for  your  patient  expressed 
through  thoughtful  listening  can  be  therapeutic.” 

Sandra  A.  McMahan,  MD,  52 

pediatric  allergy.  Temple 

4 4 1 1 is  often  surprising  how  forgiving  patients  can  be  if 
I you  earn  their  respect.  So  if  you  sense  there  may  be  a 
problem  between  you  and  a patient,  don’t  be  afraid  to  ad- 
dress it  head-on.” 

Richard  C.  Bibb,  MD,  60 

psychiatry,  Wichita  Falls 

44  If  you  become  angry  at  what  managed  care  is  doing  to 
I destroy  high-quality  health  care,  don’t  be  angry  at  your 
patients.  Most  patients  are  not  allowed  to  choose  their  cov- 
erage; it  is  chosen  for  them.  Be  angry  at  and  fight  the  man- 
aged care  organizations!” 

Ben  R.  Keller,  Jr,  MD,  62 

gynecology,  Arlington 


BackTalk  is  a nonscientific  sampling  of  Texas  physicians’  opinions  on  a topic  of  in- 
terest. Physicians  are  polled  by  telephone,  fax,  or  e-mail.  We  welcome  suggestions 
for  future  topics.  Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX 
78701;  fax  them  to  (512)  370-1632;  or  e-mail  them  to  m mcever@texmed.org. 


4 4 bove  all,  focus  all  your  intelligence,  training,  and  ex- 
^^perience  on  the  patients  whom  you  encounter,  and 
try  to  understand  their  needs  from  their  points  of  view.” 

John  W.  Meyer,  MD,  58 

family  practice,  Hondo 

44^^ake  time  to  talk  to  the  patients  and  explain  to  them 
I their  illnesses.  They  appreciate  it  very  much  to  know 
exactly  what  they  have,  and  their  compliance  will  be  better.” 

Rowena  B.  Garay,  MD,  54 

pediatrics,  Winnsboro 

4 4 “^^here  is  almost  a holy  relationship  between  a patient 
I and  physician  that  never  should  dissolve.  Physicians 
must  always  put  patients  first.  When  they  do  that,  everything 
else  will  fall  into  place.” 

Laurance  N.  Nickey,  MD,  67 

pediatrics,  El  Paso 

44  I isten  to  your  patients  and  understand  where  they’re 
Licoming  from.  Be  sincere  and  up  front  with  them.” 

William  G.  Gamel,  MD,  62 

internal  medicine,  Austin 

4 4 1 have  a daughter  who  is  a medical  student,  and  my  ad- 
I vice  to  her  would  be  to  listen  to  her  patients,  develop 
a rapport  with  them,  and  also  be  the  patients’  advocate.” 

Larry  E.  Browne,  MD,  56 

physical  medicine,  Gonzales 
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he  received  the  24-hour  care 
and  rehabilitation  he  needed  to 
get  back  on  his  feet. . .without 
ever  setting  foot  in  a nursing  home. 
And  without  ever  touching  his 
retirement  savings. 


Just  the  way  he  wanted  it. 


what  would  you  want? 
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Stress,  burnout, 
and  addiction 

Two  physicians  got  hooked  on  drugs;  another  just  walked  away 
from  the  profession  to  which  he  dedicated  his  life.  The  results  of 
stress  and  burnout  can  be  tragic,  even  life  threatening,  but  they 
don't  have  to  be.  Recognizing  what  causes  stress  and  burnout  can 
go  a long  way  toward  preventing  trouble,  and  the  Texas  Medical 
Association  stands  ready  to  help  if  problems  occur. 

By  Johanna  Franke 
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Medical  Economics 


It  just  makes  sense  34 

Tired  of  all  those  health  maintenance  organization  (HMO)  reviewers  trooping 
through  your  office  and  poking  their  noses  into  everything?  TMA  and  the  HMO 
medical  directors  have  sat  down  together  and  come  up  with  a standardized  survey 
instrument  that  cuts  down  on  the  number  of  reviews  and  satisfies  everyone. 

- By  Laurie  Stoneham 
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! Law 


|See  you  in  court?  38 

: Just  before  he  headed  out  the  door  for  the  private  sector  last  December,  Atty  Gen 
Dan  Morales  filed  a major  lawsuit  against  six  HMOs  over  alleged  violations  of  sev- 
eral state  laws.  The  question  now  is,  how  will  his  successor,  John  Cornyn,  pursue 
those  suits?  The  new  attorney  general  is  noncommittal,  saying  only  that  he  intends 
1 to  review  the  cases. 

I By  Teri  Moran 

Legislative  Affairs 

Prescription  for  cooperation  54 

It  could  have  been  one  of  those  legislative  battles  where  everyone  got  bloody.  But 
thanks  to  cooperation  between  TMA  physicians  and  the  pharmacists,  a fight  over 
redefining  the  pharmacists'  role  in  health  care  appears  to  have  been  avoided. 

By  Ken  Ortolon 


Putting  Patients  First 

Publicity  helps  58 

Cooperating  with  the  news  media  and  letting  reporters  share  your  story  with  the  pub- 
lic can  help  you  and  your  patients.  Here  are  a few  tips  on  dealing  with  the  media. 

By  Laura  J.  Albrecht 
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Prestigious  Homeowners  W^nt  Beautiful 

Lifetime  Roofing 

T"  There  is  absolutely  nothing  negative  to  say  about  the  new  residential' type  metal 
roofing.  It  looks  beautiful,  has  a SO-year  to  a lifetime  warranty,  is  fireproof  reduces 
summer  air  conditioning  costs  and  is  less  wasteful  than  asphalt  shingles.  Attractive 
metal  roofing  is  becoming  the  signature  of  high'end  houses.  Although  it  costs  somewhat 
more  to  install,  the  overall  cost  is  lower  because  of  its  long  life."  James  Oulley,  Syndicated  Columnist 

"Cut  Your  Utility  Bills" 

%Wood  Shake  Beauty  %Can  Go  Over  Old  Roof  %UL'2218  (Class  IV)  Rated 

% Cuts  A/C  Costs  % Fire  Protection  % Baked  On  KYNAR  Finish 


%120mphWind  Warranty  % Lifetime  / 40yr.Transferable  Increases  Home  Value 

Limited  Warranty  r « 


Call  Today  For  A Free  Estimate  From  A Perfection 
Dealer  In  Your  Area: 


A&T  Builders 

Dallas,  TX 

l'800-585'3443 
(214)  324'3837 

Seminole  Sales 
& Leasing 

Seminole,  TX 

(915)  758-9855 


Champion 

Constructors 

Houston, TX 

1-800-422-2573 
(281)  587-2573 

Southwest 
Metal  Roofing 

San  Antonio,  TX 
(210)  822-6868 


Texas  Home 
Exteriors 

Austin,  TX 

1-800-638-3987 
(512)  453-8782 
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PERFEaiON 

Me-  in  B^odu^cts - 

For  Information  or  Product  Literature  Call: 

1-888-788-2427  Ext.  222 


ESSMYER,  TRITICO  & CLARY,  LLP* 

MICHAEL  M.  ESSMYER 
ATTORNEYS  AND  COUNSELORS  AT  LAW 
4300  Scotland,  Houston,  Texas  77007 

Disputes  involving  computer,  internet  and  software  law 


Editor’s 

Note 


Phone  (71 3)  869- 1 1 55  Toll  Free  (800)  691  -5571 
Fax  (713)  869-8957  E-mail:  essmyer@flash.net 

*Not  Certified  by  the  Texas  Board  of  Legal  Specialization  in  the  areas  advertised 


Now! 

Malpractice 

Insurance 

Alternatives! 

Cunningham 

Group 

“Insurance  and  Risk  Management  Services  Since  1947" 

As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for: 

e Individual  and  Group  Practice  Physicians  and  Surgeons  e 
e Clinics  e Surgery  Centers  e IPA's  e PHO's  e MSO's  e 
e Multi-Specialty  Practices  e 

For  Additional  Information,  Contact: 

Scott  Pullen 

9901  IH  10  West,  Suite  800 
San  Antonio,  Texas  78230 
Telephone:  Toll  Free  888.558.2825 
or  210.561.7909 
Fax:  210.561.2859 

Office  Locations: 

San  Antonio,  Texas  • Chicago,  Illinois  • Stevensville,  Michigan 
Cleveland,  Ohio  • Columbus,  Ohio 
Pittsburgh,  Pennsylvania  • San  Diego,  California 


The  $40-million  Texas  Lottery 
drawing  was  later  that  day,  and 
several  of  us  were  fantasizing 
about  how  we  would  quit  our 
jobs  if  we  won.  Most  of  us  agreed 
we  would  resign  by  long  distance  from 
Tahiti.  One  woman,  however,  said  she 
might  come  in  to  get  her  daughter’s 
picture  off  her  desk.  But,  she  added 
after  a short  pause,  “I’ve  got  lots  of  pic- 
tures of  my  daughter.” 

Unfortunately,  none  of  us  won.  But 
the  point  is  we  all  sometimes  daydream 
of  emulating  singer  Johnny  Paycheck 
and  telling  our  bosses  to  “take  this  job 
and  shove  it.  I ain’t  working  here  no 
more.”  Few  of  us  ever  do. 

Physicians  are  no  exception.  Modern 
medicine  puts  more  pressure  than  ever 
on  doctors.  For  some,  stress  leads  to 
burnout,  and  they  just  walk  away.  Oth- 
ers turn  to  drugs  or  alcohol  and  find 
their  lives  and  careers  in  ruin.  Some 
even  resort  to  suicide. 

In  this  issue.  Associate  Editor  Jo- 
hanna Franke  explores  physician  stress 
and  burnout,  what  causes  it,  and  what 
TMA  and  others  are  doing  about  it.  We 
meet  two  physicians  rescued  from  the 
hell  of  drug  and  alcohol  addiction,  and 
hear  from  a neurosurgeon  about  why 
he  gave  up  his  lucrative  practice. 

Johanna’s  package  of  stories  is  com- 
pelling. The  picture  she  paints  is  not 
pretty,  but  it’s  one  every  physician 
needs  to  look  at. 


Larry  BeSaw 

Managing  Editor 
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Comfort  Package,  Leather,  6 Disc  CD  Changer,  Front  & Rear  Air 
Conditioning  and  Running  Boards!! 

month  closed-end  lease  with  purchase  option.  MSRP-  $34,735.  Tax,  title,  license  and  1st  payment  due  on  delivery  (or  a total  of  $3,438  due  at  inception. 
No  security  deposit  on  approved  credit.  Total  of  payments-  $18,623.  $250  disposal  fee.  Based  on  15K  miles  per  year  with  15c  penalty  for 
every  additional  mile  and  penalty  for  excessive  wear  and  tear.  With  approved  credit. 

ANY  MAKE  or  MODEL!!... 
TRADE-IN'S  are  WELCOME!! 


Get  a second  opinion 
from... 

SUPERIOR  LEASING,  M.D. 


kperior  Leasing 
is  preferred  bp 
the  physicians 
themselves!! 


Miguel  Cintron^  MD 
mrlingen,  TX 


"I  had  two  cars  with  unfinished  leases.  Through  Superior  leasing, 

I was  able  to  terminate  those  leases  and  lease  two  new  cars  of  my 
choice  including  a BMW  740  il  They  were  delivered  to  my  front  door 
in  just  two  days!  That's  what  I call  'creative  financing'!  Tome, 

Superior  Leasing  means  Superior 
Service!!" 


Miguel  Cintron,  MD,  Harlingen,  TX 


Medical  Division  means  “Superior  Service”... 


• No  Deposit 

• No  Down  Payment 

• Truly  Free  Loaner  Cars 

• GAP  Insurance  Included 


• Next  Day  Delivery  Anywhere! 

• No  Surprises  at  Delivery! 

• “Hassle-Free”  Shopping 

• Ask  About  3%  Cash  Back 


CALL  TOLL  FREE: 

800-988-0994 

(972)  994-0994 

www.superiorleasing.com 


'...if  it  depreciates,  lease  it!! if  it  appreciates,  buy  it!!" 

J.  Paul  Getty 

High  or  low  miles,  none  or  multiple  security  deposits,  zero  or  max.  down  regardless  of  credit... 

Superior  Leasing  Medical  Division  will  provide  a custom  tailored  lease  to  best  fit  your  needs. 
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PEPCID  AC®  is  now  covered 
by  Medicaid  in  Texas! 


* Pepcid  AC®  provides  prescription  strength  heartburn  relief  at  a 


fraction  of  the  cost.^ 


• Pepcid  AC® 

$0.30  per  dose^ 

• Prilosec®*  20  mg 

$3.77  per  dose^ 

• Prevacid®^  30  mg 

$3.47  per  dose^ 

• Pepcid  AC®  also  works  faster  than  Prilosec® 
in  controlling  gastric  acid  secretion/ 

Medicaid  coverage  requires  that  you 
write  a prescription  for  Pepcid  AC®  10  mg 
for  your  patients  with  heartburn. 


"Prilosec*  (omeprazole)  is  a registered  trademark  of  Astra  Merck. 

^ Prevacid*  (lansoprazole)  is  a registered  trademark  of  TAP  Pharmaceuticals  Inc. 


Please  visit  the  Physicians  Corner 
at  www.pepcidac.com 


1.  IMS.  1998 

2.  Decktor  D.  et  al,  A comparison  of  single-dose  Pepcid  AC  vs.  Prilosec  10  mg  and  20  mg  on  human  gastric  acid  secretion. 
American  College  of  Gastroenterology  62nd  Annual  Scientific  Meeting.  Abstract.  1997. 

3.  1998  Drug  Topics*,  Red  flook*  Update. 
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Letters 


Concerns  still  there 


As  a physician  caring  for  poor 
women  in  San  Antonio,  I have  an 
intense  interest  in  the  funding  for 
family  planning  clinics  in  Texas. 
These  clinics  are  the  main  (and 
often  the  only)  source  for  preventive 
care  for  uninsured  women.  The  Texas 
Medical  Association  House  of  Delegates 
also  is  concerned.  In  November  1998, 
the  House  approved  Bexar  County  Med- 
ical Society’s  resolution  supporting 
funding  for  family  planning  clinics. 


appears  to  be  to  move  funds  from  clinics 
to  population-based  programs.  Unfortu- 
nately, loss  of  funds  to  family  planning 
clinics  will  mean  that  many  uninsured 
women  will  no  longer  have  access  to 
preventive  care.  These  women  have  no 
“medical  homes.” 

At  the  time  of  this  writing,  it  appears 
that  clinics  will  apply  for  extensions  for 
Title  V funding  for  fiscal  year  2000.  This 
suggests  that  funding  will  be  level  for 
the  year  that  begins  in  September  1999. 
However,  TDH  has  not  made  clear  its  in- 
tentions concerning  funding  for  clinics. 


Unfortunately,  loss  of  funds  to  family  planning  clinics 
will  mean  that  many  uninsured  women 
will  no  longer  have  access  to  preventive  care. 


1 was  pleased  to  read  in  the  Decem- 
ber issue  of  Texas  Medicine  (“Setting  the 
Record  Straight,”  pp  32-35)  that  the 
Texas  Department  of  Health  (TDH)  does 
not  intend  to  cut  family  planning  fund- 
ing. However,  it  is  not  clear  that  TMA 
should  be  reassured.  Dr  Archer’s  (Texas 
Commissioner  of  Health  William  R. 
Archer  III,  MD)  comments  indicate  that 
funding  for  family  planning  clinical  serv- 
ices may  indeed  be  cut.  The  intention 


The  severe  cuts  proposed  in  the  legisla- 
tive appropriations  request  have  not 
been  rescinded  in  writing,  in  spite  of  re- 
quests for  written  clarification  from  the 
TMA  Council  on  Public  Health  and  the 
TMA  Ad  Hoc  Committee  on  Sunset. 

I am  not  yet  reassured. 

Janet  P.  Realini,  MD,  MPH 

332  W Commerce,  Ste  303 
San  Antonio,  TX  78205-2409 


Express  your  point  of  view  in  Texas  Medicine.  To  submit  a letter,  mail,  fax,  or  e-mail  it  to  Texas  Medicine,  TMA, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry  b@texmed.org.  Please  type  letters  you  submit  for 
publication,  and  keep  the  length  to  400  words  or  less.  If  necessary,  you  may  include  a few  references,  preferably  less 
than  five.  Letters  are  published  at  the  discretion  of  the  managing  editor  and  editorial  advisors,  and  are  subject  to 
editing  and  abridgment.  Letters  represent  the  opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies  of 
the  Texas  Medical  Association. 


Dr  Archer  on  the  right  track 


I was  confused  by  the  article  “Setting 
the  Record  Straight”  (December 
1998  Texas  Medicine,  pp  32-35)  by 
Teri  Moran.  I thought  I was  going  to 
learn  about  a change  in  public  health 
policy,  but  instead  the  article  was  de- 
voted entirely  to  uninformed  specula- 
tion by  non-policymakers  and  personal 
testimonials  from  poor  patients. 

Nowhere  in  the  article  does  it  men- 
tion the  entire  amount  of  money  that  is 
spent  for  family  planning  services  in 
Texas.  In  the  final  paragraph,  we  finally 
learn  that  Dr  Archer  does  not  plan  to  re- 
duce the  amount  of  tax  dollars  spent  on 
public  health  and,  in  particular,  family 
planning,  but  wants  to  see  family  plan- 
ning delivered  in  the  context  of  com- 
prehensive medical  care.  Certainly,  this 
does  not  appear  to  be  the  case  at  pres- 
ent; if  so,  why  are  they  called  family 
planning  clinics?  Certainly,  a compre- 
hensive public  health  program  for  the 
poor  should  not  use  sex  as  the  point  of 
entry  into  health  care. 

Also,  family  planning  clinics,  by 
their  nature,  do  not  provide  health  care 
for  poor  men.  Certainly,  the  family 
planning  clinics  fear  change,  just  as 
any  ingrained  institution,  but  they  are 
certainly  ripe  for  improvement  and 
new  ideas,  and  I believe  Dr  Archer  is 
the  person  who  can  provide  them.  Cer- 
tainly, he  is  asking  the  right  questions. 

Brian  B.  Berger,  MD 

3705  Medical  Parkway,  Ste  410 
Austin,  TX  78705-1023 


Tel  800.880.1300 
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Letters 


A lifesaving  exam 


A prostate  self-examination  (PSE) 
may  save  your  life.  It  did  mine. 
Women  do  breast  self-examina- 
tion. Men  should  do  prostate  self- 
examination.  Digital  examination 
once  or  twice  a year  is  not  often  enough 
to  have  your  prostate  examined. 


into  his  rectum.  If  he  has  difficulty  feel- 
ing the  upper  margin,  he  bears  down 
as  in  a bowel  movement,  which  pushes 
the  prostate  down  and  allows  him  to 
feel  the  upper  aspect  very  easily. 

Recently,  a doctor  told  me  he  had 
been  doing  PSE  for  10  years  and  about 
a year  ago  found  his  own  cancer  of  the 
prostate.  Surgical  removal  revealed 


I’ln  convinced  that  when  most  men  over  age  50 
(preferably  over  age  40)  begin  doing  PSE,  the  death 
rate  from  prostate  cancer  will  go  way  down. 


In  early  1994,  my  prostate-specific 
antigen  (PSA)  blood  test  result  was  3.5, 
and  the  doctor’s  digital  examination 
was  negative.  Several  months  later,  I 
decided  to  do  a PSE  and  felt  a firm 
lump,  about  6 mm,  on  the  top  left  bor- 
der of  my  prostate.  I went  to  my  urolo- 
gist, who  examined  me  and  ordered  a 
sonogram  and  biopsy.  Three  biopsies 
out  of  five  revealed  carcinoma  (Glea- 
son 7).  A repeat  PSA  was  still  normal.  I 
had  a radical  prostatectomy,  and  the 
pathology  examination  showed  the  tu- 
mor to  extend  beyond  the  edge  of  re- 
section. The  regional  nodes  were 
negative,  and  the  bone  scan  was  nega- 
tive. I had  follow-up  radiation. 

If  I had  waited  a year  for  another 
checkup,  I feel  sure  the  tumor  would 
have  been  in  the  regional  nodes,  if  not 
in  some  distant  sight.  A PSA  is  helpful 
but  cannot  be  relied  on  entirely.  False- 
positive results  are  fairly  common,  and 
false-negative  ones  are  not  uncommon. 

A PSE  is  so  easy,  painless,  and  simple. 
I encourage  you  to  do  it  on  yourself  and 
teach  your  patients  to  do  it.  Anyone  can 
do  it  and  tell  if  the  prostate  is  uniformly 
lumpy  as  in  benign  prostatic  hyperpla- 
sia, if  one  lump  is  harder  or  bigger  this 
month  than  last  month,  or  if  a lump  is 
present  that  wasn’t  last  month. 

The  Schaffer  procedure  can  be  done 
in  less  than  5 minutes.  A man  sits  on 
the  commode,  spreads  his  legs  wide 
apart,  holds  up  his  genitalia  with  one 
hand,  applies  Anusol  to  the  middle  fin- 
ger of  the  other  hand,  and  inserts  it 


free  margins,  and  he  didn’t  need  fur- 
ther treatment. 

I’m  convinced  that  when  most  men 
over  age  50  (preferably  over  age  40) 
begin  doing  PSE,  the  death  rate  from 
prostate  cancer  will  go  way  down. 

Richard  C.  Schaffer,  MD 

3920  W Vickery  Blvd 
Fort  Woi-th,  TX  76107 

Help  your  staff  help  you 

Although  I am  not  a physician,  I 
subscribe  to  your  magazine  as  a 
valuable  tool  for  my  profession.  I 
have  been  in  the  medical  field  for 
more  than  20  years  in  multiple 
specialties  and  I am  classified  as  a reim- 
bursement and  practice  management 
specialist.  I work  for  several  physicians 
in  different  fields,  which  gives  me  a 
unique  insight  into  the  daily  problems 
associated  with  managed  care. 

I would  like  to  offer  a suggestion  to 
assist  physicians  in  “taking  back  your 
profession.”  It  would  be  beneficial  to 
note  that  physicians  have  relatively  lit- 
tle direct  contact  with  the  managed 
care  environment.  Physicians  primarily 
are  impacted  peripherally  (other  than 
financially)  by  the  day-to-day  frustra- 
tions and  stonewalling  from  insurance 
carriers.  Office  staff  members  are  on  the 
frontline  of  battle.  We  are  the  soldiers 
on  the  telephone  for  hours  attempting 
to  obtain  referrals,  authorizations,  and 


precertifications,  and  to  effect  appeals.  I 
rarely  have  to  involve  a physician  di- 
rectly with  an  insurance  carrier.  My  per- 
sonal background  and  performance 
level  are  such  that  my  physicians  are, 
for  the  most  part,  ultimately  protected 
from  the  hassles  and  frustrations  associ- 
ated with  the  managed  care  environ- 
ment. This  has  advantages  and  obvious 
disadvantages. 

Because  our  offices  are  so  busy,  I am 
able  to  run  a smooth  patient  flow  on  a 
daily  basis.  However,  this  also  insulates 
the  physician  from  the  true  level  of  irri- 
tation and  unbelievable  lack  of  concern 
and  knowledge  on  the  part  of  the  insur- 
ance company  staff.  Therefore,  most 
physicians  do  not  participate  more  fully 
because  they  are  not  on  the  frontline 
fighting  these  battles  every  day. 

In  any  specialty,  the  office  staff  can 
make  or  break  success.  We  as  staff 
members  are  considerably  better  pre- 
pared to  unite  and  fight  the  managed 
care  battles  alongside  physicians.  We 
are  competent  and  have  well-defined 
skills  in  this  arena  of  struggle.  We  have 
almost  as  much  to  gain  or  lose  as  do 
physicians  because  this  is  our  job,  our 
chosen  field,  and  in  most  offices,  our 
family.  Imagine  what  your  organiza- 
tion could  do  if  you  tapped  into  the  re- 
sources available  right  under  your  nose 
— your  own  staff.  We  can  be  a formi- 
dable group  of  individuals  and,  united 
with  our  physicians,  could  literally 
move  the  mountains  of  managed  care. 
Involve  us,  make  a place  for  us.  We  are 
the  warriors  on  the  side  of  the  physi- 
cian and  patient. 

We  as  office  staff  members  learned 
long  ago  how  to  rise  above  our  differ- 
ences and  help  each  other  make  our 
own  lives  and  the  lives  of  our  patients 
better.  Give  us  the  opportunity  to  work 
side  by  side  with  you  in  an  arena  of 
united  power.  Texas  physicians  would 
be  a force  to  be  reckoned  with. 

Tracy  Warrick 

708  Horizon  Dr 
Murphy,  TX  75094 
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Newsmakers 


The  1999  Brazos-Robertson  County 
Medical  Society  officers  include  oph- 
thalmologist Charles  W.  Akins,  MD, 
College  Station,  president,  and  diag- 
nostic radiologist  Ronald  M.  Rust,  MD, 
College  Station,  secretary-treasurer. 

Two  Houston  plastic  surgeons,  Bernard 
M.  Barrett,  Jr,  MD,  and  Saleh  M. 
Shenaq,  MD,  were  honored  by  the 
Physicians  for  Peace  Foundation  for 
their  volunteer  services. 

Houston  internist  Alan  Buchman,  MD, 
received  the  Southern  Medical  Associa- 
tion’s 1998  Seale  Harris  Award  for  his 
significant  contribution  to  a better  un- 
derstanding of  the  chemical  changes 
occurring  in  disease. 

Houston  cardiovascular  surgeon  Den- 
ton A.  Cooley,  MD,  received  the  1998 
National  Medal  of  Technology,  the  na- 
tion’s highest  honor  for  technological 
innovation,  from  the  Office  of  Technol- 
ogy Policy  of  the  US  Department  of 
Commerce. 

Houston  nuclear  medicine  specialist 
Ebrahim  S.  Delpassand,  MD,  was 

elected  president  of  the  Society  of  Iran- 
ian-American  Health  Care  Profession- 
als of  Texas. 


Charles  W.  Akins,  MD  Gordon  Green,  MD 


Houston  neonatal-perinatal  medicine 
specialist  Susan  E.  Denson,  MD,  was 
named  Physician  of  the  Year  for  Her- 
mann Children’s  Hospital. 

San  Antonio  general  surgeon  James 
Paul  Dorman,  MD,  received  a 3-year 
appointment  as  Cancer  Liaison  Physi- 
cian for  the  Hospital  Cancer  Program 
at  South  Texas  Veterans  Health  Care 
System. 

Athens  family  practitioner  and  geriatric 
medicine  specialist  Robert  Eckert,  MD, 
and  Bay  City  family  practitioner  Ed- 
ward Pesek,  MD,  were  honored  for  35 
years  of  membership  in  the  American 
Academy  of  Family  Physicians. 

Houston  family  practitioner  Srihari 
Gopal,  MD,  received  a $500  American 
Medical  Association-Resident  Physician 
Section  Policy  Promotion  Grant  for  her 
community  health  fair  project. 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
section  are  TM A membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
tion; or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  iohanna_f@texmed.org. 


William  L.  Rayburn,  MD  Dan  Stultz,  MD 


The  1999  Dallas  County  Medical  Soci- 
ety officers  include  pediatrician  Gor- 
don Green,  MD,  Dallas,  president; 
endocrinologist  Fred  F.  Ciarochi,  MD, 
Duncanville,  president-elect;  and  pul- 
monary disease  specialist  Randall  L. 
Rosenblatt,  MD,  Dallas,  secretary- 
treasurer. 

Clinical  pathologist  Elizabeth  A. 
Hartwell,  MD,  was  selected  Physician 
of  the  Year  for  Hermann  Hospital  in 
Houston. 

Dallas  oncologist  John  Minna,  MD,  re- 
ceived a special  award  from  the  Susan 
G.  Komen  Breast  Cancer  Foundation 
for  his  dedication  and  commitment  to 
eradicating  breast  cancer. 

Houston  head  and  neck  surgeon  Walter 
P.  Moore  Mi,  MD,  was  elected  1999 
chair  of  the  Harris  County  Medical  So- 
ciety Board  of  Ethics. 

Obstetrician-gynecologist  William  L. 
Rayburn,  MD,  was  named  medical  di- 
rector of  Scott  & White  Clinic  in  Col- 
lege Station. 
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^^^^Adhesive  bandage,  which  plaintiff 
alleges  defendant  pulled  rapidly  from  skin, 
violently  tearing  three  hairs  from  plaintiff's 
arm,  which  resulted  in  severe  shock,  trauma 
disfigurement,  chronic  debilitating  pain  and 
permanent  psychological  damage. 


Dallas  plastic  surgeon  Rod  Rohrich, 
MD,  was  named  1 of  20  notable  North 
Dakotans  by  The  Bismarck  Tribune. 

Houston  obstetrician-gynecologist  Joe 
Leigh  Simpson,  MD,  was  elected  1998- 
1999  president  for  the  Society  for  Gyne- 
cologic Investigation. 

Houston  cardiovascular  disease  spe- 
cialist Richard  W.  Smalling,  MD,  was 
named  1998-1999  president-elect  of 
the  board  of  directors  for  the  American 
Heart  Association,  Texas  Affiliate. 

San  Angelo  internist  Dan  Stultz,  MD, 
was  named  chief  executive  officer  for 
Shannon  Health  System. 

General  practitioner  JamesTaylor,  MD, 
was  honored  for  his  years  of  service  at 
Nacogdoches  Memorial  Hospital  dur- 
ing the  hospital’s  70th  birthday  party. 

The  1999  El  Paso  Society  of  Plastic  Sur- 
geons officers  include  Bob  Thering, 
MD,  president;  Manuel  Feliberti,  MD, 
president-elect;  and  William  Miller,  MD, 
secretary-treasurer. 

Charles  N.  Verheyden,  MD,  Temple,  was 
selected  as  an  American  Board  of  Plastic 
Surgery  examiner  and  appointed  to  the 
Residency  Review  Gommittee  for  Plastic 
Surgery,  which  is  comprised  of  ap- 
pointees from  the  American  Medical  As- 
sociation, the  American  College  of 
Surgeons,  and  the  American  Board  of 
Plastic  Surgery. 


To  protect  your  reputation,  we  take  every  claim  seriously. 


Deaths 


Even  the  most  absurd  claims  can  be 
damaging  if  they’re  not  handled  properly. 
Which  is  why  the  full  weight  of  our  more 
than  60  years  of  experience  in  medical 
liability  insurance  is  brought  to  bear  on  each 
and  every  claim,  no  matter  how  frivolous  that 
claim  may  appear.  In  fact,  when  appropriate, 
we  have  appealed  cases  all  the  way  to  the 
United  States  Supreme  Court,  at  no 
additional  cost  to  policyholders.  Because  you 
can’t  put  a bandage  on  a damaged  reputation. 
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Clifton  Harold  Beasley,  MD,  82;  Heber 
Springs,  Ark;  University  of  Arkansas  for 
Medical  Sciences  College  of  Medicine, 
1941;  died  January  5,  1999. 

Simon  Isadore  Benavides,  Jr,  MD,  88; 

Raymondville;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1934; 
died  December  16,  1998. 

William  Setzer  Brumage,  MD,  85; 

Austin;  Baylor  College  of  Medicine- 
Dallas,  1937;  died  December  29,  1998. 
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Houston  Maurice  Burk,  MD,  78;  Amar- 
illo; The  University  of  Texas  South- 
western Medical  School  at  Dallas, 
1944;  died  December  15,  1998. 

James  Allen  Chamberlin,  MD,  87; 

Sugar  Land;  Tulane  University  School 
of  Medicine,  1942;  died  December  30, 
1998. 

Caryn  Keller  Halpern,  MD,  51;  Dallas; 
State  University  of  New  York  Health  Sci- 
ence Center  at  Brooklyn  College  of  Med- 
icine, 1972;  died  December  18,  1998. 

Jerome  S.  Kozak,  MD,  76;  Houston; 
Medical  College  of  Wisconsin,  1953; 
died  January  9,  1999. 

Peter  Max  Marcuse,  MD,  84;  Houston; 
University  of  Basel  Faculty  of  Medicine- 
Switzerland,  1938;  died  December  19, 
1998. 

William  Harland  Morgan,  MD,  86;  La 

Vernia;  Temple  University  School  of 
Medicine,  1941;  died  December  27, 
1998. 

Edwin  Marvin  Ory,  MD,  79;  Houston; 
Vanderbilt  University  School  of  Medi- 
cine, 1943;  died  January  10,  1999. 

Thomas  V.  Patterson,  MD,  80;  Denton; 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  1944;  died 
December  27,  1998. 

Lewis  Eugene  Pope,  MD,  65;  Arling- 
ton; Tulane  University  School  of  Medi- 
cine, 1958;  died  January  5,  1999. 

Harry  Stephen  Smith,  MD,  79;  Hous- 
ton; The  University  of  Texas  South- 
western Medical  School  at  Dallas, 
1944;  died  January  3,  1999. 

David  Shellenburger  Stayer,  MD,  90; 

Irving;  Hahnemann  University  School 
of  Medicine,  1936;  died  December  17, 
1998. 

Harold  Vernon  Towell,  MD,  72;  Kerr- 
ville;  McGill  University  Faculty  of  Med- 
icine-Quebec,  1951;  died  September 
25,  1998. 
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FormerTMA  director 
C.  Lincoln  Williston  dies 


Former  Texas  Medical  Association 
executive  director  C.  Lincoln 
Williston,  whose  leadership  and 
organizational  skills  are  credited 
with  making  TMA  one  of  the  top 
state  medical  societies  in  the  nation, 
died  February  1 in  an  Austin 
hospital.  He  was  78. 

“Line  Williston’s  knowledge, 
expertise,  and  character  pro- 
vided a model  for  all  medical 
society  executives,”  said  Louis 
J.  Goodman,  PhD,  CAE,  execu- 
tive vice  president  of  TMA. 

Mr  Williston  came  to  TMA 
in  1954  from  Chicago,  where 
he  was  public  information 
manager  for  the  University  of 
Illinois-Chicago  Professional 
Colleges.  He  made  the  move  to 
Austin  with  a pregnant  wife 
and  two  small  children,  and 
immediately  set  about  develop- 
ing the  association  into  an  or- 
ganization that  effectively 
represents  Texas  physicians. 

“He  took  a state  medical  as- 
sociation that  really  had  no  or- 
ganizational structure  and  just 
through  his  sheer  will  of  apply- 
ing his  time  and  his  talent  really 
put  it  all  together,” 
said  Robert  G. 

Mickey,  retired  TMA 
executive  vice  presi- 
dent who  succeeded 
Mr  Williston. 

“He  traveled  the 
state  extensively,”  Mr 
Mickey  recalled.  “Even 
the  year  before  he  re- 
tired he  was  still  going 
to  county  medical  societies  and  speaking. 
He  felt  very  keenly  about  grassroots. 
TMAs  success  was  the  fact  that  the  organ- 
ization was  able  to  bring  people  in  from 
all  over  the  state  and  be  involved  in  the 
program.  Not  many  state  medical  associa- 
tions have  been  successful  in  that  regard.” 

TMA  membership  more  than  tripled 
and  a wide  array  of  member  services 
were  expanded  during  Mr  Williston’s 
33-year  tenure.  The  association’s  li- 


brary grew  from  fewer  than  11,000 
volumes  and  395  journal  subscriptions 
to  more  than  54,000  volumes  and  more 
than  1,000  journal  subscriptions;  the 
association’s  group  insurance  program 
was  launched,  and  TMA  became  the 
first  state  medical  society  to  devote 
staff  resources  to  serving  the  needs  of 
physician  specialty  societies.  In  addi- 


tion, service  to  and  representation  of 
physician  members  on  socioeconomic, 
legal,  and  legislative  issues  were  made 
in-house  functions. 

Known  for  his  loyalty  to  TMA,  his  de- 
votion to  his  family,  his  religious  faith, 
his  dedication  to  the  Rotary  Club,  and 
his  ardent  love  of  golf,  Mr  Williston  ex- 
pressed his  philosophy  of  success  during 
an  interview  with  Texas  Medicine  maga- 
zine when  he  retired  in  1986.  “I  believe 


that  if  you  are  committed  to  service,  and 
if  you’re  willing  to  give  the  time  and 
dedication,  then  you  will  be  rewarded 
for  your  accomplishments,”  he  said. 

Mr  Williston  received  the  TMA  Distin- 
guished Service  Award  in  1986.  In  pre- 
senting the  award,  the  TMA  Board  of 
Trustees  and  the  Board  of  Councilors 
said  that  much  “of  the  credit  for  the 
strength  and  vitality  of  the  Texas 
Medical  Association  as  it  exists 
today,  and  for  the  respect  and 
support  it  enjoys  among  Texas 
physicians  may  indeed  be  attrib- 
uted to  C.  Lincoln  Williston.” 
Also  in  1986,  Mr  Williston  and 
Philip  R.  Overton,  JD,  TMA’s  for- 
mer general  counsel,  shared  the 
American  Medical  Association’s 
Citation  of  a Layman  for  Distin- 
guished Service  Award. 

A certified  association  execu- 
tive, he  was  active  in  the  Austin 
community.  Among  his  civic  ac- 
tivities were  serving  as  chair  of 
the  Seton  Medical  Center  Board 
of  Advisors  and  vice  president 
of  the  Austin  Chamber  of  Com- 
merce. He  was  a founding 
member  of  St  Theresa’s  Catholic 
Church. 

Mr  Williston  was  a 1942 
graduate  of  the  University  of  Illi- 
nois School  of  Journalism, 
where  he  received  the 
Sigma  Delta  Chi 
“Most  Outstanding 
Graduate”  award,  and 
served  as  a US  Army 
Air  Corps  captain  dur- 
ing World  War  11. 
Based  in  Guam,  he 
was  responsible  for 
premission  briefings 
and  postmission  in- 
terrogations of  B-29  bomber  crews. 

Survivors  include  his  wife,  Jane, 
three  children,  and  seven  grandchildren. 

Mr  Williston’s  family  has  offered 
several  suggestions  for  memorial  con- 
tributions, including  the  Texas  Medical 
Association  Eoundation.  ★ 


“He  took  a state  medical  association 
that  really  had  no  organizational  structure  and 
just  through  his  sheer  will  of  applying  his  time 
and  his  talent  really  put  it  al  together.” 
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El  Paso  physician  and  best-selling  author 
discusses  medicine  and  writing 


In  his  latest  book  The  Tennis  Part- 
ner: A Doctor’s  Story  of  Friendship  and 
Loss,  Dr  Verghese  tells  the  story  of 
David  Smith,  MD,  a medical  student 
who  came  to  /unerica  from  Australia 
on  a tennis  scholarship  and  played 
briefly  on  the  pro  tour  before  deciding 
to  become  a physician.  Dr  Smith 


adopted  Dr  Verghese  as  his  mentor  in 
medicine  at  Texas  Tech,  but  the  roles 
were  reversed  when  the  two  good 
friends  hit  the  tennis  court.  This  bal- 
ance was  broken  when  Dr  Smith  fell 
back  into  his  old  habits  as  an  intra- 
venous cocaine  addict,  which  eventu- 
ally led  to  his  death. 


Abraham  Verghese,  MD,  does 
not  really  see  a big  distinction 
between  medicine  and  writ- 
ing. Both  are  based  on  obser- 
vation and  on  deciding  what 
is  significant.  After  all,  what  is 
a medical  history  but  a story? 
“I  heard  the  same  aphorism  in 
both  medical  school 
and  writing  school:  God 
is  in  the  details,”  said  Dr 
Verghese,  professor  of 
medicine  and  chief  of 
infectious  diseases  at 
Texas  Tech  University 
Health  Sciences  Center 
in  El  Paso.  “I  don’t  really 
see  a dichotomy  be- 
tween the  two,  and  I re- 
ally feel  that  one 
informs  the  other.  I 
couldn’t  imagine  just 
being  a writer  without 
having  this  wonderful 
opportunity  to  observe 
what  W.  Somerset 
Maugham  called  ‘hu- 
manity in  the  rough.’ 

That’s  the  substrate 
about  which  I write.” 
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“1  think  writing  the  book  helped  me 
understand  that  David  had  a disease,” 
said  Dr  Verghese,  who  will  deliver  the 
keynote  presentation  at  the  opening 
general  session  of  TexMed  ’99  in  Dal- 
las. “But  David  was  responsible  for  his 
disease.  If  you’re  a diabetic,  it’s  not 
your  fault,  but  you’re  responsible  for 
servicing  your  diabetes  — for  checking 
your  blood  sugar  and  taking  your  in- 
sulin. No  one  knew  more  about  David’s 
disease  than  David,  but  he  couldn’t 
service  it  and  he  failed  there.” 

In  The  Tennis  Partner,  Dr  Verghese 
says  he  tried  to  show  people  how  eas- 
ily one  can  get  caught  up  in  an  addict’s 
life  and  become  part  of  the  addict’s  de- 
nial. The  book  also  teaches  that  friend- 
ships are  not  just  incidental,  but  vital, 
to  our  lives. 

Dr  Verghese  traces  his  love  for  writ- 
ing back  to  his  childhood  in  Ethiopia, 
where  his  career-oriented,  middle-class 
Indian  family  discouraged  his  interest  in 
Journalism  and  encouraged  a future  in 
medicine  or  law.  “I  had  no  misgivings 
about  going  into  medicine,”  Dr  Verghese 
said.  “I  thought  it  was  very  passionate 
and  romantic,  but  I just  kept  feeling  this 
sense  that  everything  I saw  was  building 
up  in  me  and  was  bottled  up.  I needed 
some  form  to  express  it  and  let  it  out, 
and  that’s  how  the  writing  started.” 

After  completing  his  medical  educa- 
tion in  Ethiopia  and  India  and  working 
as  an  orderly  in  various  US  hospitals. 
Dr  Verghese  finished  his  internship  and 
residency  in  Johnson  City,  Tenn,  the 
setting  for  his  first  book.  My  Own  Coun- 
try: A Doctor’s  Story.  He  then  com- 
pleted his  training  in  infectious 
diseases  in  Boston  and  returned  to 
Johnson  City  in  the  late  1980s  to  prac- 
tice his  specialty.  He  became  the  town’s 
AIDS  expert  as  the  modern-day  plague 
made  its  way  from  the  city  to  the  coun- 
try. Dr  Verghese’s  AIDS  patients  often 
told  him  their  biggest  regrets  were  not 
having  pursued  their  dreams.  This  in- 
spired the  future  author’s  next  move. 

In  1990,  Dr  Verghese  relocated  to 
Iowa  City,  where  he  worked  in  a Uni- 
versity of  Iowa  outpatient  AIDS  clinic 
and  cashed  in  his  retirement  to  attend 
the  Iowa  Writers’  Workshop  before 
moving  his  wife  and  two  young  sons  to 
El  Paso  in  1991.  The  workshop’s  in- 


structors encouraged  Dr  Verghese  to 
turn  his  Johnson  City  experiences  into 
My  Own  Country,  which  was  named 
one  of  the  five  best  books  of  1994  by 
Time  magazine  and  made  into  a Show- 
time movie  last  year.  The  book  also  has 
become  required  reading  in  several  hu- 
manities programs  at  medical  schools 
across  the  country. 

Dr  Verghese  uses  short  stories  in  his 
own  teachings  to  help  medical  students 
and  residents  express  their  feelings 
about  their  experiences  working  with 
patients.  His  teaching  methods  also  em- 


phasize important  bedside  skills  that  Dr 
Verghese  believes  are  falling  by  the 
wayside  in  today’s  technological  age. 

“The  great  irony  is  the  more  tech- 
nology we’ve  developed,  the  less  faith 
students  and  residents  seem  to  have  in 
their  ability  to  extract  clues  from  the 
body,”  Dr  Verghese  said.  “Instead,  they 
rely  heavily  on  the  technology.  To  me, 
the  great  adventure  in  medicine  is  the 
bedside  diagnosis  and  the  ability  to 
confirm  that  with  the  necessary  lab 
tests.  This  is  an  obsession  of  mine 
partly  because  I think  that’s  how  we 
keep  the  tradition  of  medicine  alive  in- 
stead of  becoming  technocrats  and  los- 
ing the  art.” 

Physicians  in  developing  countries 
have  mastered  physical  diagnosis  at  the 
bedside  because  they  have  nothing  but 
their  eyes  and  hands  to  make  a diagno- 
sis, Dr  Verghese  says.  He  developed  his 
bedside  skills  in  India’s  British  system 
of  medicine  and  in  Africa.  “I  tell  my 
students  that’s  the  fun  part  of  medi- 
cine, and  it’s  the  measure  of  their  skill,” 
he  said.  “Your  worst  nightmare  as  a stu- 
dent or  a resident  is  that  someone  will 
pass  through  your  hands  with  a diag- 
nosable,  treatable  disease  that  you  miss 
because  your  skills  weren’t  as  good  as 
they  should’ve  been.  By  the  time  the 


patient  is  diagnosed  by  somebo. 
it’s  no  longer  treatable  or  curabic. 

Besides  his  teachings.  Dr  Verghese 
says  he  also  would  like  to  pass  along  a 
novel  to  his  students  and  the  rest  of  the 
next  generation  of  physicians.  “I  am 
convinced  that  one  of  the  things  that 
draws  good  people  into  medicine  is  of- 
ten a novel.  In  America,  that  book  is 
Arrowsmith  by  Sinclair  Lewis.  But  for 
me  it  was  Maugham’s  Of  Human 
Bondage.  There  was  something  in  that 
novel  that  made  medicine  seem  pas- 
sionate and  terribly  interesting.” 


Dr  Verghese  is  already  hard  at  work 
on  this  novel,  which  will  take  him  into 
the  fictional  phase  of  his  writing  career. 
He  also  will  continue  his  work  at  Texas 
Tech  in  El  Paso,  a city  that  has  become 
“a  very  magical  place”  for  him. 

“I  like  the  idea  of  a border  city,  in 
which  we’re  in  America  but  on  the  edge 
of  America.  And  we’re  practicing  medi- 
cine that’s  often  Third  World  medi- 
cine,” Dr  Verghese  said.  “We’re  seeing 
diseases  that  you  don’t  see  anywhere 
else  in  America. 

“I  also  like  the  idea  of  the  border 
mythology.  El  Paso  was  once  the  land 
of  the  Pueblo  Indians  and  the  Spanish 
Conquistadors,  and  then  came  the 
Mexican  Revolution  and  the  Wild  West. 
There’s  plenty  of  room  in  there  for  an 
African-born  Indian  to  weave  his  own 
mythology,”  Dr  Verghese  said.  “As  a 
writer,  there’s  something  to  that  vast 
landscape  that  opens  you  up,  inspires 
you,  and  gives  you  permission  to  think 
in  big,  sweeping  terms.” 

Dr  Verghese  wraps  up  the  opening 
general  session  at  TexMed  ’99  with  his 
presentation  “Healing  the  Healer:  The 
Balance  Between  Patient  Care  and  Care 
of  One’s  Self”  on  May  6 from  4 to  5 pm 
in  the  Wyndham  Anatole  Hotel’s  Stem- 
mons  Auditorium.  ★ 


“I  just  kept  feeling  this  sense  that  everything  I saw 
was  building  up  in  me  and  was  bottled  up. 

I needed  some  form  to  express  it  and  let  it  out, 
and  that’s  how  the  writing  started.” 
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NewTDI  commissioner 
balances  consumers,  industry 


If  Jose  Montemayor  can  ride  herd  on 
nuclear  missiles,  then  regulating  the 
Texas  insurance  industry  should  be  no 
problem,  even  though  both  can  be  ex- 
plosive. “I  think  nukes  are  pretty  tame 
compared  with  the  insurance  compa- 
nies,” Mr  Montemayor  joked  shortly  after 
Gov  George  W.  Bush 
appointed  him  as  the 
state’s  new  commis- 
sioner of  insurance.  He 
succeeds  Elton  Bomer, 
whom  the  governor 
named  to  be  both  sec- 
retary of  state  and  a 
senior  adviser. 

“Jose  Montemayor  is  a capa- 
ble and  experienced  public  ser- 
vant,” Governor  Bush  said  in 
announcing  his  selection  of  Mr 
Montemayor,  47,  who  most  re- 
cently was  the  associate  com- 
missioner of  the  Texas 
Department  of  Insurance  (TDI). 

He  said  Mr  Montemayor  “un- 
derstands insurance  issues  and 
will  be  fair  and  evenhanded  as 
he  balances  the  interests  of  in- 
dustry and  consumers.” 

Mr  Montemayor  was  se- 
lected in  early  January  to  serve 
the  remainder  of  Mr  Bomer’s 
term  that  ended  February  1, 
and  was  then  appointed  to  a 
full  2-year  term.  The  appoint- 
ment is  subject  to  confirmation 
by  the  Texas  Senate. 

Born  in  Brownsville,  Mr 
Montemayor  worked  his  way 
up  the  ranks  in  the  US  Air 
Force,  beginning  as  an  enlisted 
man  working  on  jet  engines  in 
1969  and  retiring  as  a major  in 
1993,  when  he  joined  TDI  as  director  of 
insurance  services.  During  his  Air  Force 
career,  Mr  Montemayor  served  as  an  in- 
tercontinental ballistic  missile  (ICBM) 
combat  crew  commander  and  handled 
logistics  management  for  the  Peace- 
keeper and  Minuteman  ICBM  programs. 

The  new  commissioner  said  his  pred- 
ecessor left  behind  a “superb  legacy” 
and  that  he  intends  to  “lead  TDI  in  the 
same  direction  of  efficient  regulation 


that  is  fair  to  both  consumers  and  in- 
surers.” Specifically,  he  says  he  is  com- 
mitted to  continuing  Mr  Bomer’s  pledge 
to  keep  the  quality  of  health  care  as 
high  as  possible  and  at  the  same  time 
keeping  costs  reasonable.  “I  don’t  see 
that  abating  in  the  least.” 

One  issue  Mr  Montemayor  may  have 
to  deal  with  in  the  coming  months  is 
placing  large  capital  reserve  require- 


ments on  physician-directed  health  care 
networks.  Some  lawmakers  and  insurers 
have  expressed  interest  in  such  require- 
ments, which  likely  would  eliminate 
many  of  them.  (See  “Legislating  Health,” 
January  1999  Texas  Medicine,  pp  29-33.) 

“The  reality  is  I have  not  given  that 
a great  deal  of  study,”  he  said,  adding, 
“Obviously  if  you’re  going  to  license 
somebody,  you  ought  to  have  minimum 
capitalization  requirements.” 


Mr  Montemayor  admits  he  has  “a 
tough  act  to  follow”  in  succeeding  Mr 
Bomer,  who  established  a reputation  as 
an  activist  commissioner  who  made  TDI 
more  receptive  and  responsive  to  com- 
plaints from  physicians  about  what  they 
considered  to  be  unfair  or  inappropriate 
practices  by  insurance  companies.  In 
one  memorable  incident  in  early  1997, 
Mr  Bomer  drove  to  the  Austin  offices  of 
PGA  Health  Plans  of 
Texas  to  personally 
persuade  surprised 
company  officials  to 
drop  their  plans  to 
limit  PGA  members’ 
access  to  allergy 
medication.  Would 
Mr  Montemayor  con- 
sider taking  similar  action  if 
circumstances  warrant? 

“I  always  welcome  open  di- 
alogue with  the  industry  as 
well  as  consumers,”  he  replied. 
“I  see  myself  as  continuing  the 
dialogue.  To  the  extent  that 
there  are  honest  problems  out 
there,  I don’t  hesitate  at  all  to 
pick  up  the  phone  and  invite  a 
management  team  in  for  a 
conference  and  explain  what  I 
perceive  to  be  the  issues  and 
ask  them  to  offer  me  their  so- 
lutions. I’ll  either  be  able  to 
live  with  their  solutions  or  I’ll 
ask  them  to  go  back  to  the 
drawing  board  or  I’ll  suggest 
my  own.  I am  not  at  all  shy 
about  that.  I do  a great  deal  of 
that  in  my  current  capacity 
and  I don’t  anticipate  that 
changing  very  much.” 

A certified  public  account- 
ant, Mr  Montemayor  earned  a 
bachelor  of  science  degree 
from  St  Edward’s  University,  a 
master  of  business  administration  in 
finance  and  banking  from  the  Univer- 
sity of  North  Dakota,  and  a master  of 
arts  in  administration  from  Webster 
College.  He  also  holds  a master’s  de- 
gree in  accounting  from  Southwest 
Texas  State  University  and  was  a fel- 
low at  the  Kellogg  Foundation. 

He  and  his  wife,  Dolores,  have  three 
children  and  two  grandchildren.  ★ 


“I  always  welcome  open  dialogue 
with  the  industry  as  well  as  consumers. 
I see  myself  as  continuing  the  dialogue.” 


TDI  Commissioner  Jos^  Montemayor 
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March’s  “MedBytes"  helps  you  prepare  for  on-site  office 
inspections  and  register  for  TexMed  ’99  using  Texas  Med- 
ical Association  resources. 

Surfing  the  Web  for  initial  inspection  info? 

Most  health  maintenance  organizations  (HMOs)  are 
striving  to  achieve  accreditation  by  the  National  Com- 
mittee for  Quality  Assurance  (NCQA).  To  meet  these 
standards,  physicians  attempting  to  contract  with  an 
HMO  must  undergo  an  on-site  office  inspection  as  part 
of  the  initial  credentialing  process  and  every  2 years 
thereafter  for  recredentialing.  For  an  online  self-assess- 
ment checklist  to  prepare  your  practice  for  such  a review, 
go  to  the  “Business  of  Medicine’’  section  of  TMA’s  Web 
site  at  www.texmed.org  and  select  “Quality  Improve- 
ment.” The  NCQA  site  at  www.ncqa.org  also  can  help 
with  inspection  preparation  and  includes  information  for 
providers,  health  care  organizations,  researchers,  em- 
ployers, and  consumers. 

TECAPtalk 

Developed  through  TMA’s  Medical  Directors’  Forum,  the 
Texas  Environment  of  Care  Assessment  Program 
(TECAP)  will  circumvent  multiple  inspections  for  physi- 
cians who  sign  contracts  with  multiple  health  plans 
while  still  complying  with  NCQA  credentialing  stan- 
dards. (See  “It  Just  Makes  Sense,”  pp  34-37.)  As  a uni- 
fied, statewide  office  inspection  tool,  TECAP  will  allow 
office  site  survey  and  medical  record  review  information 
to  be  gathered  using  a single  protocol.  This  information 
will  be  shared  among  all  participating  health  plans.  For 
more  information  or  a schedule  of  TECAP  rollout  dates, 
go  to  tecap.texmed.org. 


Your  Internet  line  to  TexMed  '99 

Type  in  virtual.texmed.org  to  find  the  official  online 
source  for  all  your  TexMed  ’99  needs.  This  site  will  help 
you  prepare  for  TMA’s  annual  meeting.  May  6-9,  at  the 
Wyndham  Anatole  Hotel  in  Dallas,  by  allowing  you  to: 

• Register  online  for  the  meeting  and  special  events. 

• Visit  the  virtual  exhibit  hall  and  search  for  specific 
products,  services,  vendors,  and  booth  locations. 

• Review  the  House  of  Delegates  and  reference 
committee  meeting  schedules. 

• Become  familiar  with  the  general  session  speakers 
through  their  online  biographies. 

• Obtain  hotel  and  travel  information. 

• Get  all  the  details  on  TexMed’s  special  family  activi- 
ties, child  care,  and  sports  events. 

• Make  dinner  reservations  in  Dallas  through  Savvy 
Diner.com. 

• Get  maps  and  directions  to  the  Wyndham  Anatole 
Hotel  in  Dallas. 

Cyber  Sweepstakes  gets  spring  fever 

Be  sure  to  drop  by  the  TM A Web  site  at  www.texmed.org 
before  March  31  to  sign  up  for  TMA’s  spring  Cyber 
Sweepstakes.  TMA  members  who  provide  or  confirm 
their  e-mail  addresses  through  the  “Members  Only”  sec- 
tion before  the  end  of  March  are  automatically  entered  to 
win  a Diamond  Rio  PMP300  player.  The  portable  player 
stores  music  files  on  a computer  in  such  a way  that  the 
file  size  is  relatively  small,  but  the  music  maintains  CD- 
quality  sound.  Your  e-mail  address  will  be  used  to  con- 
tact you  with  breaking  health  care  news. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  the  TMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  johannaJ@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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TexMed  '99  offers 
education,  recreation 


New  educational  tracks,  stellar 
speakers,  and  plenty  of  family 
activities  highlight  Texas  Medical 
Association’s  TexMed  ’99:  Educa- 
tional Showcase  & Expo,  Thurs- 
day through  Sunday,  May  6-9,  at  the 
Wyndham  Anatole  Hotel  in  Dallas. 

TMA’s  annual  meeting  has  evolved 
to  meet  your  needs  with  more  than  200 
hours  of  continuing  medical  education 
(CME)  including  topics  from  specialty 
sections  and  six  general  educational 
tracks.  Track  topics  include  ethics  of 
end-of-life  care,  the  clinical  practice  of 
medicine,  computers  and  technological 


advances  in  medicine,  the  science  of  al- 
ternative/complementary practices,  the 
business  aspects  of  the  practice  of  med- 
icine, and  socioeconomics.  CME  oppor- 
tunities are  free  to  TMA  members.  You 


also  can  fulfill  CME  requirements 
through  the  TMA  Library’s  CME  on  De- 
mand Center.  The  center,  open  May 
6-8,  comes  complete  with  a reference 


librarian;  independent  study  carrels 
with  computers,  VCR/TV  combinations, 
and  audiocassette  players;  and  plenty 
of  CME  m.aterials  to  check  out. 

You  can  fulfill  your  medical  ethics 
CME  requirement  by  using  CME  on  De- 
mand Center  resources,  participating  in 
the  16-hour  end-of-life  care  general  ed- 
ucational track,  or  attending  the  open- 
ing general  session  on  May  6 from  2 to 
5 pm  in  the  Wyndham  Anatole  Hotel’s 
Stemmons  Auditorium.  In  her  general 
session  presentation  “Addressing  the 
Challenges  of  Privacy  and  Confidential- 
ity in  the  21st  Century,”  Ellen  Wright 


Clayton,  MD,  JD,  will  discuss  the  ethi- 
cal issues  surrounding  the  disclosure  of 
genetic  information  to  family  mem- 
bers. Dr  Clayton,  an  associate  professor 
of  pediatrics  at  Vanderbilt  University 
School  of  Medicine  in  Nashville  and  an 
associate  professor  of  law  at  Vanderbilt 
University  School  of  Law,  has  been  ac- 
tive in  debates  on  access  to  genetic  in- 
formation and  research. 

Helen  Hobbs,  MD,  professor  of  inter- 
nal medicine  and  molecular  genetics  at 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  also  will 
speak  at  TexMed’s  opening  general  ses- 
sion. Dr  Hobbs,  who  is  chief  of  UT 
Southwestern’s  Division  of  Medical  Ge- 
netics and  was  instrumental  in  creating 
UT’s  Center  for  Human  Genetics,  will 
present  a program  titled  “How  Genetics 
Will  Influence  the  Practice  of  Medicine 
in  the  21st  Century.”  Best-selling  author 
and  keynote  speaker  Abraham  Vergh- 
ese,  MD,  rounds  out  the  presentations 
at  the  opening  general  session,  which  is 
underwritten  by  the  Texas  Medical  Lia- 
bility Trust.  In  “Healing  the  Healer;  The 
Balance  Between  Patient  Care  and  Care 
of  One’s  Self,”  Dr  Verghese,  chief  of  in- 
fectious diseases  at  Texas  Tech  Univer- 
sity Health  Sciences  Center  in  El  Paso, 
will  tell  the  tragic  story  of  a colleague’s 
battle  with  addiction  using  experiences 


Win  big  with  the  TexMed  ’99 
Member  Roundup 


Texas  county  medical  societies  have  a chance  to  win  a computer  or  digital 
camera  for  their  offices  simply  by  increasing  their  numbers  at  Texas  Med- 
ical Association’s  annual  meeting,  TexMed  ’99:  Educational  Showcase  & 
Expo,  May  6-9  at  the  Wyndham  Anatole  Hotel  in  Dallas. 

To  win  a TexMed  ’99  Member  Roundup  prize,  county  medical  societies 
must  create  the  best  TexMed  ’99  promotion  pieces  using  any  of  the  follow- 
ing communication  vehicles:  magazine  articles  or  ads,  newsletter  articles 
or  ads,  special  mailings  or  faxes  to  members,  and  other  promotional  pieces 
such  as  reminder  cards  and  posters  in  physician  lounges. 

The  TexMed  ’99  Member  Roundup  has  a special  category  for  the  host  so- 
ciety, Dallas  County  Medical  Society  (CMS).  By  increasing  attendance  by 
10%  over  the  last  TMA  annual  meeting  in  “Big  D,”  Dallas  CMS  could  win  a 
computer  or  digital  camera. 

For  the  purposes  of  this  contest,  only  physician  and  residentTMA  mem- 
bers can  be  counted  in  attendance  numbers  — not  medical  students.  Pro- 
motional materials  created  or  used  by  participating  county  medical 
societies  must  by  submitted  by  May  1 to  Paula  Rigling,  TMA  Conference 
and  Meeting  Management,  401  W 15th  St,  Austin,  TX  78701.  Winners  will  be 
announced  in  late  May.  For  more  information  on  the  TexMed  ’99  Member 
Roundup,  contact  Ms  Rigling  at  (800)  880-1300,  ext  1450,  or  (512)  370-1450;  or 
e-mail  paula_r@texmed.org. 


Texas  Medical  Association’s  TexMed  ’99;  Educational 
Showcase  & Expo, Thursday  through  Sunday,  May  6-9, 
at  the  Wyndham  Anatole  Hotel  in  Dallas 
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from  his  book  The  Tennis  Partner.  (See 
“God  Is  in  the  Details,”  pp  16-17.) 

Immediately  following  the  opening 
general  session,  join  other  TMA  mem- 
bers in  a tribute  to  the  late  San  Antonio 
psychiatrist  Victor  J.  Weiss,  Jr,  MD.  Be- 
fore his  death  in  1997,  Dr  Weiss,  a mem- 
ber of  the  TMA  Board  of  Trustees, 
planned  to  commission  a three-dimen- 
sional work  of  art  for  the  foyer  of  the 
TMA  building.  Dr  Weiss’  widow,  Belinda, 
realized  that  promise  with  a Garland 
Weeks  sculpture  that  will  be  unveiled  at 


the  close  of  the  May  6 general  session.  A 
special  “Meet  the  Speaker”  reception 
and  book  signing  in  Atrium  1 following 
the  unveiling  will  give  you  a chance  to 
talk  with  general  session  speakers  and 
celebrate  Texas  Medical  Liability  Trust’s 
20th  anniversary. 

TMA  has  pulled  together  so  many 
powerful  speakers  this  year  that  a sec- 
ond general  session,  on  May  8 from  8 to 
9 am  in  the  Wyndham  Anatole  Hotel’s 
Stemmons  Auditorium,  was  added  to 
the  TexMed  ’99  lineup.  Wayne  Sotile, 


PhD,  and  his  wife,  Mary  Sotile.  ■ uf 
Winston-Salem,  NC,  will  discuss  . a 
cian  marriages  and  relationships  . ■ 
colleagues  in  their  presentation  “V\/here  ^ 
Are  the  Heroes?  Keeping  the  Flame 
Alive  at  Home  and  Work!”  (See  “Living 
with  ‘Success  Stress,”’  pp  50-52.)  The 
Sotiles  will  be  available  following  their 
program  to  visit  and  sign  copies  of  their 
books  on  medical  marriages. 

The  TMA  House  of  Delegates  will 
meet  May  6 in  Stemmons  Auditorium 
and  May  7 in  Khmer  Pavilion,  both  lo- 


Tee  off  for  Texans’  health 
atTMAF  golf  tournament 


TMA  Foundation’s  C.  Lincoln  Williston  Golf  Tourna- 
ment presents  the  perfect  opportunity  to  improve  the 
state’s  public  health  and  play  an  exciting  game  of 
golf.  The  tournament,  being  held  Wednesday,  May  5, 
at  Riverchase  Golf  Course  in  Coppell,  which  is  just 
outside  of  Dallas,  is  held  in  conjunction  with  TexMed 
’99  and  will  raise  money  for  Foundation  programs  that 
address  Texans’  health  concerns. 

The  tournament  will  again  feature  the  shortgame 
format,  which  is  taken  from  Harvey  Penick’s  Little 
Red  Book  and  is  based  on  his  philosophy  that  good 
scoring  in  golf  originates  from  mastery  of  the  short- 
game.  Eighteen  shortgame  shots  starting  no  farther 
than  too  yards  from  the  hole  will  be  selected  for  the 
event,  and  players  can  participate  in  on-course  con- 
tests for  different  shots.  Riverchase  golf  pro  Bob 
Archer  will  host  a clinic  to  help  you  warm  up  before 
the  tournament  begins.  Afterwards,  stay  for  dinner 
and  the  awards  ceremony. 

The  entry  fee  is  $125,  which  gives  you  18  holes  of 
golf  with  a cart,  an  official  tournament  golf  item,  the 
shortgame  clinic,  on-course  contests,  complimen- 
tary nonalcoholic  beverages  on  the  course,  a meal  at 
the  awards  dinner,  team  photos  for  each  player,  and 
use  of  the  practice  range  and  putting  green. 

You  don’t  have  to  be  an  expert  to  participate,  and 
this  competitive,  nonhandicapped  golf  tournament 
allows  men  and  women  to  compete  on  a level  playing 
field  while  supporting  a good  cause.  Play  is  con- 
ducted in  two-person  teams,  so  select  your  own  part- 
ner or  leave  it  to  us! 

Don’t  bogey  this  opportunity  to  improve  the  health 
of  all  Texans.  Advance  registration  is  required  for  the 
tournament.  Registration  deadline  is  April  14.  For 
more  information  or  to  register,  call  Heather  Sum- 
mers at  (800)  880-1300,  ext  1466,  or  (512)  370-1466;  or 
e-mail  heather_s@texmed.org. 


AUiance  activities  celebrate 
the  family  of  medicine 


Have  a big  time  in  “Big  D”  at 
Texas  Medical  Association 
Alliance’s  81st  annual  conven- 
tion to  be  held  in  conjunction 
with  TexMed  ’99  this  May  at 
the  Wyndham  Anatole  Hotel. 

To  commemorate  the  al- 
liance’s partnership  with  medi- 
cine, the  alliance  has  arranged 
an  evening  for  physicians  and 
their  families  at  the  Dallas 
World  Aquarium  on  Thursday, 
May  6,  from  6:30  to  10  pm.  After 
enjoying  a fine  dinner  in  ca- 
sual, comfortable  attire,  listen  to  words  of  wisdom 
from  Texas’  own  Ross  Perot,  a strong  advocate  of  put- 
ting patients  first.  Your  children  will  enjoy  a special  din- 
ner and  activities  of  their  own  at  the  aquarium  while 
you  hear  Mr  Perot’s  views  on  medicine. 

Alliance  members  specifically  are  requested  to  at- 
tend TexMed  ’99  events,  including  alliance  President 
Mary  Ann  Homer’s  report  to  the  TMA  House  of  Dele- 
gates on  Thursday  morning.  May  6,  and  TexMed’s  gen- 
eral sessions  on  Thursday  afternoon  and  Saturday 
morning.  May  8. 

The  joint  installation  luncheon  at  the  Wyndham 
Anatole  Hotel’s  Chantilly  Ballroom  West  on  Friday, 
May  7,  honors  incoming  TMA  President  Alan  C. 
Baum,  MD,  Houston,  and  incoming  TMA  Alliance 
President  Pam  Hendricks,  Temple. 

Other  alliance  activities  include  a tour  of  homes 
and  a dinner  on  historic  Swiss  Avenue,  a communica- 
tion tune-up,  InfoExpo  courses,  and  programs  on 
membership,  managed  care,  and  stress  management. 
For  more  information  on  alliance  events,  contact 
Leslie  Tate  at  (800)  880-1300,  ext  1328,  or  (512)  370-1328; 
or  e-mail  leslie_t@texmed.org. 
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cated  in  the  Wyndham  Anatole  Hotel,  to 
consider  resolutions  from  county  med- 
ical societies  and  reports  from  TMA 
boards,  councils,  committees,  and  sec- 
tions. During  a break  in  House  action  on 
May  7,  Houston  ophthalmologist  Alan  C. 
Baum,  MD,  and  Pam  Hendricks,  of  Tem- 
ple, will  be  honored  as  the  next  presi- 
dents of  TMA  and  TMA  Alliance  at  the 
joint  presidents’  installation  luncheon 
from  noon  to  1:30  pm  in  the  Wyndham 
Anatole  Hotel’s  Chantilly  Ballroom  West. 
The  luncheon,  underwritten  by  TIAA- 
CREF  and  the  Texas  Medical  Association 
Insurance  Trust,  requires  advance  pur- 
chase of  tickets,  which  are  $15. 

After  completing  your  business,  con- 
sider participating  in  some  of  TexMed’s 
special  events.  The  entertainment  cal- 
endar kicks  off  May  5 with  the  C.  Lin- 
coln Williston  Golf  Tournament 
benefiting  the  TMA  Foundation.  (See 


“Tee  Off  for  Texans’  Health  at  TMAF 
Golf  Tournament,”  p 21.)  On  May  6,  at- 
tend one  of  several  dinner  and  recep- 
tion options  including  the  TMA 
Alliance’s  Dallas  World  Aquarium  Din- 
ner, featuring  speaker  Ross  Perot  and  a 
special  dinner  and  activities  for  chil- 
dren, from  6:30  to  10  pm.  Or,  visit  with 
those  running  for  elected  TMA  offices 
at  a “Meet  the  Candidates”  reception 
hosted  by  county  medical  societies  from 
6 to  7:30  pm  at  the  Wyndham  Anatole 
Hotel.  The  Fifty  Year  Club  will  gather 
for  its  annual  reception  and  dinner 
meeting  from  6 to  10  pm  at  the  Wynd- 
ham 7\natole  Hotel,  and  the  Oenologi- 
cal  Society  will  meet  for  dinner  and 
wine  tasting  at  7:30  pm  in  Nana’s  Grill, 
also  at  the  Wyndham  Anatole  Hotel. 

On  May  7,  grab  your  family  and  hop 
on  a shuttle  to  Six  Flags  Over  Texas, 
Johnnie  High’s  Country  Music  Review, 


or  Trail  Dust  Steak  House  in  Arlington. 
Free  shuttles  to  those  destinations  as 
well  as  Dallas’  West  End  and  Deep  El- 
lum  will  run  from  6 to  1 1 pm  from  the 
Wyndham  Anatole  Hotel.  You  also  can 
get  into  a New  York  state  of  mind  by  at- 
tending the  TMA  Foundation’s  benefit 
“New  York  Nights”  from  6 to  11  pm  at 
the  Wyndham  Anatole  Hotel.  (See 
“Have  a Swingin’  New  York  Night  at 
TMAF  Benefit”  on  this  page.) 

TexMed’s  Culture  Bus  Tour  will  take 
your  family  and  you  to  Fort  Worth’s 
Cultural  District  on  May  8.  With  nation- 
ally recognized  museums  such  as  the 
Kimbell  Art  Museum,  the  Amon  Carter 
Museum  of  Western  Art,  and  the  Mod- 
ern Art  Museum  of  Fort  Worth,  as  well 
as  the  110-acre  Botanical  Gardens  and 
Conservatory,  the  cultural  district  has 
something  for  everyone.  Follow  up  your 
museum  visits  with  the  restaurants  and 
shopping  of  Sundance  Square.  The 
TexMed  ’99  culture  bus  will  make  con- 
tinuous trips  between  Fort  Worth’s  Cul- 
tural District,  Sundance  Square,  and  the 
Wyndham  Anatole  Hotel  from  9 am  to 
4 pm  on  May  8. 

For  those  of  you  looking  for  fun  out- 
door activities,  TexMed  offers  a limited 
number  of  participants  a trip  to  the 
Heard  Natural  Science  Museum  and 
Wildlife  Sanctuary  on  May  8.  Visit  the 
museum  and  hike  the  5-mile  nature 
walk  at  the  wildlife  sanctuary,  which 
features  287  acres  with  more  than  240 
species  of  birds,  mammals,  reptiles, 
and  amphibians,  and  nearly  150 
species  of  wildflowers.  The  bus  departs 
the  Wyndham  Anatole  Hotel  for  the 
sanctuary  trip,  which  comes  complete 
with  boxed  picnic  lunches,  at  8:30  am 
and  returns  at  2 pm.  Or,  you  could  par- 
ticipate in  a lively  game  of  tennis  at  the 
Wyndham  Anatole  Hotel’s  Verandah 
Club  from  3 to  5 pm  on  May  8. 

Kids  Konventions  of  Texas  will  pro- 
vide on-site  child  care  again  at  this 
year’s  meeting.  To  register  for  TexMed 
’99  and  reserve  your  place  for  these  spe- 
cial activities,  check  out  your  TexMed 
’99  program  or  consult  the  TexMed  ’99 
Web  site  at  virtual.texmed.org.  (See 
“MedBytes,”  p 19.)  For  more  informa- 
tion, contact  Paula  Rigling  at  (800) 
880-1300,  ext  1450,  or  (512)  370-1450; 
or  e-mail  paula_r@texmed.org.  ★ 


Have  a swingin’  New  York 
night  at  TMAF  benefit 


Imagine  the  thrill  of  an  evening  in  Manhattan’s  most  fashionable  nightclub 
at  “New  York  Nights,”  TMA  Foundation’s  sixth  annual  benefit  from  6 to  11 
pm  on  Friday,  May  7,  at  the  Wyndham  Anatole  Hotel  during  TexMed  ’99  in 
Dallas.  Proceeds  from  the  benefit  support  the  Foundation’s  mission  to  fund 
programs  that  improve  the  health  of  all  Texans. 

This  year’s  setting  gets  you  in  the  mood  for  swing  dance  lessons  from 
Dallas’  DanceMasters  as  well  as  the  Big  Band,  Tin  Pan  Alley,  and  Sinatra 
sounds  of  Larry  “T-Byrd”  Gordon  and  The  Music  People  Luv  Band.  T-Byrd 
Gordon,  who  plays  27  instruments  and  has  a doctorate  degree  in  music,  has 
shared  the  stage  with  the  likes  of  James  Brown,  Tony  Bennett,  and  Chuck 
Berry,  and  has  performed  for  the  royal  family  Rainier  of  Monaco  and  for 
stars  such  as  Debbie  Reynolds,  Neil  Simon,  and  Eva  Gabor. 

You’ll  also  enjoy  dinner,  a silent  auction,  and  a martini  bar  (but  no  cigars, 
please!).  Regular  tickets  are  $100  each,  but  for  $125,  you’ll  be  recognized  as  a 
New  York  City  sponsor  in  the  event  program  and  TMA  Foundation  newsletter. 

For  more  information  or  to  obtain  tickets  for  the  benefit,  call  Heather  Sum- 
mers at  (800)  880-1300,  ext  1466,  or  (512)  370-1466;  or  e-mail  heather_s@texmed.org. 
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TexMed  ’99 
at  a glance 


WEDNESDAY -May  5 


Sports  Events 
C.  Lincoln  Williston  Golf 
Tournament 

THURSDAY -May  6 


8-9:30  am 

House  of  Delegates 
Opening  Session 

8 am-5  pm 

Texas  Academy  of 

Family  Physicians  — 
Add  a Day  to  TM  A 

10  am-1:30  pm 

Reference  Committees 

Scientific  Sections 

Digestive  Diseases 
(9  am-noon) 

Symposia 

Emergency  Medicine 
(9  am-1  pm) 

2-5  pm 

General  Session 

(Underwritten  by  Texas 
Medical  Liability  Trust) 

5-6  pm 

Meet  the  Speakers 

Reception/Book  Signing 

After  6 pm 

CMS  Meet  the  Candidates 
Reception 

Alliance  Dallas 

World  Aquarium  Dinner 
with  Ross  Perot 

Alumni  Events 

Nightlife  Shuttle 

FRIDAY -May  7 


7:30  am-5:30  pm 
Exhibits 


9 am-noon;  1:30-4  pm 
House  of  Delegates 

9-10:30  am 

Mercer  Investment  Seminar 

Educational  Tracks  (NEW!) 
The  Business  Aspects 
of  Medical  Practice 
(9  am-5  pm) 

Ethics  EPEC  End-of-Life  Care 
(7:30  am-5:30  pm) 
Technological  Advances  in 
Medicine  (2-5  pm) 

8 am-5  pm 
Sections 

Endocrinology  (8  am-12:30  pm) 
Family  Practice  (9  am-5  pm) 
Neurological  Surgery 
Obstetrics  and  Gynecology 
(2-5  pm) 

Occupational  Medicine 
Ophthalmology 
Otolaryngology  (9  am-5  pm) 
Plastic,  Reconstructive,  and 
Maxillofacial  Surgery 
(8  am-4:30  pm) 

Psychiatry  (9  am-5  pm) 
Public  Health  (8  am-4:15  pm) 
Surgery 

8 am-5  pm 
Symposia 

Blood  and  Tissue  Usage 
(2-5  pm) 

Diabetes  (2-5  pm) 

Prevention  of  Societal 
Violence  (2-5  pm) 

Sports  Medicine 

8 am-5  pm 
Specialty  Societies 
Texas  Dermatological 
Society  (2-5  pm) 

Texas  Orthopaedic 
Association 

Noon-1 :30  pm 
TMA/TMAA  Presidents' 
Installation  Luncheon 


2-3:30  pm 

Mercer  Investment  Seminar 
6-11  pm 

TMA  Foundation  Benefit  — 
“New  York  Nights” 

After  6 pm 
Alumni  Events 
Specialty  Society  Functions 
Family  Night  Out  Shuttle 
Nightlife  Shuttle 

SATURDAY -May  8 


Sports  Events 
Tennis  (3-5  pm) 

7:30  am-4  pm 
Exhibits 

8-9  am 

General  Session 

8:30  am-2  pm 
Heard  Natural  Science 
Museum  and  Wildlife 
Sanctuary 

9 am-4  pm 
Culture  BusTour 

9 am-5  pm 
Educational  Tracks 
The  Clinical  Practice 
of  Medicine 
Computers  in  Medicine 
Ethics  EPEC  End-of-Life  Care 
The  Science  of  Alternative/ 
Complementary  Practices 
(9  am-5  pm) 
Socioeconomics 

9 am-5  pm 
Specialty  Societies 
Texas  Dermatological  Society 
(8:30  am-noon) 

Texas  Orthopaedic 

Association  (8  am-5  pm) 


Texas  Society  of 
Anesthesiologists 
(7:55  am-4:15  pm) 

9 am-5  pm 
Scientific  Sections 
Allergy,  Asthma,  and  Clinical 
Immunology  (7  am-5  pm) 
Colon  and  Rectal  Surgery 
(9  am-12:30  pm) 
Neurological  Surgery 
(8  am-5  pm) 
Ophthalmology 
Otolaryngology  (8:30  am-noon) 
Pediatrics  (9  am-12:10  pm) 
Physical  Medicine  and 
Rehabilitation 

9 am-5  pm 
Symposia 
Adolescent  Risk 

Assessment  (9  am-noon) 
Cancer:  What  Primary  Care 
Physicians  Need  to  Know 
Diabetes  (9  am-noon) 

Heart  Care  Partnership 
(8  am-noon) 

Pain  (9  am-noon) 

Sleep  Disorders  (8  am-noon) 

House  of  Delegates  Sections 
Organized  Medical  Staff 
Medical  Student 
Resident  Physician 
Young  Physician 

After  6 pm 

Alumni  Events 

Specialty  Society  Functions 

SUNDAY -May  9 


EPEC  Train-the-Trainer 
Workshop  (8  am-noon) 
Texas  Dermatological 
Society  (8:30  am-noon) 
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Family  practitioner  John  Weaver,  MD,  left,  consults  with  patient  Eben  Gourley,  cen- 
ter, outside  Dr  Weaver’s  Bianco  office  as  receptionist  Karen  Cox  looks  on. 


Dr  Weaver's  office  complies  with  Americans  with  Disabilities  Act  guidelines  and  has 
ramps  and  special  parking  spaces  for  patients  who  have  disabilities. 


Does  your  office  comply 
with  ADA  guidelines? 


More  than  3.5  million  Texans  have 
some  form  of  disability.  Though 
that’s  justification  enough  for 
physicians  to  make  sure  their  of- 
fices are  compliant  with  the 
Americans  with  Disabilities  Act  (ADA) 
of  1990,  Blanco  family  practitioner  John 
Weaver,  MD,  offers  another  reason:  “It’s 
the  law!” 

Dr  Weaver  was  fortunate  in  that  his 
office  already  followed  some  ADA 
guidelines  when  the  law  went  into  ef- 
fect, such  as  handrails  in  the  bath- 


room for  safety  and  4-foot-wide  hall- 
ways. Patients  with  disabilities  can 
easily  access  his  office  building,  which 
has  no  stairs,  from  designated  parking 
spaces  right  out  front.  In  1997,  Dr 
Weaver  took  further  steps  to  become 
ADA  compliant  by  enlarging  the  bath- 
room, installing  raised  toilets,  and 
making  sure  patients  in  wheelchairs 
had  5-foot-radius  turnarounds  inside 
his  building. 

Physicians  designing  new  offices 
will  find  ADA  guidelines  built  into  to- 
day’s construction  codes,  but  those  re- 
modeling old  buildings  should  make 
sure  their  offices  are  ADA  compliant  or 


suffer  the  consequences  down  the  line 
when  they’re  reported  by  patients  or 
visited  by  inspectors,  Dr  Weaver  says. 

“If  you  don’t  comply,  and  you’ve  got 
new  construction  that’s  almost  done, 
they’ll  make  you  fix  it,”  Dr  Weaver  said. 
“It’s  more  economical  in  the  long  run  to 
go  ahead  and  follow  the  guidelines  the 
first  time  rather  than  having  to  change 
your  office  later.” 

To  help  you  better  comply  with  ADA 
specifications,  the  Texas  Medical  Asso- 
ciation Committee  on  Rehabilitation 
has  produced  a special  insert  that  ap- 
pears in  this  issue  of  Texas  Medicine  be- 
tween pp  56  and  57.  ★ 


A champion  for  people 
with  disabilities 


Lex  Frieden,  a civil  rights  advocate  and  leader  of  the  independent  living  movement  by 
people  with  disabilities,  received  the  1998  Henry  B.  Betts  Award,  a $50,000  unrestricted 
cash  prize,  for  his  instrumental  role  in  implementing  the  Americans  with  Disabilities 
Act  (ADA)  in  1990.  Mr  Frieden,  whose  neck  was  broken  and  spinal  cord  severely  injured 
in  a car  accident  during  his  freshman  year  of  college,  is  senior  vice  president  for  The  In- 
stitute for  Rehabilitation  and  Research  (TIRR)  in  Houston  and  is  the  founder  and  di- 
rector of  TIRR's  Independent  Living  Research  Utilization  program.  He  was  nominated 
for  the  award  by  former  US  President  George  Bush,  who  said,  “Since  his  injury  in  1967, 
Lex  has  dedicated  his  life  to  improving  the  lives  of  all  people  with  disabilities.  I was 
proud  to  sign  the  ADA  into  law  when  I was  president,  and  I am  proud  to  have  nominated 
Lex  for  this  award.” 
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CONTACT  ONE  OF 
OUR  AGENTS  FOR 
MORE  INFORMATION. 

NATIONAL  HEALTH 
SERVICES 

Houston:  800-634-9513 

EHRMAN,  MURPHY 
& COMPANY 

Houston:  713-464-6291 

ABERDEEN  MEDICAL 
INSURANCE  SERVICES 

Houston:  800-622-9296 

THE  CUNNINGHAM  GROUP 

San  Antonio:  888-558-2825 

EICHLITZ,  DENNIS,  WRAY 
& WESTHEIMER 

San  Antonio:  210-223-9171 

HRH  AMARILLO 

Amarillo:  806-376-5136 

INSURANCE  ASSOCIATES 
OF  TEXAS 

Conroe:  409-756-2222 

J.S.  EDWARDS 
& SHERLOCK 

Beaumont:  409-832-7736 

MADELEY  & COMPANY 

Dallas:  800-382-7741 

OFFENHAUSER 
& COMPANY 

Texarkana:  903-792-4050 

TEXAS  AMERICAN 
INSURERS 

Ft.  Worth:  800-856-3101 

USI  WOOD/MENNA 

Houston:  281-358-9782 

USAA  GENERAL 
AGENCY,  INC. 

800-531-8826 


^ GROUP,  INC. 

820  GESSNER,  SUITE  1200 
HOUSTON,  TEXAS  77024 
FAX:  713-467-8031 


A recent  article  in  Texas  Medicine 
advised  physicians  to  ask  some  very 
pointed  questions  prior  to  selecting  a 
professional  liability  insurance 
provider.  We  could  not  agree  more. 
Choosing  the  broadest  coverage,  from 
a financially  stable,  licensed  and 
admitted  insurance  provider  protects 
you  and  your  future. 

Frontier  has  been  providing 
medical  professional  liability  insurance 
for  more  than  20  years  and  is  a licensed 
and  admitted  insurance  company  in  the 
State  of  Texas.  I Frontier’s 

financial  stability  is  clearly  demonstrated 
by  our  Standard  and  Poor’s  Rating  of 
A-f  (Excellent)  and  our  A.M.  Best  Rating 
of  A-  (Excellent.)  Our  record  of  stability, 
flexibility  and  service  has  earned  us  the 
trust  of  more  than  16,000  physicians 
and  surgeons  nationwide. 


Fuil-time  claims  professionals  are 
ready  to  answer  your  questions  at  any 
time.Qi^SZES  In  addition  to  medicai 
expertise.  Frontier  maintains  a panel  of 
knowledgeable,  seasoned  Texas 
defense  lawyers  that  work  with  you  to 
quickly  assess  a situation  and  develop 
a winning  strategy. 

Frontier  offers  a choice  of  claims- 
made  or  occurrence  form  policies 
(without  specialty  or  limit  restrictions) 
for  both  individual  and  group 
practices-as  well  as  discounts  for  new 
doctors,  part-time  physicians,  loss-free 
claim  history  and  others. 

To  learn  more  about  Frontier,  please 
contact  one  of  our  appointed  agents 
listed  to  the  right.  Or,  call  our  Texas 
office  at  (800)275-3873,  If  calling 
from  Houston  (713)  461-1504. 


A Market  Leader  in  Professional  Liability  Insurance 


SUMIVIARIES  OF  RECENT  HEALTH  CARE  HEADLINES 


In  Case  You 


By  Melissa  McEver 


Migraine-prone  young  women  may  be  at  a higher  risk  for  ischemic  stroke, 
researchers  have  discovered.  Scientists  from  IMPERIAL  COLLEGE 
SCHOOL  OF  MEDICINE  and  the  RADCLIFFE  INFIRMARY  studied  291 
women,  ages  20-44,  who  had  suffered  a stroke,  and  found  that  between  20% 
and  40%  of  the  strokes  in  women  with  a history  of  migraines  seemed  to  oc- 
cur directly  from  a migraine  attack  and  that  a family  history  of  migraine  in- 
creased both  ischemic  stroke  risk  and  hemorrhagic  stroke  risk. 

(British  Medical  Journal, 

The  development  of  a possible  genetic  cure  for  hemophilia  may  usher  in  a new 
era  for  genetic  therapy.  Researchers  from  the  CHILDREN’S  HOSPITAL  OF 
PHILADELPHIA,  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE,  and 
CELLGENESYS  INC  in  Foster  City,  Calif,  working  independently,  discovered 
the  effectiveness  of  a one-treatment  genetic  therapy  for  hemophilia  B.  Human 
trials  have  yet  to  be  done,  but  the  results  are  promising,  the  scientists  said, 
and  could  prove  that  some  diseases  indeed  can  be  cured  by  genetic  therapy. 
(Nature  Medicine,  1/99) 

Air  pollution  is  a fact  of  life,  but  scientists  concluded  in  three  new  studies 
that  it  is  endangering  our  health.  Dr  Diane  Gold  of  BRIGHAM  AND 
WOMEN’S  HOSPITAL  in  Boston,  along  with  other  researchers,  reported 
that  exposure  to  certain  types  of  air  pollution  and  ozone  reduced  lung  func- 
tion among  40  Mexico  City  schoolchildren.  Dr  Joel  Schwartz  of  the 
HARVARD  SCHOOL  OF  PUBLIC  HEALTH  compared  hospital  admission 
records  with  air  pollution  data  and  found  associations  between  the  num- 
bers of  admissions  for  cardiovascular  problems  in  the  elderly  and  the 
amounts  of  carbon  monoxide  and  other  matter  in  the  air.  Dr  Lianne  Shep- 
pard and  colleagues  at  the  UNIVERSITY  OF  WASHINGTON  in  Seattle 
concluded  after  examining  more  than  14,000  hospital  admissions  that 
asthma  attacks  are  associated  with  air  pollution  exposure. 

(Epidemiology,  1/99) 

Researchers  have  discovered  a mutated  gene  that  may  play  a role  in  45%  of 
lymphomas  and  in  several  other  types  of  cancers,  such  as  colon  and  testic- 
ular cancer  and  leukemia.  Scientists  at  the  INSTITUTE  OF  CANCER 
RESEARCH  in  London  found  these  mutations  in  all  testicular  cancer  cell 
lines  tested,  2 of  25  colon  cancers,  and  2 of  18  leukemias.  This  gene  is  only 
the  second  implicated  in  such  a large  number  of  cancers. 

(Cell,  1/8/99) 


Baylor  institute  funded 
by  $25  million  grant 


Anew  institute  at  Baylor  College 
of  Medicine  will  give  insight  into 
brain  function  and  behavior, 
thanks  to  a 5-year  $25-million 
grant  from  The  Brown  Founda- 
tion, Inc. 

The  institute  will  unite  clinical  and 
basic  science  researchers  in  studies  of  i 
the  biological  basis  of  mental  illness. 
Proposed  areas  of  the  institute’s  re- 
search include  psychotic  disorders,  ad- 
dictive behaviors,  mood  disorders, 
manic  depression  and  anxiety,  and 
learning  and  memory  disorders.  ★ 

TMA  paper  promotes 
elder  abuse  awareness 


Texas  Medical  Association’s  Blue 
Ribbon  Panel  on  Family  Violence 
has  completed  “Elder  Abuse  and 
Maltreatment,”  the  third  paper  in 
the  panel’s  family  violence  series. 
The  paper,  which  is  intended  to 
raise  awareness  of  the  problem  and  ed- 
ucate physicians  on  how  to  identify 
and  treat  elderly  victims  of  domestic  vi- 
olence, includes  case  studies  on  abuse, 
neglect,  exploitation,  and  intervention. 
“Elder  Abuse  and  Maltreatment”  also 
outlines  characteristics  of  caregivers 
who  become  perpetrators  of  elder 
abuse  and  signs  of  abuse  to  look  for 
during  a geriatric  assessment.  The  pa- 
per’s primary  author,  Carmel  Bitondo 
Dyer,  MD,  is  director  of  the  Harris 
County  Hospital  District’s  geriatrics 
program  and  an  assistant  professor  of 
medicine  at  Baylor  College  of  Medicine 
in  Houston. 

Three  different  English  and  Spanish 
versions  of  an  elder  abuse  poster  and  a 
copy  of  the  paper  will  be  mailed  to  ap- 
proximately 10,000  family  practition- 
ers, general  practitioners,  internists, 
and  emergency  medicine  specialists  in 
Texas  early  this  month.  Physicians  out- 
side of  these  specialties  can  obtain  the 
paper  and  posters  by  calling  Megan 
Haley  at  (800)  880-1300,  ext  1464,  or 
(512)  370-1464;  or  by  e-mailing  her  at 
megan_h@texmed.org.  This  project 
was  funded  by  the  Texas  Medical  Asso- 
ciation Foundation.  ★ 
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Exhibit  reviews  history 
of  drug  regulation 


The  US  Food  and  Drug  Administra- 
tion (FDA)  takes  center  stage  in  a 
new  exhibit  on  display  through 
June  26  in  the  Texas  Medical  Asso- 
ciation History  of  Medicine  Gallery. 
The  FDA,  the  oldest  federal  agency 
dedicated  to  consumer  protection,  over- 
sees items  accounting  for  25  cents  of 
every  dollar  spent  by  US  consumers. 
“FDA:  The  History  of  Drug  Regulation” 
will  cover  the  evolution  of  the  current 
drug  regulatory  system  recognized  glob- 
ally as  the  gold  standard  for  drug  safety 
and  efficacy. 

The  gallery  is  located  in  the  first-floor 
lobby  of  the  TMA  building  at  401  W 
15th  St  in  Austin.  The  exhibit  can  be 
viewed  from  8:15  am  to  7 pm,  Monday 
through  Friday,  and  9 am  to  1 pm  on 
Saturday.  The  TMA  building  is  closed  on 
major  holidays.  For  information,  contact 
Patty  Mullins,  special  collections  coordi- 
nator, in  the  TMA  Library  at  (800)  880- 
1300,  ext  1552,  or  (512)  370-1552;  or 
e-mail  patty_m@texmed.org.  ★ 

Program  gives  Dallas 
infants  healthy  starts 


Infant  mortality  rates  in  targeted  ar- 
eas of  Dallas  have  decreased  more 
than  50%  since  1990,  according  to 
Dallas  Healthy  Start  of  Parkland 
Health  & Hospital  System. 

The  Texas  Bureau  of  Vital  Statistics  re- 
ports that  infant  mortality  rates  dropped 
to  6.7  deaths  per  1,000  births  in  1996 
from  14.5  infant  deaths  per  1,000  births 
in  1990  in  south,  central,  and  west  Dallas. 
The  drop  has  been  attributed  to  programs 
established  by  Dallas  Healthy  Start  and 
its  more  than  40  collaborative  partners 
such  as  the  Mom-Mobile  service,  which 
provided  free  transportation  to  more  than 
6,000  women  and  children  in  1997  to  get 
the  medical  attention  they  needed. 

“We  targeted  our  efforts  to  the  is- 
sues that  most  affected  people  in  iden- 
tified pockets  of  need  and  tailored  our 
programs,  such  as  transportation  and 
community  outreach,  to  help  them  and 
their  families,”  said  Liz  Cowles,  direc- 
tor of  Dallas  Healthy  Start.  ★ 


Houstonians  battle 
pediatric  AIDS  in  Mexico 


A team  of  AIDS  experts  from  Bay- 
lor College  of  Medicine  and 
Texas  Children’s  Hospital  in 
Houston  have  collaborated  with 
the  Bristol-Myers  Squibb  Foun- 
dation and  Project  HOPE  to  prevent  the 
spread  of  AIDS  and  improve  treatment 
for  the  disease  south  of  the  border. 

The  disease  management  program, 
called  “A  Helping  Hand  to  the  Little 
Ones,”  works  to  develop  community  out- 
reach and  education  targeting  pregnant 
women  and  women  of  childbearing  age; 
to  promote  medical  training  of  pediatri- 
cians, infectious  disease  specialists,  and 
nurses  who  treat  children  with  HIV  or 
AIDS;  and  to  secure  donations  of  anti- 
retroviral drugs  for  200  pediatric  AIDS  pa- 
tients and  infant  formula  for  100  infants. 

The  team  will  receive  $405,000  from 
the  Bristol-Myers  Squibb  Foundation 
over  3 years  to  train  Mexican  physicians 
in  pediatric  HIV,  and  will  conduct  pedi- 
atric nursing  symposia  at  key  sites 
throughout  Mexico.  ★ 

Physicians  unprepared 
for  diabetic  doubling 


A survey  conducted  by  NOP  Health- 
care, an  independent  market  re- 
search agency,  says  that  one  third 
of  physicians  in  nine  countries 
consider  themselves  “more  unpre- 
pared than  prepared”  for  the  demands 
of  the  worldwide  diabetes  epidemic. 
The  World  Health  Organization  predicts 
that  the  number  of  people  with  diabetes 
mellitus  will  double  to  260  million  by 
the  year  2025,  according  to  a November 
1998  Reuters  Health  report. 

NOP  Healthcare  contacted  111  pa- 
tients with  diabetes  and  114  physicians 
who  treat  diabetes.  Only  11%  of  physi- 
cians consider  the  medical  profession 
fully  prepared  for  the  increased  inci- 
dence of  diabetes. 

More  than  20%  of  physicians  said 
that  the  cardiovascular  health  of  dia- 
betic patients  had  improved  over  the 
past  10  years,  while  60%  said  that  car- 
diovascular health  had  improved  “some- 
what” in  their  diabetic  patients.  ★ 


Things  you 
need  to  know 

Austin  attorney/mediator  Andre 
Hampton,  JD,  and  the  TMA 
Office  of  the  General  Counsel 
suggest  an  ideal  managed  care 
contract  should: 

• Sufficiently  identify  the  party 
or  parties  responsible  for  pay- 
ment so  that  you  can  investi- 
gate their  financial  strength, 
client  base,  and  reputation  to 
determine  that  the  arrange- 
ment will  be  beneficial  for  you 
and  your  patients. 

■ Not  only  require  payment  of 
your  fees  within  a specified 
number  of  days  — eg,  30  days 
— but  also  provide  meaningful 
incentives  for  the  payer's  com- 
pliance with  this  requirement. 

• Allow  you  reasonable  time  to 
submit  completed  bills  and 
permit  you  to  submit  bills  af- 
ter the  designated  time  when 
extra  time  is  needed  because 
of  circumstances  beyond  your 
control. 

• Require  the  payer  to  pay  you  for 
services  rendered  pursuant  to  a 
mistaken  verification  if  the 
mistake  did  not  result  from 
your  failure  to  follow  the  verifi- 
cation procedures  provided  by 
the  managed  care  organization. 

Source:  TMA's  Texas  Physician  Services 
Organization  (TPSO).  For  more  information 
about  TPSO  services  or  to  request  a copy  of 
the  TPSO  catalog,  call  (800)  523-TPSO  or  (512) 
370-1418;  or  e-mail  tpso@texmed.org. 
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CONNECT  TO  TMA 


Lines 


TMA  switchboard 


Impaired  physicians 


(800)  880-1300 


(800)  880-1640 


Call  This 'J3!!Iiour~h^!Tn|^Br^nrt1 
be  abusing  alcohol  ot  o^R’ dtti^s,  or  who  j^yl 
atricalty  mpaired,  or  have  other  problems, 


fftTTtint  Association  Insurance Tid 
ty,  office  overhead,  personal  accident,  and  other  ir 
ucis  to  TMA  members,  their  families,  and  office  st 


Loans 


TMA  offers^  qualified  medical  students  and 
Call  for  general  requirements  and  application  proc{ 


(800)  880-8181 


The^TIVlA  Political  Action  Comr^tee  S| 
through  grassroots  involvement,  personal  r| 
cials,  and  political  campaign  participati( 


The  Texas  Physician  Services  Organization  delivers 
cian  organizations  an  array  of  products  and  services 
in  the  changing  medical  marketplace. 


(800)  880-2828 


(800)  880-1300,  ext  1362 


(800)  523-8776 


Use  the  following  prefixes'  pt 
General  Information 
Continuing  Medical  Education 
Interspecialty  Society  Committee 
Medical  Education 
Member  Services 
Meeting  Management 
Physician  Oncology  Education  Program 
Sneak  Preview 
Specialty  Societies 
TMA  Alliance 
TMA  Bookstore 
TMA  Library 

Texas  Physician  Services  Organization 


to  e-mail 


■ 


meded 

memberservices 

meetings 

poep 

sneakpreview 

ssms 

tmaa 

bookstore 

tmajibrary 

tpso 


UT  Southwestern  creates 
transplantation  program 


A bone  marrow  transplantation  pro- 
gram newly  established  at  The 
University  of  Texas  Southwestern 
Medical  Center  at  Dallas  is  ex- 
pected to  provide  potentially  life- 
saving therapies  to  patients  with  cancers 
such  as  leukemia,  lymphoma,  and  aplas- 
tic anemia. 

The  program,  headed  by  hematology- 
oncology  specialist  Robert  Collins,  MD, 
who  came  to  UT  Southwestern  from 
Baylor  University  Medical  Center  in  Dal- 
las, will  introduce  basic  research  into  the 
clinical  arena  of  bone  marrow  transplan- 
tation, which  will  help  bring  the  latest 
technology  in  this  field  to  patients.  ★ 


UNT  focuses 
on  cancer  research 


Cancer  has  become  the  fifth  bio- 
medical research  priority  behind 
aging,  heart  disease,  harmful  sub- 
stances, and  human  vision  at  the 
University  of  North  Texas  Health 
Science  Center’s  Institutes  for  Discovery 
in  Fort  Worth. 

With  the  creation  of  the  Institute  for 
Cancer  Research,  university  researchers 
will  study  how  cancer  spreads  in  the 
human  body  to  devise  ways  to  prevent 
and  treat  metastasis.  When  fully  opera- 
tional, the  institute  will  identify  addi- 
tional areas  of  cancer  research,  serve  to 
translate  laboratory  findings  into  clini- 
cal studies  among  patients,  and  con- 
tribute to  new  approaches  for  cancer 
prevention,  diagnosis,  and  treatment.  ★ 


Texan  receives  inaugural 
APHA  director  citation 


Fernando  M.  Trevino,  PhD,  MPH, 
received  the  American  Public 
Health  Association’s  first  Execu- 
tive Director  Citation  for  his  dis- 
tinguished service  as  executive 
director  from  1993  to  1996.  Dr  Trevino 
chairs  the  Department  of  Public  Health 
and  Preventive  Medicine  at  the  Univer- 
sity of  North  Texas  Health  Science  Cen- 
ter in  Fort  Worth.  ★ 
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Making  A World  Of  Difference 
or  The  Referring  Physician:  Cook  Childrens  Talks 

With  Dr  Paul  Gillette. 


Dr.  Paul  Gillette  — Medical  Director  Of  Pediatric  Cardiology 


.COLLETTE,  YOU  PIONEERED  RADIO  FREQUENCY 

.ATION.  It’s  well  known  that  patients  come 

)M  AROUND  I HE  COUNTRY  AND  ALL  OVER  THE 
iRLD  FOR  YOUR  EXPERTISE.  HoW  DOES  THIS 
DCEDURE  HELP  KIDS? 


'io  frequency  ablation  allows  us  to  treat  children  with  serious 
iiac  arrhythmia.  It  lets  us  correct  the  fast  heartbeat  using  a eery 
risk  procedure,  one  that  requires  only  a 24-hour  hospital  stay, 
about  two  to  three  days  of  recovery.  These  kids  can  go  on  to 

lead  normal  lives,  which  has  a tremendous 
psychological  benefit  as  well. 

How  DO  YOU  WORK  WITH 
REFERRING  PHYSICIANS  SO  THAT, 
WHILE  YOU  ARE  A RESOURCE  TO 
THEM,  YOU  don’t  COME  ACROSS 
AS  TRYING  TO  DIMINISH 
THEIR  OWN  RELA- 
TIONSHIP WITH 
THEIR  PATIENTS? 
We  make  sure  we 
stay  in  touch  with 
the  referring 
physician  at  all 
times.  For 
example,  we 
fax  them  a 


handwritten  report  the  same  day  we  perform  ablation.  In  addition, 
since  a lot  of  our  patients  come  from  out  of  town,  we  travel  to  other 
cities  to  get  to  know  the  primary  care  doctors. 

What  do  referring  physicians  think  are  the 

KEYS  TO  EXCELLENT  PEDIATRIC  SPECIALTY  CARE? 

The}'  want  a cure,  which  isn't  always  possible,  hut  they  know  we’ll 
do  e\’erything  in  our  power.  The}’  know  nr  have  their  patients'  best 
interests  at  heart. 

Can  you  relate  an  interesting  case  which 

EXEMPLIFIES  THE  TRUST  OF  REFERRING  PHYSICIANS  IN 
YOUR  SPECIALTY  CARE  HERE  AT  CoOK  ChILDREN’s? 
Well,  there  have  been  quite  a few  interesting  and  rewarding  cases. 
Children  who  suffer  from  cardiac  arrhythmia  come  to  us  from  all 
over  the  globe,  and  the  radio  frequency  ablation  procedure  lets  us 
correct  about  90%  of  the  problems  we  see.  We  get  to  send  a lot  of 
kids  back  home  very  healthy,  very  happy. 

Cook  Children’s  Medical  Center  is  located  in  Fort  Worth, 
Texas.  For  more  information  about  Dr.  Gillette  and  our  other 
doctors  of  Cardiology  — J.  Hudson  Allender,  Christopher  L. 
Case,  Susan  Hess,  Stephen  Lai,  Daniel  Miga,  Richard  Readinger 
and  Matthew  M.  Weinecke,  call  T800-COOK517. 

CookChildren’s. 

Medical  Center 


The  conspiracy 
of  silence 

By  Judy  C.GooginsJD 


The  prevalence  of  psychiatric  and 
substance  abuse  disorders  in  physi- 
cians is  as  great  as  in  the  general 
population.  Yet,  we  as  physicians 
often  fail  to  recognize  clues  that 
might  indicate  impairment  in  our  col- 
leagues. Even  if  we  do  notice  behavioral 
signs,  we  often  are  reluctant  to  speak  to 
the  colleague,  address  the  problem,  or  re- 
port the  behavior  to  the  appropriate  au- 
thority. Instead,  we  participate  in  a 
conspiracy  of  silence,  behaving  like  the 
members  of  a dysfunctional  family  who 
ignore  the  alcoholic  in  their  midst  and 
pretend  that  life  is  normal,  while  enabling 
the  alcoholic  to  continue  in  his  or  her  ad- 
diction and  become  progressively  more  ill. 

Consider  Dr  John  Smith  (a  fictional 
name  to  demonstrate  a typical  case  sce- 
nario). He  is  a successful  surgeon  in  his 
mid-40s  with  a wife  and  children  and  a 
busy  small  group  practice.  He  admits  nu- 
merous patients  to  the  local  hospital, 
generates  a great  deal  of  revenue,  and 
often  is  seen  at  the  hospital  well  after 
the  dinner  hour  making  his  rounds.  He  is 
a private  person  — a driven  perfection- 
ist who  finished  in  the  top  of  his  class  in 
medical  school  and  is  admired  by  col- 
leagues and  respected  in  the  community. 


Over  the  past  few  months.  Dr  Smith 
has  seemed  more  stressed  than  usual, 
probably  because  of  a malpractice  suit 
filed  against  him  after  a patient  died  in 
surgery.  Friends  observed  at  a New  Year’s 
party  that  he  drank  excessively,  but  they 
felt  he  had  a right  to  blow  off  some 
steam,  considering  the  pressure  he  was 
under.  Someone  in  his  office  mentioned 
that  he  was  having  marital  problems  and 
had  been  short-tempered  toward  his  of- 
fice staff  as  well.  The  OR  nurse  com- 
plained he  was  late  to  surgery  and  often 
surly  and  somnolent.  His  group  members 
grumbled  that  Dr  Smith  was  inattentive 
to  their  patients  when  taking  call.  The 
clinic  received  concerned  comments 
from  patients  regarding  Dr  Smith’s  tardi- 
ness, prescription  errors,  and  personal 
appearance.  Some  noticed  that  he  had 
lost  weight  and  asked  if  he  was  ill. 

None  of  the  office  staff,  patients,  or 
colleagues  approached  John.  The  hos- 
pital staff  thought  he  would  be  better 
when  the  lawsuit  was  over.  They  were 
dismayed  and  shocked  when  the  local 
paper  reported  his  suicide.  Everyone 
wondered,  “What  could  I have  done?” 

We  all  can  do  something  to  prevent 
such  needless  waste  of  a life  and  career. 
We  are  all  guilty  if  we  are  informed  and 
then  do  not  act  to  intervene  when  we 
suspect  a problem  exists.  Additionally, 
we  may  be  legally  liable  if  we  know  that 
a physician  may  be  impaired  and  do 
nothing  about  it.  But,  where  do  we 
start?  What  can  the  medical  community 
do  to  address  and  prevent  physician  im- 
pairment problems? 

Recognize  the  risk 

Physicians  first  must  recognize  that 
they  are  at  higher  risk  of  burnout  than 
the  general  population.  This  higher 


risk  stems  from  at  least  three  sources  — 
stressors  unique  to  the  medical  profes- 
sion itself,  such  as  long  years  of  prepa- 
ration, dealing  with  life  and  death 
issues,  and  maintaining  clinical  compe- 
tence; third  parties  outside  medicine 
(which  physicians  identify  as  the  most 
stressful)  such  as  managed  care  enti- 
ties, government  agencies,  insurance 
companies,  and  lawyers;  and  the  per- 
sonalities and  backgrounds  of  physi- 
cians themselves.  Dr  Smith  exhibited 
personality  traits  common  to  alcoholics 
and  was  under  the  added  stress  of  a 
lawsuit  and  marital  problems. 

Be  aware  of  vulnerability 

Most  physicians  understand  the  impact 
of  their  profession  and  of  outside  influ- 
ences on  their  stress  levels,  but  they 
may  not  understand  how  their  own 
personalities  cause  them  problems.  At 
least  25%  of  physicians  come  from 
families  where  there  was  addiction  or 
alcoholism,  according  to  Kent  E.  Neff, 
MD,  director  of  the  Professional  Assess- 
ment Program  at  Abbott  Northwestern 
Hospital  in  Minneapolis.  This  upbring- 
ing predisposes  doctors  to  addictions  of 
their  own,  to  interpersonal  problems, 
and  to  certain  unhealthy  behaviors 
such  as  perfectionism,  workaholism, 
inability  to  set  limits,  and  obsessive- 
compulsive  tendencies.  Many  have  dif- 
ficulty talking  about  feelings  and 
seldom  ask  for  help,  avoiding  self- 
scrutiny. They  may  have  learned  mal- 
adaptive coping  strategies.  These 
behaviors  continue  as  physicians  com- 
plete their  medical  training  and  enter 


Dr  Googins  is  a psychiatrist  in  Midland  and  a member 
of  the  TMA  Committee  on  Physician  Health  and 
Rehabilitation. 


Texas  Medicine  welcomes  comments  about  issues  discussed  in  the  Forum  on  Ethics.  If  you  would  like  to  comment  or  submit  a column  for  possible  publication,  please  contact 
Teri  Moran,  senior  editor,  at  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  phone  (800)  880-1300,  ext  1371,  or  (512)  370-1371;  fax  (512)  370-1632;  or  e-mail  teri_m@texmed.org. 
Proposed  columns  must  be  no  longer  than  900  words  and  written  in  a case  study  format. 
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the  community  at  large.  When  con- 
fronted with  stressful  events,  physi- 
cians, being  inherently  vulnerable,  will 
not  automatically  choose  the  healthiest 
response.  They  seldom  seek  the  help  of 
mental  health  professionals  or  even 
other  physicians  and  often  self-pre- 
scribe, making  their  problems  worse. 

Dr  Smith’s  unhealthy  responses  in- 
cluded alcohol  abuse  and  withdrawal 
from  others.  However,  the  response  of 
the  community  was  equally  unhealthy. 
The  people  who  knew  him  best  ignored 
or  failed  to  recognize  signs  of  depres- 
sion and  substance  abuse.  Their  silence 
and  failure  to  act  may  have  stemmed 
from  their  own  unhealthy  attitudes  and 
lack  of  problem-solving  skills. 

Provide  support  during 
critical  periods 

when  confronted  with  a malpractice 
suit,  at  least  40%  of  physicians  experi- 
ence a clinical  depression  (1).  Approxi- 
mately one  third  of  residents  suffer  a 
major  depressive  episode  during  their 
postgraduate  years  (2).  Substance  abuse 
may  be  an  attempt  to  self-medicate. 

Physicians  and  the  medical  commu- 
nity should  be  aware  of  the  alarmingly 
high  rate  of  depression  during  critical 
periods  and  make  support  systems  rou- 
tinely available  rather  than  offering  as- 
sistance only  when  the  situation 
requires  emergency  intervention. 

Educate  early  and  continually 

Medical  students  receive  very  little  train- 
ing about  impairment  and  vulnerability 
to  stress.  They  enter  school  with  excellent 
academic  records  but  have  little  insight 
into  their  own  personalities  or  those  of 
physicians  in  general.  Encouraging  self- 
examination  at  the  onset  of  medical  edu- 
cation would  both  empower  students  to 
handle  stress  and  enable  them  to  offer  as- 
sistance to  colleagues  when  needed.  Con- 
tinuing education  about  physician  stress, 
burnout,  and  impairment  will  make  the 
medical  community  at  large  healthier 
and  more  supportive. 

Intervene  when  necessary 

Even  with  excellent  education  and  pre- 
vention strategies,  some  physicians  will 
become  impaired  — those  like  Dr  Smith. 
We  must  have  the  courage  to  intervene. 


Practices 


Responsibilities  in  the  patient-physician  relationship 


THE  PATIENT 

THE  PHYSICIAN 

Be  truthful. 

Act  with  the  highest  professional 
competence. 

Give  the  relationship  time. 

Act  without  regard  to  the  patient’s 
ethnic  group,  race,  class,  or  gender. 

Take  responsibility  for  learning. 

Learn  the  skills  of  communication. 

Take  responsibility  for  your 
health  history. 

Let  patients  raise  topics  important 
to  them. 

Respect  the  confidentiality 
of  communication. 

Acknowledge  the  patient’s  other 
roles,  life  situations,  and  finances 
in  choosing  a course  of  treatment. 

Be  open  to  a partnership 
in  decision  making. 

Work  together  with  other 
professionals. 

Raise  issues  of  concern. 

Help  patients  understand  and 
absorb  medical  developments. 

Respect  the  physician. 

Be  responsible. 

Do  not  violate  moral  boundaries. 

Respect  confidentiality. 

Involve  your  family  in  your  care. 

Respect  the  patient  and 
respect  the  role  of  the  spouse 
and  other  family  members. 

Reprinted  with  permission  from  The  Pfizer  Journal. 

Tel  800.880.1300 


Texas  Medicine  Rounds 


31 


ONLINE@ 


TMA 

TEXAS  MEDICAL  ASSOCIATION 


Thanks  to  the  40,000  visitors  who  clicked  here  this 
month.  You  can't  miss  by  hitting  TMA's  site. 

www.texmed.org 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Sendees  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W e are  a dedicated  group  of 
professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


.y 


Ab^^eN 



Medical  Insurance  Services 

For  additional  information,  contact: 

Barbara  E.  Gaffney,  Healthcare  Director 
Aberdeen  Insurance  Services,  Inc. 

2700  Post  Oak  Blvcl.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Pliysicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Re<|uests 


The  goals  of  intervention  with  a col- 
league are  different  than  those  with  pa- 
tients. It  is  not  our  responsibility  to 
diagnose  or  recommend  treatment,  but 
rather  to  acknowledge  a problem  exists 
and  arrange  for  an  objective  evaluation. 
If  treatment  is  then  recommended,  we 
must  provide  the  opportunity  for  our 
colleague  to  receive  it  and  then  support 
him  or  her  in  the  recovery  process.  If 
treatment  is  refused,  we  must  be  willing 
to  go  beyond  intervention  and  report 
the  problem. 

Dr  Smith  may  have  been  suffering 
from  alcoholism,  depression,  or  some- 
thing else;  it  is  difficult  to  know.  It  is 
not  difficult,  however,  to  recognize  that 
he  needed  help.  We  neglect  our  ethical 
responsibility  if  we  continue  to  partici- 
pate in  a conspiracy  of  silence.  ★ 
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Americans  unaware 
of  painkiller  risks 


Results  of  a survey  commissioned 
by  the  Johnson  & Johnson  unit 
of  McNeil  Consumer  Products 
have  prompted  McNeil  to  team 
up  with  the  American  Pharma- 
ceutical Association  on  an  educational 
campaign  about  the  risks  of  aspirin  and 
other  nonsteroidal  anti-inflammatory 
drugs  (NSAIDs). 

A Reuters  report  published  the  results 
of  the  survey,  which  said  85%  of  the 
1,000  people  polled  had  taken  a pain  re- 
liever such  as  aspirin  or  ibuprofen  at 
some  point,  but  47%  said  they  did  not 
always  read  the  labels  and  a third  were 
not  aware  of  the  risks  associated  with 
the  drugs.  The  survey  also  found  that 
nearly  75%  of  Americans  do  not  know 
that  aspirin  and  other  NSAIDs  can  cause 
potentially  fatal  stomach  bleeding  with 
normal  use,  and  nearly  45%  did  not 
know  the  danger  of  mixing  painkillers 
with  some  prescription  medications. 

Pharmaceutical  companies  are  de- 
veloping new  painkillers,  known  as 
COX-2  inhibitors,  that  lack  these  side 
effects.  ★ 
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^^m^osJum  on  iPeSiatrics 

9 am  - Noon 

• At-Risk  Behaviors  in  Adolescents 

• Lumps  and  Bumps 

• Childhood  Obesity 

Contact  Martha  Crowther  at 
(800)  880-1300,  ext.  1453, 
or  (512)  370-1453, 
or  martha_c@texnied.org 

Presented  by  TMA  Section  on 
Education  Program  and  Committee  on  Cancer  Pediatrics  and  Texas  Pediatric  Society 
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Medical  Economics 


It  just  makes  sense 

TECAP  gets  everyone  reading  off  the  same  page  for  office  reviews 


Regan  Dunnick 


Yi  ou  know  the  drill.  You’re  a pri- 
mary care  physician,  obstetrician- 
gynecologist,  or  a specialist  who 
sees  large  numbers  of  managed 
care  patients.  You’ve  had  plan  af- 
ter plan  after  plan  knock,  knock, 
knocking  on  your  door.  They’re 
conducting  site  surveys  and  medical 
record  reviews,  each  with  a slightly  differ- 
ent twist  but  all  looking  essentially  for  the 
same  thing  — evidence  that  you  are  giving 
your  patients  high-quality  health  services 
in  a safe  environment.  > 


By  Laurie  Stoneham 
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These  office  reviews  are  part  of  the 
process  managed  care  organizations 
j voluntarily  go  through  every  other  year 
I to  receive  accreditation  from  the  Na- 
tional Committee  for  Quality  Assurance 
(NCQA)  and  to  meet  the  regulatory  re- 
quirements of  the  Texas  Department  of 
Health  (TDH)  and  the  Texas  Depart- 
ment of  Insurance  (TDI). 

But  because  each  plan  is  measured 
; against  the  same  standards,  many 
physicians  feel  the  process  of  all  the 
plans  visiting  all  the  offices  is  unneces- 
sarily intrusive  and  disruptive. 

Administrative  absurdity 

Bohn  Allen,  MD,  a general  surgeon  in 
Arlington,  is  on  the  panels  of  26  different 
managed  care  plans.  During  1997,  his 
I office  was  reviewed  14  times.  Because 
' he’s  a solo  practitioner  and  what’s  known 
, as  a “high-volume  specialist,”  the  process 
was  fairly  easy.  “We’ve  gotten  so  good  at 
this  that  we  tell  the  reviewers  what  they 
should  be  looking  for,”  he  said. 

But  consider  what  it  would  mean  for 
large  primary  care  groups,  where  the 
files  of  each  physician  have  to  be 
pulled,  examined,  and  evaluated.  What 
took  a little  more  than  an  hour  for  Dr 
Allen  could  turn  into  a couple  of  days 
for  these  large  groups.  Then  multiply 
that  by  numerous  plans. 


While  there  is  little  argument  about 
the  importance  of  reviewing  quality-of- 
care  practices,  the  time  devoted  to 
these  largely  redundant  exercises 
verges  on  the  absurd.  Virginia  Moore, 
MD,  medical  director  of  Prudential 
HealthCare-North  Texas,  points  out, 
“Doctors  don’t  keep  different  medical 
records  for  Prudential  than  they  keep 
for  CIGNA  or  for  Aetna  or  for  Harris.” 
Requirements  for  the  site  surveys  of 
parking  lots,  office  layouts,  and  prac- 
tice procedures  don’t  change  either. 


The  expense 

Along  with  the  hassles  for  physicians, 
meeting  credentialing  and  regulatory 
requirements  results  in  a substantial 
administrative  burden  and  cost  for 
managed  care  organizations.  It  requires 
salary,  benefits,  and  overhead  for  the 


reviewers;  transportation  costs;  non- 
productive travel  time;  survey  design; 
report  writing;  and  elaborate  database 
systems  for  inputting,  storing,  manag- 
ing, and  retrieving  the  data  collected. 

Many  organizations  employ  regis- 
tered nurses  for  the  medical  record  re- 
views, while  provider  relations  rep- 
resentatives complete  the  site  surveys 
(sometimes  in  separate  visits).  These 
costs  add  up  to  the  tune  of  $50  to 
$300  per  physician,  according  to  plan 
estimates. 


A better  way 

Recognizing  the  dilemma,  Texas  Medical 
Association’s  Medical  Directors’  Forum 
established  a workgroup  to  see  if  the 
process  could  be  simplified  to  offer  plans 
and  physicians  an  easier,  more  consis- 
tent, and  efficient  way  to  meet  regulato- 
ry requirements. 

“Medical  directors  agreed  that  there’s 
pretty  high  variability  in  how  aU  of  them 
actually  conduct  these  reviews,”  said 
Rich  Johnson,  director  of  TMA’s  Division 
of  Medical  Economics.  “They  thought 
there  should  be  some  generally  accepted 
standard  about  the  elements  that  you 
look  at  and  the  way  that  you  proceed 
with  the  review.  5o,  on  both  counts,  we 
tried  to  put  together  an  instrument  that 
reflected  both  what  the  plans  and  our 
members  thought  would  be  a good  stan- 
dard and  then  oudine  a process  that 
would  be  fair,  effective,  and  comprehen- 
sive in  applying  the  instrument.” 

The  result  of  that  effort  is  the  Texas 
Environment  of  Care  Assessment  Pro- 
gram (TECAP).  After  working  with  repre- 
sentatives of  health  plans  and  regulatory 
agencies,  the  workgroup  developed  a sin- 
gle instrument  that  satisfies  all  the 
NCQA,  TDH,  and  TDI  office  site  and  med- 
ical record  review  requirements.  It  offers 
consistency  and  uniformity  throughout 


TMA  Advantage: 

A capsule  view  of  TECAP 


The  Texas  Environment  of  Care  Assessment  Program: 

• Provides  comprehensive  site  surveys  and  medical  record  re- 
views that  fulfill  all  applicable  regulatory  requirements  of  the  National 
Committee  for  Quality  Assurance  (NCQA),  Texas  Department  of  Health 
(TDH),  and  Texas  Department  of  Insurance. 

* Is  approved  by  NCQA  to  meet  CR  6,  CR  10,  and  MR  2.1  accreditation 
standards. 

■ is  approved  by  TDH  to  satisfy  Medicaid  managed  care  credentialing  re- 
quirements. 

• Isa  living  document  that  will  change  as  regulatory  requirements  change. 

• Has  a trained  staff  of  registered  nurses  who  conduct  surveys. 

* Is  governed  by  a user’s  board  consisting  of  plan  and  agency  representa- 
tives who  will  provide  policy  oversight. 

For  more  information  about  TECAP,  contact  Lisa  Harmon  inTMA's  Division 

of  Public  Health  and  Quality  at  (800)  880-1300,  ext  1400,  or  (512)  370-1400;  e-mail 

tecap@texmed.org;  or  visit  TMA’sTECAP  Web  site  attecap.texmed.org. 


“We  tried  to  put  together  an  instrument  that 
reflected  both  what  the  plans  and  our  members 
thought  would  be  a good  standard  and  then  outline  a 
process  that  would  be  fair,  effective,  and 
comprehensive  in  applying  the  instrument.” 
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the  review  process.  Two  years  in  the  mak- 
ing, it’s  modeled  after  a program  that’s 
been  implemented  successfully  by  the 
Oregon  Medical  Association. 


Everything  you  ever  wanted 
to  know  about  NCQA 


Reducing  the  hassle 

The  strategy  is  simple.  TMA  uses  the 
instrument  to  perform  reviews  of 
physician  practices.  Specifically  trained 
registered  nurses  will  conduct  both  the 
medical  record  reviews  and  site  sur- 
veys. Participating  managed  care 
organizations  can  then  purchase  the 
data  from  TMA  as  needed. 

“It’s  an  effort  to  reduce  the  number  of 
interventions  that  have  to  occur  now  at 
the  office  level,”  said  Rufus  Stanley,  MD, 
managed  care  medical  director  for  Blue 
Cross  Blue  Shield  of  Texas  and  chair  of 
the  TECAP  workgroup.  “We’re  really  try- 
ing to  meet  the  needs  of  practicing 
physicians  by  attempting  to  reduce  the 
number  of  knocks  on  their  doors.” 

TECAP  represents  potential  cost  effi- 
ciencies for  the  plans,  as  well.  Stan  Po- 
marantz,  MD,  is  vice  president  of 
medical  affairs  for  System  Health 
Providers,  the  management  company 
for  the  1,200-member  Genesis  Physi- 
cians Practice  Association  in  North 
Texas.  “In  my  way  of  thinking,  if  the 
health  plans  already  are  doing  these 
surveys  and  are  required  to  do  them, 
then  why  have  that  cost  and  why  have 
to  manage  the  function?  Why  not  gain 
some  economy  of  scale  by  doing  them 
collectively  with  other  health  plans 
statewide?  ft  just  makes  more  sense.” 


NCQA  stands  for  National  Committee  for  Quality  Assurance. 

What:  NCQA  is  a private,  nonprofit  accrediting  organization  with  a mis- 
sion to  assess  and  report  on  the  quality  of  managed  care  plans. 

When:  NCQA  has  been  accrediting  managed  care  organizations  since 
1991. 

Why:  NCQA  helps  employers  and  consumers  make  better-informed  pur- 

chasing decisions,  based  on  objective,  standardized  information 
about  the  quality  of  health  plans. 


Accreditation  process 

NCQA  accreditation  is  voluntary  but  rigorous.  More  than  half  of  the  plans 

in  the  country  undergo  the  process,  involving  measurement  against  some  60 

standards  that  fall  into  six  categories: 

• Quality  management  and  improvement  — quality  of  care  delivered,  de- 
livery system,  access  to  care,  and  demonstrated  improvements  in  qual- 
ity and  service. 

• Credentialing  — physician  training,  experience,  and  performance. 

• Members'  rights  and  responsibilities  — communicating  with  and  respon- 
siveness toward  plan  members. 

• Preventive  health  services  — support,  provision,  and  monitoring  of  pre- 
ventive services. 

• Utilization  management  — system  for  managing  health  services  used. 

• Medical  records  — review  of  medical  records  against  NCQA  standards. 

TECAP  meets  all  applicable  standards  in  the  quality  management  and 

improvement  and  medical  record  categories. 


The  review  process 

So  what  are  the  reviews  about?  The  mis- 
sion of  NCQA  (see  “Everything  You  Ever 
Wanted  to  Know  About  NCQA”  on  this 
page)  is  to  offer  insurance  purchasers  a 
way  to  judge  managed  care  plans  on  the 
basis  of  objective  quality  standards.  While 
not  all  health  plans  participate  in  the  vol- 
untary accreditation  program,  the  major 
insurers  do.  “It’s  sort  of  seen  as  the  Good 
Housekeeping  Seal  of  Approval,”  Dr  Moore 
said.  An  increasing  number  of  employers 
are  demanding  that  plans  have  this 
approval,  so  it’s  a market-driven  phenom- 
enon. NCQA  says  the  TECAP  instrument 
complies  with  its  standards  for  office  site 
visits  and  reviews  of  medical  records. 


Accreditation  levels 

Full:  meets  all  NCQA  standards  and  is  accredited  for  3 years 
One-year:  meets  most  standards 

Provisional:  will  involve  reaccreditation,  1-year  status 
Denial:  has  a major  deficiency  and  low  score 


Other  activities 

NCQA  also  manages  performance  measurement  tools  for  managed  care, 
the  Health  Plan  Employer  Data  and  Information  Set  (HEDIS).  Starting  in 
July  1999,  HEDIS  results  will  be  incorporated  into  the  accreditation  process. 

To  learn  more  about  NCQA  and  the  accreditation  status  of  health  plans, 
contact  NCQA  at  (888)  275-7585  or  access  its  Web  site  at  www.ncqa.org. 
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TDH  mandates  that  health  mainte- 
nance organizations  (HMOs)  demon- 
strate evidence  of  ongoing  quality  of 
care.  These  regulations  state,  “The  qual- 
ity improvement  program  shall  be  con- 
tinuous and  comprehensive,  including 
both  the  quality  of  clinical  care  and  the 
quality  of  service  requiring  updates  as 
needed.”  Beverly  Koops,  MD,  medical  di- 
rector of  health  care  financing  at  TDH, 
has  approved  TECAP  as  meeting  its  re- 
quirements for  office  visits  and  medical 
record  reviews  for  “credentialing  physi- 
cians as  acceptable  providers  in  the  Med- 
icaid managed  care  provider  networks.” 

TDI  also  requires  licensed  HMOs  to 
perform  site  reviews  to  ensure  that 
physicians  are  meeting  an  acceptable 
quality-of-care  standard.  Many  of  the 
requirements  of  NCQA  and  the  state 
agencies  overlap,  and  the  TECAP  in- 
strument provides  consistent  and  com- 
prehensive compliance. 

What’s  being  evaluated 

The  site  survey  evaluates  areas  such  as 
office  accessibility,  cleanliness,  and 
safety;  office  procedures  for  schedul- 
ing, tracking  medical  records,  and  han- 
dling patient  emergencies;  provisions 
for  patient  convenience  and  confiden- 
tiality; and  display  of  licenses. 

The  medical  record  review  involves 
looking  at  six  randomly  pulled  charts 
to  ensure  that  patient  demographics 
are  noted  properly.  The  charts  must  be 
well  organized,  and  provide  complete 
and  thorough  documentation  of  his- 
tory, diagnosis,  outside  referrals,  test 
results,  and  treatment  plans,  and  evi- 
dence of  preventive  services. 

“The  whole  point  is  to  improve  qual- 
ity and  outcomes  of  care,”  Dr  Moore 
notes.  She  says  the  surveys  have  never 
been  designed  to  be  punitive,  but 
rather  to  be  a vehicle  for  working  with 
physicians  and  offering  them  “positive 
feedback.” 

However,  Joe  Cunningham,  MD, 
sees  it  somewhat  differently.  “There’s  a 
level  of  fear  and  tension  when  some 
surveyors  come  in  to  evaluate  the  of- 
fice, rather  than  a cooperative  spirit 
about  what  could  be  done  to  make  the 
practice  run  more  smoothly.”  Dr  Cun- 
ningham, executive  director  of  Provi- 


dence Health  Alliance  in  Waco,  believes 
TECAP  offers  a less  adversarial  method. 

If  a physician  needs  assistance  in  a 
particular  area,  TMA  can  offer  help 
without  pointing  fingers.  “We’ll  be  able 
to  identify  what  the  pattern  issues  are 
and  provide  the  services  the  physician 
needs  to  comply  with  the  audits,”  said 
Lisa  Harmon,  director  of  the  TMA  Sci- 
ence and  Quality  Department,  who  cur- 
rently oversees  the  TECAP  program. 

Dr  Cunningham  thinks  TECAP  will 
be  a valuable  resource  for  TDH  as  it  en- 


ters the  Medicaid  managed  care  market 
because  it  provides  “a  standardized  of- 
fice assessment  that  doesn’t  drive  prac- 
titioners away  from  this  underserved 
population.” 

High-level  oversight 

NCQA  requires  oversight  of  delegated 
duties.  The  TECAP  User’s  Board  will 
consist  of  representatives  from  each 
participating  managed  care  organiza- 
tion. Each  plan  will  have  a vote. 

“They  will  be  high-level  managers  of 
the  program,”  said  Karen  Batory,  director 
of  TMA’s  Division  of  Public  Health  and 
Quality.  “We  have  the  ability  to  bring  reg- 
ulators to  the  table,  and  there’s  a lot  of 
value  in  that.  We’ll  know  firsthand  what 
TDI  wants,  for  example,  and  work  with 
the  plans  to  help  them  meet  that  need.” 

Dr  Allen,  chair  of  the  TMA  Council 
on  Socioeconomics,  agrees  that  the 
physician  leadership  component  offers 
the  ideal  mix  of  expertise.  “TECAP  is 
physician  driven  and  physician  moni- 
tored, and  it’s  in  the  best  interest  of 
physicians.  TECAP  makes  the  process 
fair  and  easy  and  gives  it  credibility.” 

Major  move  toward 
collaboration 

TECAP  makes  for  some  strange  bedfel- 
lows between  TMA  and  the  health  insur- 
ance plans  it  sometimes  takes  to  task  over 
policy  issues.  “Obviously,  we  all  agree  to 
disagree  on  some  things,”  Mr  Johnson 


said.  “But  this  is  something  that  we  can 
all  do  together,  something  that  benefits 
both  the  plans  (from  the  standpoint  of 
being  an  efficient  and  cost-reducing  tool 
for  them)  and  the  practicing  physicians 
(in  terms  of  being  good  for  their  business 
and  operational  and  practice  interests).” 

Dr  Pomarantz  added,  “We  need  to  be 
looking  toward  rationalizing  the  admin- 
istrative system  of  health  care  delivery 
and  not  making  it  more  difficult,  which 
seems  to  be  the  pattern  that’s  occurred  in 
the  past  number  of  years.  I think  it’s  in- 


cumbent upon  the  heal±  plans  to  work 
collaboratively  with  TMA  and  providers 
around  the  state  to  make  this  work.” 

“This  does  seem  to  be  a white-hat  is- 
sue,” Dr  Cunningham  noted.  “It’s  a 
chance  for  the  managed  care  industry  to 
put  its  money  where  its  mouth  is  when 
saying  that  its  interest  is  in  improving 
quality  of  care  and  that  managed  care 
organizations  do  not  intend  to  increase 
the  hassle  factor  on  practicing  physi- 
cians to  the  detriment  of  patient  care.” 

Dr  Stanley  sees  TECAP  as  a “water- 
shed effort”  for  Texas.  “This  is  a collab- 
orative effort  between  the  managed 
care  industry  and  the  practicing  com- 
munity to  begin  to  streamline  some  of 
these  activities  and  make  it  easier  to 
make  managed  care  doable.” 

He  continued,  “It  will  convey  a mes- 
sage from  the  managed  care  industry 
of  Texas  to  the  practicing  community 
that  we’re  listening  to  its  concerns  and 
that  we  must  work  together  on  behalf 
of  the  patient  in  this  environment  in 
which  we  find  ourselves.” 

Dr  Cunningham  also  suggests,  as 
others  have,  that  which  health  plans 
step  up  to  the  plate  to  make  TECAP  a 
viable  program  will  be  very  telling. 
“This  is  going  to  line  up  plans  that  are 
willing  to  work  with  physicians  versus 
those  that  have  a more  arrogant  and 
condescending  attitude.”  ★ 


Laurie  Stoneham  is  a freelance  writer  in  Austin. 


“TECAP  is  physician  driven  and  physician  monitored, 
and  it’s  in  the  best  interest  of  physicians.” 
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See  you  in  court? 

New  attorney  general  noncommittal  on  future  of  HNIO  lawsuits 


J he  hard-won  managed  care  re- 
forms that  the  Texas  Medical  As- 
sociation pushed  through  the 
1997  session  of  the  Texas  Legis- 
lature gained  currency  in  De- 
cember when  outgoing  Texas 
Atty  Gen  Dan  Morales  filed  three 


lawsuits  against  six  health  maintenance 
organizations  (HMOs).  Mr  Morales  sued 
the  HMOs,  alleging  several  violations  of 
state  laws,  just  weeks  before  turning  over 
his  office  to  new  Atty  Gen  John  Gornyn. 

At  press  time,  Mr  Gornyn  hadn’t  said 
how  he  would  pursue  the  lawsuits,  saying 
only  that  he  plans  to  review  them.  > > 


By  Teri  Moran,  Senior  editor 
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The  lawsuits  charge  all  six  llMOs 
with  having  contracts  with  physicians 
that  induce  them  to  limit  medically  nec- 
essary care  by  penalizing  them  for  ex- 
ceeding patient-care  financial  targets. 

I Other  allegations  against  some  of  the 
plans  include  misleading  members 
' about  emergency  care  coverage,  avail- 
' ability  of  specialist  physicians,  and  how 
i referrals  to  specialists  are  handled.  Sev- 
I eral  plans  routinely  refused  to  pay  for 
I emergency  visits  when  members  did  not 
h get  prior  authorization  or  when  emer- 
gency physicians  later  did  not  code  the 
[ visits  as  emergencies,  the  lawsuit  states. 

In  state  district  court  in  Travis 
' County,  Mr  Morales  filed  one  lawsuit 
' against  Humana  Health  Plan  of  Texas, 
r Inc,  and  another  against  PacifiCare  of 
Texas,  Inc.  The  third  lawsuit  names 
Aetna  US  Healthcare,  Inc;  Aetna 
! Health  Plans  of  North  Texas,  Inc;  NYL- 
1,  Care  Health  Plans  of  the  Southwest, 
i Inc;  and  NYLCare  Health  Plans  of  the 
Gulf  Coast,  Inc.  Aetna  bought  NYLCare 
ij  in  July  1998  but  has  not  integrated  it 
i|  fully  into  its  operations. 

I Medical  decisions  are  “reserved  for 
! patients’  doctors,  and  those  doctors 
[ should  not  be  manipulated  by  the 
li  HMOs,”  Mr  Morales  said  in  a December 
|t  statement  announcing  the  lawsuit.  Mr 
' Morales  asked  the  court  to  prohibit  the 
|i  HMOs  from  continuing  these  activities 
i and  to  order  them  to  pay  civil  penal- 
j ties,  attorney’s  fees,  and  court  costs. 

TMA  member  surveys  consistently 
have  shown  that  many  HMOs  have  been 
ignoring  the  new  laws.  Bringing  their 
noncompliance  to  the  attention  of  state 
I authorities  has  been  a high  TMA  priority. 

I “Over  the  past  several  years,  our 
physicians  and  their  patients  have  fre- 
quently expressed  concerns  about  man- 
aged care  contract  provisions  that  raised 
the  possibility  of  financial  conflict,”  said 
j TMA  President  John  P.  Howe  III,  MD. 
“Physicians  have  been  knocking  on  the 
health  plans’  doors  for  years,  offering  to 
review  contracts  that  contain  financial 
incentives  and  to  help  develop  payment 
systems  that  allow  doctors  to  advocate 
for  their  patients’  medical  care.  If  the 
HMOs  had  answered  the  door,  these 
lawsuits  might  have  been  avoided.” 

Although  Mr  Morales’  staff  had  been 
in  negotiations  with  the  defendant  plans 
: for  months,  the  lawsuits  took  many  ob- 


servers by  surprise,  coming  as  they  did 
just  weeks  before  Mr  Morales  left  office. 
And  while  the  future  of  the  cases  re- 
mains unknown  — they  could  be  settled 
or  litigated  — the  very  fact  that  the  at- 
torney general’s  office  filed  them  brings 
hope  that  alleged  managed  care  abuses 
may  not  continue  unabated. 

When  profits  are 
the  bottom  line 

Medicine  has  long  asserted  that  many 
HMOs  have  an  unseemly  bent  toward 


putting  profits  before  patients.  Texas 
was  the  first  state  to  outlaw  the  indus- 
try’s practice  of  penalizing  physicians 
for  spending  too  much  money  on  their 
patients. 

In  the  attorney  general’s  cases,  all  six 
HMOs  have  been  charged  with  violating 
the  1997  law  by  using  various  illegal  fi- 
nancial arrangements  in  their  contracts 
with  physicians.  In  all  three  lawsuits, 
this  exact  wording  is  found:  “Through 
these  arrangements,  [Aetna,  Humana, 
PacifiCare,  NYLCare]  attempts  to  induce 
its  contracting  physicians  to  limit  treat- 
ment to  members  in  order  to  maximize 
their  profits.  These  incentive  arrange- 
ments act  as  an  inducement  to  limit 
medically  necessary  services.  . . .” 

Texas  Medicine  spoke  with  Aetna, 
Humana,  and  PacifiCare  officials,  who 
dispute  the  allegations.  “We  categori- 
cally deny  that  we  are  doing  anything 
wrong,”  said  Tony  Salters,  spokesper- 
son for  PacifiCare  of  Texas,  Inc.  “The 
way  we  do  business  with  our  physicians 
and  draw  up  our  contracts,  we  believe, 
is  in  compliance  with  what  the  federal 
and  regulatory  agencies  say  we  can  do.” 

Humana  Health  Plan  of  Texas,  Inc, 
spokesperson  Ross  McLerran  said  that 
all  of  Humana’s  physician  contracts 
have  been  reviewed  and  approved  by 


the  Texas  Department  of  Insurance 
(TDl)  and  the  Health  Care  Financing 
Administration.  “We  believe  those  con- 
tracts provide  incentives  for  appropri- 
ate care  and  service.” 

The  HMOs  say  the  lawsuits  were  un- 
expected. Former  Insurance  Commis- 
sioner Elton  Bomer,  in  addition  to 
monitoring  HMO  contracts,  created  a 
task  force  last  summer  to  develop  poli- 
cies and  guidelines  for  HMO  compli- 
ance. Mr  Salters  said  no  resolution  had 
come  out  of  the  meetings  before  Mr 


Bomer  left  office  and  that  they  have 
been  left  hanging.  About  the  same 
time,  the  attorney  general  filed  suit. 
“That’s  what  caught  everyone  off 
guard,  because  we  were  looking  for 
some  type  of  response  back  from  what 
had  been  going  on  in  the  [TDI]  round- 
table discussions,”  Mr  Salters  said. 

Aetna  spokesperson  Jill  Griffiths  says 
Mr  Morales’  lawsuit  came  as  a complete 
surprise,  especially  because  Aetna  had 
been  working  closely  with  his  office 
since  last  April  and  had  opened  its  op- 
erations for  inspection.  “We  believe  that 
we  complied  with  the  vast  majority  of 
issues  raised  by  the  attorney  general,” 
she  said,  including,  for  example, 
Aetna’s  across-the-board  acceptance  of 
the  “prudent  layperson”  definition  of 
emergency  care.  Ms  Griffiths  takes  spe- 
cial exception  to  the  lawsuit’s  accusa- 
tion that  some  of  Aetna’s  physician 
contracts  include  gag  clauses,  which 
she  says  do  not  exist. 

A former  official  in  Mr  Morales’  ad- 


Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  infor- 
mation on  selected  topics.  These  articles  are  pub- 
lished with  the  understanding  thatTMA  is  not  engaged 
in  providing  legal  advice.  When  dealing  with  specific 
legal  matters,  readers  should  seek  assistance  from 
their  attorneys. 


“Physicians  have  been  knockinj 
on  the  health  plans’ doors  for  years,  offering  to 
review  contracts  that  contain  financial  incentives  and 
to  help  develop  payment  systems  that  allow  doctors 


to  advocate 


or  their  patients’ medical  care.’’ 
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ministration  who  did  not  wish  to  be 
identified  told  Texas  Medicine  that  nego- 
tiations between  the  attorney  general’s 
office  and  the  HMOs  had  been  ongoing 
for  months  before  the  suits  were  filed. 
The  HMOs  were  given  the  opportunity 
to  “clean  up  their  acts,”  the  source  said, 
but  kept  lagging.  They  then  were  given 
a deadline,  then  an  extension  of  the 
deadline,  but  when  they  missed  it,  the 
source  says,  Mr  Morales  filed  suit. 

False  claims 

All  six  HMOs  also  have  been  charged 
with  deceptive  trade  practices  for 
telling  their  members  one  thing  and 
doing  another.  None  of  them  allegedly 
disclose  to  their  members  the  nature  of 
their  financial  incentive  arrangements 
with  physicians,  for  instance. 

All  six  have  been  charged  with  giv- 
ing their  members  false,  misleading,  or 
deceptive  information  about  emer- 
gency care  services.  Humana  is  charged 
with  telling  members  that  medical  ne- 
cessity decisions  will  be  made  by  the 
member’s  primary  care  physician  or,  in 
emergency  situations,  by  the  attending 
physician,  when  Humana  allegedly 
bases  coverage  decisions  on  its  own  de- 
terminations of  medical  necessity. 

The  suit  says  PacifiCare  tells  members 
that  emergency  services  are  covered,  but 
it  allegedly  fails  to  disclose  that  Pacifi- 
Care will  determine  after  the  fact 
whether  a member  really  had  an  emer- 
gency. PacifiCare  also  allegedly  repeat- 
edly denies  emergency  care  claims  based 
on  a member’s  failure  to  get  prior  au- 
thorization, even  though  it  tells  members 
no  prior  authorizations  are  required. 

Aetna’s  and  NYLCare’s  member  mate- 
rials also  say  that  no  prior  authorization 
for  emergency  care  is  required  and  that 
emergency  care  outside  the  covered  area 
will  be  paid  for,  the  lawsuit  says.  But  the 
materials  allegedly  fail  to  add  that  emer- 
gency care  claims  will  be  denied  without 
prior  authorization  and  when  the  care  is 
rendered  outside  the  service  area. 

All  the  rest 

Although  each  HMO  is  charged  with 
doing  it  somewhat  differently,  all  are 
accused  of  misleading  members  about 
who  actually  makes  medical  necessity 
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decisions  about  their  care.  The  six 
HMOs  allegedly  tell  patients  that  their 
physicians  have  that  authority  when,  in 
fact,  the  HMOs  do  not  bind  themselves 
to  the  physicians’  decisions. 

Additionally,  Humana,  Aetna,  and 
NYLCare  are  accused  of  misrepresenting 
the  availability  of  specialist  physicians. 
Humana  also  allegedly  misrepresents 
the  manner  in  which  referrals  are  made. 
And  the  lawsuit  says  Aetna,  NYLCare, 
and  PacifiCare  do  not  appropriately  han- 
dle medical  claims. 

Not  the  first  time 

The  lawsuits  are  high-profile  cases 
against  some  of  the  largest  players  in 
the  Texas  HMO  industry,  but  they  are 
not  the  first  filed  under  the  law  forbid- 
ding illegal  physician  contracts.  Last 
June,  a state  judge  ordered  Harris 
Methodist  Health  Plan,  a dominant 
health  care  provider  in  North  Texas,  to 
end  its  contracts  with  physicians  that 
penalized  them  for  providing  medical- 
ly necessary  care.  Harris  had  been  on 
the  receiving  end  of  three  such  law- 
suits, and  it  was  the  third  one,  a class 
action  suit  filed  by  hundreds  of  physi- 
cians, in  which  the  judge  ordered 
Harris  to  rewrite  its  contracts  with  all 
of  its  physicians.  TMA’s  Office  of  the 
General  Counsel  filed  four  “friend  of 
the  court”  briefs  supporting  the  physi- 
cians in  that  case.  Mr  Bomer  also  fined 
Harris  $100,000  and  ordered  it  to 
repay  $3.4  million  to  physicians  in 
penalties  and  lost  bonuses. 

Many  Texas  physicians  view  these 
lawsuits  as  a victory  in  medicine’s 
struggles  to  hold  managed  care 
accountable  for  its  practices,  and  hope 
that  Mr  Cornyn  continues  to  enforce 
vigorously  the  1997  managed  care 
reforms.  “We  support  the  medical  code 
of  ethics  that  requires  physicians  to  be 
free  of  financial  conflicts  that  may 
affect  their  clinical  objectivity,”  Dr 
Howe  said.  “And  while  there  are  health 
plans  in  Texas  that  adhere  fully  to  the 
letter  and  spirit  of  those  1997  reforms, 
Texas  physicians  are  opposed  inalter- 
ably  to  any  financial  scheme  that  inter- 
feres with  our  ability  to  provide  proper 
medical  care  to  our  patients.”  ★ 
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PO  Box  41134 

Houston,  Texas 
77241-1134 

Phone 

281  890  9660 
Fax 

281  890  5983 
Pager 

281  288  1988 
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'mV^YOU  BEEN  SCHEDULted  I^OR  AN 
INBIERENDENT’*  MEDICAL  EXAMINATION  (! 
BYYOUR  INSURANCE  COMPANY?  ' 


We  have  successfully  handled  and  are  currently  handling  cases 
based  on  insurance  companies'  refusals  to  pay  long  term  disability 
benefits.  We  have  obtained  favorable  settlements  in  these  cases  even 
where  the  client  had  a mental,  nervous,  or  emotional  disorder, 
including  drug  or  alcohol  dependence.  Of  course,  results  obtained 
depend  on  the  facts  of  each  case.  If  your  insurance  carrier  has 
stopped  paying  benefits  or  has  denied  your  long-term  disability 
claim,  you  may  wish  to  consult  with  an  attorney  experienced  in  these 
matters.  Your  confidential  inquiries  are  welcome,  and  there  is  no 
charge  for  the  initial  consultation.  Contact  either: 


Jim  Mallios 

Mallios  & Associates,  P.C. 
1607  West  Avenue 
Austin,  TX  78701 
(800)  966-6766  or 
(512)499-8000 
e-mail:  mallios@texas.net 


Joe  K.  Longley 
Longley  & Maxwell,  LLP 
1609  Shoal  Creek  Blvd.,  Ste.  100 
Austin,  TX  78701 
(800)  792-4444  or 
(512)477-4444 
e-mail:  jklongley@msn.com 


Not  certified  by  the  Texas  Board  of  Legal  Specialization. 
This  ad  paid  for  by  lim  Mallios  and  |oe  K.  Longley. 
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Physicians  share  their  stories  of 
recovery  and  prevention.  By  Johanna 
Franke,  Associate  editor.  In  today’s  world 
of  stress  sufferers,  not  everyone  is  equal. 
Just  by  entering  the  medical  profession, 
physicians  throw  themselves  into  a higher 
stress  bracket,  and  this  bracket  comes 
complete  with  greater  consequences. 
Addiction  and  burnout  are  two  of  these 
consequences,  but  they  don’t  have  to  be. 


Cover  Story  Part  One 
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PHR  proq^ram  helps  physicians 
save  theinives  and  careers. They 
were  trained  to  help  and  heal  peo- 
ple, but  instead  they  found  them- 
selves in  desperate  need  of  help  to 
escape  the  grip  of  drugs  and  alcohol. 
Now,  thanks  to  assistance  from  a 
special  Texas  Medical  Association 
program  that  has  helped  many  oth- 
ers  like  them,  two  Texas  physician 
addicts  have  completed  drug  pro- 
grams successfully  and  stMl  are 
practicing  medicine. 

In  the  end,  they  were  the  lucky 
ones.  For  too  many  physicians,  ad- 
diction to  drugs  or  alcohol  — often 
caused  by  the  stress  of  modern 
medicine  — leads  to  suicide. 

“Every  year  it  takes  about  two  complete  classes  of  medical 
students  to  replace  the  number  of  physicians  who  commit 
suicide,”  said  Abraham  Verghese,  MD,  a professor  of  medi- 
cine and  chief  of  infectious  diseases  at  Texas  Tech  University 
Health  Sciences  Center  in  El  Paso.  “It’s  almost  200  students. 
The  most  common  cause  of  premature  death  among  physi- 
cians is  suicide,  and  half  of  those  suicides  are  related  in  some 
way  to  drug  abuse  or  addiction,”  he  said. 

Dr  Verghese  has  seen  firsthand  the  desperation  of  a 
drug-addicted  physician  and  what  it  can  lead  to.  He  has 
written  a book  about  the  experience.  The  Tennis  Partner:  A 
Doctor’s  Story  of  Friendship  and  Loss,  and  will  discuss  it  dur- 
ing the  May  6 general  session  at  TexMed  ’99  (see  “TexMed 
’99  Offers  Education,  Recreation,”  pp  20-23). 

David  Smith,  MD,  was  a recovering  intravenous  cocaine 
addict  when  he  met  Dr  Verghese  at  Texas  Tech  in  El  Paso. 
They  became  fast  friends  because  of  their  common  passions 
for  medicine  and  tennis.  But  Dr  Smith  soon  succumbed  to  his 
addiction,  or  his  “disease  of  secrecy  and  aloneness,”  as  Dr 
Verghese  described  it.  When  Dr  Smith  committed  suicide.  Dr 
Verghese  says,  he  made  a final  statement  that  is  at  the  core 
of  addiction:  “I  walk  alone.  I take  my  secrets  with  me.” 

But  physician  recovery  rates  are  higher  than  in  any  other 
profession  because  once  they’re  caught,  doctors  lose  their  li- 
censes, Dr  Verghese  said.  “For  so  many  physicians,  it  is  not 
just  their  livelihood,  it  is  who  they  are.  Their  whole  identity 
is  wrapped  up  in  this  profession,  so  there’s  a tremendous  in- 
centive to  get  sober,  to  get  straight,  and  to  rehabilitate.” 


Ruin  and  redemption 

The  stories  told  by  two  Texas  physicians  are  examples  of  how 
TMA’s  Committee  on  Physician  Health  and  Rehabilitation 
(PHR)  can  help  doctors  (see  “TMA  Advantage,”  p 47). 
(Continued  on  p 46) 


44 


Texas  Medicine  -k  March  1999 


www.texmed.org 


Cover  Story  Part  Two 


By  George  Bohmfalk,  MD.  After 
; practicing  neurosurgery  for  18  years 
inTexarkana,  I quit  about  a year  and  a 
^ half  ago.  I reckon  there  may  be  a half- 
; dozen  reasons  that  physicians  keep 
, practicing  beyond  15  or  so  years,  and 
a million  reasons  to  quit.  The  first, 
, and  perhaps  the  only  good  one  to 
continue,  is  the  love  for  it.  A second 
could  be  a sense  of  moral  obligation 
or  duty  to  society,  a payback  Tor  all 
that  training  we  received.  A less 
magnanimous  reason  may  be  the 
^ maferial  trappings,  a reluctance  to 
surrender  the  lifestyle  that  generally 
accompanies  this  line  of  work.  An- 
other could  be  the  prestige  and  es- 
teem that  most  of  us  enjoy.  There 
may  be  pressures,  subtle  or  not  so 
j subtle,  from  spouses  and  other  fam- 
|ily  members  who  enjoy  and  don’t 
want  to  give  up  the  last  two.  Finally, 
some  friends  tell  me  they’d  quit  bui 
they  don’t  know  what  else  they’d  do. 

of  the  myriad  reasons  to  quit,  one  mainly  hears  about 
lawsuits,  suffocating  paperwork,  the  perverseness  of  man- 
aged care,  threatened  incomes,  and  loss  of  autonomy.  I did 
i not  really  have  major  problems  with  those. 

I I really  loved  practicing  for  the  first  10  or  12  years.  By  the 
time  I realized  that,  in  the  aggregate,  I didn’t  love  it  anymore, 
the  only  reason  to  continue  was  this  sense  of  obligation,  like 
I practicing  was  what  I was  supposed  to  do.  The  other  consid- 
erations fortunately  weren’t  really  factors  for  me  or  my  family. 

In  the  process  of  examining  whether  I was  burned  out, 
crazy  to  give  up  such  a successful,  honorable,  and  lucrative 
practice,  or  whether  Reason  No.  2,  “the  moral  obligation  is- 
sue,” was  compelling  enough  to  keep  me  going,  I spoke  with 
a friendly  psychiatrist.  In  his  opinion,  burnout  involves  some 
: amount  of  depression,  such  that  one  may  treat  the  depres- 
sion and  get  docs  back  in  the  saddle,  if  in  some  different 
practice  arrangement  than  before.  He  differentiated  my  non- 
1 depressed  situation,  which  for  lack  of  a better  term  may  be 
\ called  “tired  of,”  from  burnout.  As  for  Reason  No.  2,  we 
j agreed  that  martyrs  probably  don’t  make  the  best  physicians. 
; One  unresolved  issue  is  whether  I would  have  been  so  eager 
I to  quit  had  1 not  had  another  career  interest.  1 wonder  whether 
j that  interest  has  been  artificially  magnified  by  my  desire  to  leave 
i medicine  or  whether  that  genuine  interest  magnified  my  dissat- 
\ isfaction  with  medicine.  I thought  for  a long  while  that,  if  I could 
! limit  my  practice  to  only  the  “good  stuff”  that  I still  enjoyed 
■ (Continued  on  p 48) 
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(Continued  from  p 44) 

The  first  physician,  who  wishes  to  remain  anonymous, 
turned  to  drugs  and  alcohol  for  relief  from  stress  caused  by  a 
divorce,  a new  marriage,  a new  baby,  and  the  construction  of 
a new  house.  “It  was  certainly  a bad  decision,  but  one  of  the 
subtleties  about  drugs  and  alcohol  is  that  we  convince  our- 
selves that  it  was  a good  decision,  and  we  continue  to  use 
drugs  in  the  face  of  ever-increasing  prob- 
lems. It’s  a process  called  denial.” 

As  an  anesthesiologist,  this  physician 
had  easy  access  to  narcotics  and  hallucino- 
gens. As  a doctor,  he  believed  he  had  all 
the  answers.  “Society  pumps  us  up  and 
puts  us  on  a pedestal,”  the  physician  said. 

“We  don’t  like  to  ask  for  help.  I felt  like  I 
was  totally  self-sufficient.” 

Though  his  addiction  lasted  only  8 
months,  it  was  fast-paced.  Soon  the  physi- 
cian’s colleagues  had  consulted  TMA  PHR  committee  mem- 
bers, who  broke  through  the  physician’s  denial  and  made 
him  really  look  at  his  disease.  He  was  taken  immediately  to 
a treatment  center,  from  which  he  called  his  parents. 

“You  can’t  imagine  what  it  feels  like  to  be  your  mom  and 
dad’s  hero  because  you  got  into  medical  school  and  you  made 
it  all  the  way,”  the  physician  said.  “I’m  almost  in  tears  now 
thinking  about  the  fact  that  I had  to  call  them  on  the  phone  and 
say,  ‘I’m  in  a drug  treatment  facility  because  I’m  a drug  addict.’” 

After  a relapse,  another  divorce,  the  loss  of  his  house,  and 
2/4  months  of  treatment,  the  physician  was  clean  and  sober 
and  still  had  his  medical  license. 

“The  PHR  committee  acted  as  a buffer  between  me  and 
the  Texas  State  Board  of  Medical  Examiners  (TSBME),”  he 
said.  “The  committee  took  the  problem  over  at  the  local 
level,  monitored  me,  and  made  assessments  that  the  board 
wouldn’t  have  been  able  to  do  from  Austin.” 

Today,  the  physician  deals  with  stress  by  using  what  he’s 
learned  in  12-step  meetings,  which  require  him  to  accept 
that  there’s  some  mystery  in  life  that  he  will  never  under- 
stand. “I  had  to  give  up  on  understanding,  which  is  really 
tough  for  many  physicians  because  we  were  trained  for  4 
years  in  medical  school  to  understand  everything.” 

The  physician  also  reminds  himself  of  a quote  in  the  book 
Alcoholics  Anonymous,  “There  is  a principle  which  is  a bar 
against  all  information,  which  is  proof  against  all  argument 
and  which  cannot  fail  to  keep  a man  in  everlasting  ignorance 
— that  principle  is  contempt  prior  to  investigation.” 

To  other  doctors  struggling  with  addiction,  the  physician 
said,  “You  need  to  be  willing  to  reach  for  help  because  help 
is  there.  People  do  care  and  people  want  to  help,  but  you 
have  to  get  past  the  pride,  the  fear,  and  the  ego.” 

Though  the  PHR  committee  members  were  initially  “the 
enemy,”  the  physician  says  he  appreciates  the  assistance  they 
provided  him.  “I’m  extremely  thankful  that  these  people  cared 
enough  to  be  in  that  position  because,  if  you  look  at  it,  it’s  a 
tough-love  place.  These  guys  aren’t  on  any  kind  of  power  trip.” 

In  fact,  Herbert  C.  Munden,  Jr,  MD,  a former  TMA  PHR  com- 
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mittee  member  who  continues  to  do  interventions  with  his  local 
PHR  committee  members,  was  once  in  that  physician’s  place. 

Despite  acquiring  an  addiction  to  alcohol  and  drugs  be- 
fore he  graduated  from  high  school.  Dr  Munden  was  able  to 
maintain  high  marks  through  college  and  medical  school  and 
do  well  in  a family  practice  residency.  By  then,  he  was  abus- 
ing amphetamines,  narcotics,  marijuana,  and  alcohol. 


“I  decided  to  quit  my  residency  and  the  stress  of  it,”  Dr 
Munden  said.  “By  then,  I knew  there  was  a problem,  but  I 
called  it  residency,  and  I called  it  my  family,  which  was  rid- 
dled with  alcoholism  and  drug  addiction.” 

In  1978,  Dr  Munden  took  over  a family  practice  in  Elgin  and 
promised  himself  he’d  quit  abusing  drugs,  as  he  was  about  to  get 
married  and  start  a family.  But  the  first  day  on  the  job,  he  re- 
ceived the  key  to  the  narcotics  box  and  started  using  again.  “I  had 
a briefcase  that  I took  to  work  and  I never  had  anything  in  it,”  Dr 
Munden  said.  “But  I always  cleaned  out  every  controlled  sub- 
stance that  I could  get  my  hands  on  — it  was  my  controlled  sub- 
stance briefcase.  And  if  I worked  a minor  emergency  center.  I’d 
steal  everything  there.  I’m  not  proud  of  it  today.  It’s  really  sick.” 

Two  children  and  4 years  later.  Dr  Munden’s  life  was  com- 
pletely out  of  control.  He  finally  learned  the  true  definition 
of  a drug  addict  when  he  tried  to  help  a relative  get  sober  by 
participating  in  the  family  member’s  drug  addiction  pro- 
gram. One  of  the  program’s  counselors,  he  says,  “summed  up 
addiction  in  a sentence;  It’s  where  people  continue  to  use 
drugs  despite  adverse  consequences,”  he  said.  “Society  had 
taught  me  that  a drug  addict  was  a homeless  person  behind 
a dumpster  shooting  up  heroine.”  Dr  Munden  learned  that 
he,  too,  could  be  a drug  addict. 

For  the  first  time  in  his  life.  Dr  Munden,  star  student  and 
star  athlete,  faced  something  he  couldn’t  handle.  He  eventu- 
ally hit  bottom  when  he  skipped  his  child’s  birthday  party  to 
hunt  down  some  cocaine.  Two  days  later  on  his  own  birth- 
day, Dr  Munden  decided  to  ask  his  wife  for  help  after  taking 
some  Ecstasy  that  was  given  to  him  as  a present.  His  wife  did 
help  by  standing  by  him  during  his  4-month  stay  at  a drug 
treatment  center. 

Even  though  Dr  Munden  was  a “bad  patient”  at  first,  he 
soon  realized  that  “this  was  serious  business.”  He  learned  he 
had  a disease.  “If  there  was  anything  that  I got  out  of  that  ex- 
perience, it  was  to  understand  that  I was  sick,”  he  said.  “I 
was  not  a bad  person.  I didn’t  have  a lack  of  will  power.” 

While  in  treatment.  Dr  Munden  was  confronted  with  the 
damage  his  addiction  had  done.  A social  worker  pelted  him  with 


“You  need  to  be  willing  to  reach  for  help 
because  help  is  there.  People  do  care  and 
people  want  to  help,  but  you  have  to  get  past 
the  pride,  the  fear,  and  the  ego.” 
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questions  until  he  cut  her  off  with,  “You  need  to  go  talk  to  my 
roommate.  This  guy  is  violent  and  beat  the  hell  out  of  his  wife. 
You’re  asking  me  all  of  this  garbage  and  I’m  real  tired  of  it.” 

The  social  worker  responded  with,  “Then  1 want  you  to 
tell  me  where  you  were  for  your  children.  Tell  me  where  you 
were  for  your  wife.  Where  were  you  for  your  patients?”  Dr 
Munden  couldn’t  answer  those  questions. 

Once  he  returned  home  clean  and  sober, 

Dr  Munden  was  rejected  by  a multitude  of 
managed  care  plans  because  of  his  drug 
history.  When  he  called  a former  therapist 
to  talk  about  his  travails,  he  was  told  he 
could  be  either  part  of  the  problem  or  part 
of  the  solution.  Dr  Munden  chose  to  be 
part  of  the  solution  and  joined  his  local 
PHR  committee,  for  which  he’s  partici- 
pated in  nearly  50  interventions. 

“Being  on  the  committee  is  incredibly 
important  to  me  today,”  he  said.  “I’ve  watched  these  guys  go 
from  strung-out  addicts  to  clean  and  sober  physicians.  We’re 
the  people  who  can  help  you  before  word  gets  out.” 

Under  state  law  and  TSBME  guidelines,  physicians  are  dis- 
ciplined for  intemperate  use  of  alcohol  or  other  drugs  when  the 
board  believes  such  use  could  endanger  the  lives  of  patients. 

“This  does  not  mean  that  the  board  is  not  supportive  of 
physicians  receiving  proper  treatment,”  said  San  Antonio 
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ophthalmologist  Robert  N.  Jones,  MD,  chair  of  TMA’s  Com- 
mittee on  Physician  Health  and  Rehabilitation.  “In  fact,  quite 
the  opposite  is  true.  A physician  who  voluntarily  comes  for- 
ward and  self-reports  intemperate  use  of  alcohol  or  other 
drugs  may  be  eligible  for  a confidential  rehabilitation  order.” 

Under  this  law,  physicians  who  are  issued  confidential  re- 
habilitation orders  and  continue  to  be  in  recovery  may  not 


have  the  fact  of  their  rehabilitation  become  part  of  profes- 
sional liability  lawsuits.  “Even  physicians  who  are  disciplined 
are  given  the  opportunity  to  receive  treatment  and  regain 
their  medical  licenses,”  Dr  Jones  said. 

PHR  committees  act  autonomously  of  the  board;  however, 
physicians  are  provided  information  so  that  an  informed  de- 
cision can  be  made  as  to  whether  to  self-report  to  the  board. 
Physicians  referred  to  PHR  committees  who  do  not  comply 


“I  tiad  a briefcase  that  I took  to  work  and  I never 
had  anything  in  it.  But  I always  cleaned  out  every 
controlled  substance  that  I could  get  my  hands  on 
— it  was  my  controlled  substance  briefcase.” 


I MA  Advantage: 

Committee  on  Physician  Health  and  Rehabilitation  resources 


HOTLINE 

Texas  Medical  Association’s  Committee  on 
Physician  Health  and  Rehabilitation  (PHR) 
offers  physicians  the  assistance  they  need  to  battle  drug 
or  alcohol  addiction,  depression,  senility,  or  other  prob- 
lems that  may  disrupt  their  professional  and  personal 
lives.  The  PHR  committee  is  an  advocate  for  these  physi- 
cians, and  all  referrals  are  confidential.  For  help,  call  the 
PHR  committee  hotline  at  (800)  880-1640  or  (512)  370-1640. 

COURSES 

Physicians  needing  1 hour  of  ethics  continuing  medical 
education  (CME)  Category  1 credit  toward  the  American 
Medical  Association  Physician’s  Recognition  Award  can 
participate  in  one  of  five  PHR  committee  courses  of- 
fered through  meetings,  home  studies,  and  theTMA  Web 
site.  The  ongoing  courses,  which  include  “Physician 
Stress/Burnout,’’  “Alcohol  & Other  Drug  Use  Among 
Physicians,"  “Intervention  for  Physicians  Who  May  Be 
Impaired,"  “How  to  Establish  a Peer  Assistance  Com- 
mittee,” and  “Care  for  the  Caregiver  (Behavioral  & Emo- 
tional Problems),”  can  be  found  on  the  TMA  Web  site  at 


www.texmed.org  under  the  “Continuing  Medical  Educa- 
tion” area  of  the  “Education/CME”  section.  The  courses 
also  are  offered  in  a home  study  format  as  well  as 
through  meetings  with  programs  presented  by  PHR  com- 
mittee regional  educational  team  members  free  of 
charge  to  county  medical  societies,  alliances,  hospital 
staffs,  and  other  groups.  To  obtain  a home  study  course 
or  schedule  a speaker,  call  Linda  Kuhn,  PHR  committee 
coordinator,  at  (800)  880-1300,  ext  1342,  or  (512)  370-1342;  or 
e-mail  linda_k@texmed.org.  Internet  and  home  study 
participants  will  be  charged  a $10  administrative  fee. 

ASSISTANCE  FUND 

The  PHR  committee’s  Physician  Health  and  Rehabilita- 
tion Fund  provides  financial  assistance  to  physicians  who 
cannot  afford  treatment  for  depression,  chemical  depend- 
ency, or  other  problems.  The  fund  also  provides  monetary 
aid  to  physicians’  families  who  need  help  with  short-term 
living  expenses  while  physicians  receive  treatment. 

For  more  information  or  to  make  a donation,  call  Linda 
Kuhn,  PHR  committee  coordinator,  at  (800)  880-1300,  ext 
1342,  or  (512)  370-1342;  or  e-mail  linda_k@texmed.org. 
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with  recommendations  may  be  reported  to  the  board.  If  the 
committee  believes  the  physician  is  posing  a continuing 
threat  to  the  public  welfare  through  the  practice  of  medicine, 
and  the  physician  refuses  to  seek  help,  a mandatory  report  is 
made  to  the  board. 

Though  his  local  PHR  committee  interventions  don’t  al- 
ways run  smoothly.  Dr  Munden  continues  to  do  them  because 
of  the  Alcoholics  Anonymous  saying,  “You  can’t  keep  it  unless 
you  share  it.”  Plus,  the  addicts  he  confronts  are  a constant  re- 
minder of  what  could  happen  to  him  if  he  uses  drugs  again. 

“And  I’m  thankful  that  God  put  me  in  a position  of  being 
a physician  so  that  I can  share,”  he  said.  “There  aren’t  a 
whole  lot  of  people  who  can  help  physicians  unless  they’re 
police  officers  or  the  state  board  of  medical  examiners,  and 
by  then,  it’s  too  late.” 

During  his  treatment.  Dr  Munden  also  learned  what  stress 
is.  “It’s  fear,”  he  said.  “It’s  tomorrow,  the  next  day,  the  next 
year  — it’s  something  you  may  or  may  not  get.  It’s  yesterday. 
It’s  not  now.  The  way  to  begin  to  deal  with  this  word  that  so- 
ciety gave  you  is  to  learn  to  live  in  the  now. 

“I  get  caught  up  in  stress,  too.  Through  that.  I’ve  learned 
that  in  the  middle  of  my  day,  I can  change  my  day  if  1 want  to,” 
Dr  Munden  said.  “I  just  have  to  change  my  attitude.  And  if  I 
place  importance  on  how  much  money  I make  or  what  recom- 
mendations I get  or  what  kind  of  car  I drive.  I’ll  be  unhappy.  If 
I base  my  happiness  on  material  things,  I will  lose  every  time.” 

Dr  Munden  believes  stress  and  burnout  are  the  major  sick- 
nesses of  society,  but  everybody’s  in  denial.  He  wishes  physi- 
cians had  a “Workaholics  Anonymous”  to  help  them  cut  back 
hours  at  the  office  and  bring  them  closer  to  their  families.  “So 
much  of  it  is  about  recognizing  the  problem,  seeing  the  toll  it’s 
taking,  and  being  willing  to  make  some  changes,”  Dr  Munden 
said.  “Being  an  alcoholic  and  drug  addict  is  the  best  thing 
that’s  ever  happened  to  me  because  I’ve  got  my  life  now.” 

Physicians  need  to  remember  that  they’re  human,  and  as 
humans,  they  are  mental,  physical,  and  spiritual.  Dr  Munden 
says.  “You  need  to  take  care  of  all  three.  Learn  how  to  have 
fun.  Play  again.  Put  medicine  third  or  fourth  on  the  list.  Be 
with  your  family.  Watch  your  kids  grow  up.” 

Most  of  all,  physicians  need  to  know  they  have  help.  Dr 
Munden  says.  “I  think  there  are  thousands  and  thousands  of 
doctors  out  there  who  just  don’t  give  a rat’s  ass  whether  they 
live  or  die  because  they’re  so  unhappy,”  he  said.  “And  they 
don’t  have  to  be.” 
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(like  meningiomas,  trigeminal  neuralgia,  carpal  tunnels,  and 
other  fairly  benign,  intellectually  and  technically  challenging 
but  comparatively  low-stress  cases),  I might  want  to  keep 
practicing.  That,  of  course,  is  impractical  with  partners  who 
naturally  want  to  do  the  same  thing. 

As  years  passed,  I found  myself  becoming  less  tolerant  of 
complications  and  bad  outcomes.  The  better  I got,  the  more 
perfection  I demanded  of  myself.  That  seems  to  be  the  pre- 
cise obsessive-compulsive,  always  striving,  never  arriving 
drive  that  produces  and  then  wears  out  some  surgeons.  I 
wonder  if  there  are  only  two  ways  to  continue  in  a stressful 
practice:  miserably,  or  by  developing  a distant  professional 
mien,  detaching  oneself  from  an  emotional  investment  in  the 
patients  and  results.  I couldn’t  do  the  latter,  and  the  former 
was  killing  me. 

I did  feel  that  the  stress  was  literally  going  to  kill  me. 


Recipe 
for  burnout 


Individual  risk  factors  for  burnout 

• Perfectionism 

• Suppression  of  feelings 

• Problems  saying  no  to  excessive  demands 

• Feeling  both  responsible  and  powerless 

• Difficulty  taking  vacations 

• Social  anxiety 

• Low  self-esteem 

• Obsessive-compulsive  personality  traits 

• Unwillingness  to  talk  about  problems 

Common  personality  traits  of  physicians 

• Perfectionism 

• Control  issues 

• Doubt 

• Guilt 

• Self-sacrifice 

• Exaggerated  sense  of  responsibility 

• Difficulty  taking  vacations  and  enjoying  leisure  time 

Expectations  of  physicians 

• Achieve 

• Be  strong 

• Know  everything 

• Don’t  make  mistakes 

• Please  everyone 

Source:  Texas  Medical  Association  Committee  on  Physician  Health  and 
Rehabilitation.  “Physician  Stress/Burnout.”  Home  study  course.  1997:9. 
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Many  times  during  particularly  difficult  or  frustrating  opera- 
tions — even  ones  not  threatening  to  the  patient’s  life,  like 
tough  old  4-hour-long  arthritic  back  operations  in  80-year- 
olds  — 1 thought  1 might  drop  dead  of  a heart  attack  right 
there  at  the  table.  At  the  tender  age  of  50,  with  many  more 
fun  things  to  do  in  life,  that  really  didn’t  appeal  to  me. 

Another  very  powerful  emotion  was  that  1 would  never 
laugh  or  feel  joy  again.  This  usually  ac- 
companied an  especially  bad  result,  such  as 
a person  dying  after  surgery,  when  I,  like 
any  conscientious  surgeon,  would  believe 
that  there  was  something  else  I could  or 
should  have  done.  Countless  times  I left 
the  hospital  convinced  that  1 had  ab- 
solutely no  right  or  ability  to  enjoy  any 
happiness  after  participating  in  such  an  ex- 
ecrable episode.  The  horrible  feeling  always  passed,  usually 
after  no  more  than  24  to  48  hours,  but  each  episode  left  a 
mark.  Maybe  they  finally  added  up. 

At  some  point  a few  years  ago,  I felt  that  I was  being  worn 
out  by  sickness  and  injury.  I was  tired  of  being  faced  with 
pain  to  relieve  and  of  causing  pain  in  the  process.  I had 
enough  blood,  trauma,  crying,  and  dying.  The  cured  all  went 
away  and  took  the  happiness  with  them.  The  failed  and  their 
misery  stayed  around  forever.  I couldn’t  see  that  any  amount 
of  money,  sabbatical,  tort  reform,  or  bureaucratic  relief  could 
remedy  all  of  that. 

A wise  medical  school  professor  told  my  class,  “You  will 


each  see  20,000  patients  during  your  careers.  You  can  choose 
to  see  them  in  15  years  or  30  years.”  Maybe  I saw  my  20,000. 
Despite  predictions  from  some  colleagues  who  bet  that  1 
would  eagerly  be  back  within  6 months,  I am  elated  to  be 
free  of  the  stress  and  burden  of  practicing.  I am  fully  rested 
for  the  first  time  in  too  many  years;  there’s  a lot  to  be  said  for 
long  and  uninterrupted  sleep.  Many  people  have  told  me 


that  1 look  20  years  younger.  There’s  still  not  enough  time  to 
do  all  the  things  I want  to  do,  even  though  it’s  hard  to  say  ex- 
actly what  fills  my  days  and  weeks.  I am  for  sure  smelling  the 
roses,  reading  some  books,  making  some  trips,  tinkering  with 
the  restaurant  business,  and  staring  off  into  deer-filled  woods 
as  I enjoy  an  afternoon  cigar  in  my  hammock.  It’s  not  time 
wasted,  but  fully  savored. 

I don’t  encourage  anyone  to  leave  medicine  if  it’s  what  he 
or  she  loves  to  do,  and  part  of  me  envies  those  still  bound  by 
passion  to  it.  I just  had  to  let  it  go.  * 


Dr  BohmfalK  is  a member  of  the  Texas  Medicine  Editorial  Committee. 


“I  was  tired  of  being  faced  with  pain  to  relieve 
and  of  causing  pain  in  the  process. 

I had  enough  blood,  trauma,  crying,  and  dying.” 


Symptoms 
of  burnout 


Behavioral  Physical 


Tardiness,  absenteeism,  medication  errors 
Poor  record  keeping 
Inefficient  patient  care 
Procrastination,  missing  of  deadlines 
Emotional  outbursts,  tearfulness 
Avoidance  of  interaction  with  people 
Chemical  abuse 

Preoccupation  with  thoughts  of  relocation 
Emotional/psychological 

* Apathy,  boredom,  hopelessness 

* Depression,  anxiety,  poor  concentration 

* Irritability,  critical  attitude 

* Feeling  of  alienation  and  isolation 

* Depersonalization  of  patients 

* Sense  of  low  personal  accomplishment 

* Faulty  thinking  processes 


• Fatigue,  weakness,  dizziness 

• Rapid  pulse,  heart  palpitations 

• Gastrointestinal  complaints 

• Weight  changes 

• Sleep  difficulties 

• Reduced  resistance  to  infection 

• Frequent  or  lingering  illnesses 

• Hypertension 

• Head,  back,  and  muscle  aches 
Spiritual 

• Doubt  in  beliefs/value  system 

• Anger/bitterness  at  your  god 

• Withdrawal  from  higher  power 

Source:  Texas  Medical  Association  Committee  on  Physician  Health  and  Rehabil- 
itation. “Physician  Stress  & Burnout  in  an  Environment  of  Change."  1995. 
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Physicians  have  help  to  prevent 
and  bounce  back  from  burnout. 

Have  you  become  cynical  about  the 
health  care  system,  frequently  find- 
ing fault  with  the  way  things  are?  Are 
you  dragging  at  work  and  dreading 
the  patient  encounter?  Have  you 
been  dwelling  on  the  amount  of 
money  you  have  saved  or  you  are 
making?  Do  you  drink  alcohol,  smoke 
cigarettes,  or  eat  more  than  is  normal 
for  you?  Have  you  strongly  consid- 
ered leaving  medicine  for  another 
career  lately?  Do  you  find  yourself 
taking  your  frustrations  out  on  your 
spouse  or  family  members?  If  you 
answered  most  of  these  questions  in 
the  affirmative,  you’re  probably  on 

your  way  to  burnout 


Anatomy  of  physician  stress 

Wayne  M.  Sotile,  PhD,  a clinical  psy- 
chologist from  Winston-Salem,  NC, 
says  we’ve  entered  a very  interesting 
time  in  medicine.  “Record  numbers  of 
physicians  are  saying  that  they  would 
not  recommend  medicine  as  a career, 
and  record  numbers  are  claiming 
they’re  going  to  drop  out,  particularly 
those  over  age  55,”  said  Dr  Sotile, 
who,  with  his  wife,  Mary,  will  be  speaking  in  May 
at  TexMed  ’99,  TMA’s  annual  meeting  (see  “TexMed 
’99  Offers  Education,  Recreation,”  pp  20-23).  “But 
at  the  same  time,  record  numbers  of  medical  stu- 
dents are  entering  medical  training.  I think  this  is  the 
most  stressful  time  for  medical  families  ever,”  he  said. 

Along  with  regular  stressors,  physicians  suffer  from 
“success  stress,”  said  Edgar  P.  Nace,  MD,  a Dallas  psy- 
chiatrist and  former  chair  of  TMA’s  Committee  on  Physi- 
cian Health  and  Rehabilitation  (PHR).  Physicians  with 
“success  stress”  have  a hard  time  saying  no  and  take  on 
large  and  more  responsibilities.  “All  of  this  is,  in  some  ways,  grat- 
ifying,” Dr  Nace  said.  “But  on  the  other  hand,  there’s  stress  to  it.” 
Dealing  with  life-and-death  situations,  time  pressures,  and 
chronic  fatigue  also  add  to  a doctor’s  stress  (see  “Additional 
Stressors  Unique  to  the  Medical  Profession,”  opposite  page). 

“I  think  every  physician  experiences  stress,  and  most  of 
the  time  it’s  normal  stress  and  is  managed  effectively,”  Dr 
Nace  said.  “But  if  stressors  increase  or  if  the  person’s  capac- 
ity to  deal  with  stress  decreases,  then  that  physician  is  sub- 
ject to  burnout,  which  is  a situation  that  develops  before 
diagnosable  conditions  emerge,  such  as  depression,  anxiety 
disorders,  or  substance  abuse.” 
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Recent  articles  in  The  New  England  Journal  of  Medicine  and 
Hippocrates  say  the  old  problem  of  physician  stress  and 
burnout  has  been  compounded  recently  by  loss  of  autonomy, 
payment  delays,  denial  of  claims,  heavier  workloads,  and  less 
time  for  patients.  This  has  led  to  shorter  life  spans  and  ele- 
vated rates  of  substance  abuse  and  alcoholism  among  physi- 
cians compared  with  comparable  socioeconomic  groups. 

Dr  Sotile’s  formula  for  physician  burnout  combines  exces- 
sive workloads,  expanded  roles,  and  lack  of  support  systems. 

“Physicians  now,  as  always,  work  harder  than  any  other 
profession,”  he  said.  Three  times  more  physicians  work  60- 
plus  hours  a week  than  workers  in  other  professions  do.  More 
than  20%  of  physicians  work  more  than  80  hours  a week.  Dr 
Sotile  says. 

As  far  as  the  most  stressed-out  specialty.  Dr  Sotile  lists 
neurosurgeons  (see  “I  Just  Had  to  Let  It  Go,”  pp  45-49)  and 
cardiovascular  surgeons  as  the  specialists  who  are  required  to 
do  more  “mass  work,”  with  tasks  such  as  18-hour  operations. 
“But  my  wife  and  I have  treated  just  as  many  dermatologists, 
who  are  supposedly  on  the  bottom  of  the  scale  in  terms  of 
objective  measures  of  stress,”  he  said. 

Today,  physicians  must  juggle  many  roles  on  top  of  the 
many  hours  they  work  in  a day.  During  the  past  15  years, 
more  women  have  entered  the  work  force  and  men  have  be- 
come more  involved  in  their  families.  More  than  40%  of 
medical  school  students  are  women,  so  ‘“the  doctor  and  his 
wife’  simply  does  not  describe  the  majority  of  physician  mar- 


Additional  stressors  unique 
to  the  medical  profession 


Stressors  anticipated  when  choosing  the  profession 

Pressures  of  time;  long  years  of  preparation 
Inherent  uncertainty  involved  in  patient  care 

• Chronic  fatigue 

• Dealing  with  life  and  death  or  difficult  issues 
Difficult,  demanding,  or  chronically  ill  patients 

• Maintaining  clinical  competence 

Unanticipated  stressors 

Government  regulation 

• Third-party  intrusions 

• Increase  in  malpractice  litigation 

• Pressure  to  practice  defensive  medicine 
Diminished  public  image  of  physicians 

• Breakdown  of  patient-physician  relationship 

• Inadequate  support  personnel 
Fear  of  violent  patients 
Decreased  compensation 

Source:  Texas  Medical  Association  Committee  on  Physician  Health  and 
Rehabilitation.  '^Physician  Stress/Burnout.''  Home  study  course.  1997:5-6. 


riages  any  more,”  Dr  Sotile  said.  With  his  wife.  Dr  Sotile  has 
written  two  books  on  medical  marriages.  The  Medical  Mar- 
riage: A Couple’s  Survival  Guide  and  Supercouple  Syndrome: 
How  Overworked  Couples  Can  Beat  Stress  Together. 

Women  physicians  are  having  an  especially  difficult  time 
with  expanding  roles  as  they  try  to  express  their  femininity 
without  losing  power,  prestige,  or  respect  in  their  profession 
or  their  homes.  Dr  Sotile  says.  Female  physicians  need  to  in- 
corporate femininity  into  their  lives  to  be  whole  people,  “but 
that’s  very  difficult  when  you’re  working  80  hours  a week  in 
a male-dominated  arena,”  he  said. 

The  multiple  hours  and  multiple  roles  contribute  greatly  to 
physician  stress,  but  probably  the  most  heartbreaking  ingredi- 
ent of  burnout  is  the  decrease  in  support  and  respect  for  physi- 
cians from  society.  “Physicians,  almost  universally,  are  caring 
people.  They’re  programmed  personality-wise  to  please  others 
and  try  as  hard  as  they  can  to  be  perfect,”  Dr  Sotile  said.  “I’ve 
seen  what  happens  to  physicians  when  they’ve  delivered  care 
out  of  the  goodness  of  their  hearts  only  to  have  it  turned 
around  in  some  way  and  become  somebody’s  lawsuit.” 

Doctors  are  lacking  professional  and  community  support 
systems  because  they  don’t  feel  comfortable  talking  about 
stress  and  burnout  with  colleagues.  “It’s  hard  for  doctors  to 
acknowledge  their  vulnerability,”  Dr  Nace  said.  “They  like  to 
take  care  of  everything  themselves,  and  this  is  not  a good 
strategy  for  health.” 

This  type  of  thinking  is  drilled  into  future  physicians  upon 
entering  medical  school,  says  Abraham  Verghese,  MD,  a pro- 
fessor of  medicine  and  chief  of  infectious  diseases  at  Texas 
Tech  Health  Sciences  Center  in  El  Paso.  Dr  Verghese,  author 
of  the  books  The  Tennis  Partner:  A Doctor’s  Story  of  Friendship 
and  Loss  and  My  Own  Country:  A Doctor’s  Story,  will  speak  at 
TexMed  ’99  in  May  (see  “God  Is  in  the  Details,”  pp  16-17). 

“We  have  the  strange  paradox  of  students  coming  into 
medicine  with  a great  deal  of  ability  to  imagine  the  suffering 
of  patients  and  being  very  capable  of  expressing  emotions,” 
Dr  Verghese  said.  “But  there’s  something  about  the  Citadel- 
like quality  of  medical  training  — only  the  fittest  survive  — 
that  creates  the  situation  where  they’re  not  really  encouraged 
to  talk  about  their  emotions  at  witnessing  the  kind  of  car- 
nage that  they  witness  in  the  hospital  every  day.  And  they 
just  sort  of  bottle  it  in.” 

Stress  can  cause  physicians  to  become  more  withdrawn 
emotionally  from  colleagues  and  family,  less  satisfied  with  their 
professional  lives,  and  more  irritable  and  impatient.  Dr  Nace 
says  (see  “Symptoms  of  Burnout,”  p 49).  “Stressed  physicians 
may  have  fantasies  of  changing  a practice  location,  changing 
practice  partners,  changing  everything  with  the  notion  that 
maybe  that  would  solve  what  they  are  going  through,”  he  said. 

But  physicians  are  an  “extraordinarily  stress-hearty  peo- 
ple” because  they  deal  with  stress  by  developing  “high-pow- 
ered coping  strategies,”  such  as  going  numb,  being  directive, 
being  quick  in  decision-making,  and  ignoring  anything  other 
than  the  task  at  hand.  Dr  Sotile  says. 

“The  survival  strategies  those  physicians  have  to  learn  to 
make  it  in  the  marketplace  end  up  hurting  their  relation- 
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ships,”  Dr  Sotile  said,  “and,  thereby,  pulling  the  plug  on  the 
very  things  they  need  to  not  get  burned  out,  which  are  car- 
ing relationships  with  other  people.” 

Relationships  are  the  key 

After  treating  700  physicians  during  the  past  20  years,  the 
Sotiles  determined  what  fuels  physician  burnout  — and  it’s 
not  what  you’d  expect. 

“None  of  the  research  suggests  that 
physician  burnout  relates  to  hours  worked, 
practice  specialty,  managed  care,  or  gov- 
ernmental interference  with  the  practice  of 
medicine,”  Dr  Sotile  said.  “All  those  things 
are  aggravations,  but  they  do  not  differen- 
tiate who  burns  out  from  who  does  not.” 

The  research  shows  physicians  burn  out 
when  their  relationships  with  the  people 
they  work  and  live  with  fill  with  conflict. 

“My  wife  and  1 strongly  issue  a call  to  the  leaders  in  medicine 
to  recognize  the  need  for  interpersonal  skills  training  for 
physicians,”  Dr  Sotile  said.  “These  are  survival  skills  for 
physicians,  and  it  is  foolhardy  not  to  attend  to  them.” 

Two  key  interpersonal  relationships  — those  between 
physician  and  spouse  and  physician  and  colleague  — could 
lead  to  stress  and  burnout  if  they  grow  tense  and  cause  the 
physician  to  suffer  low  self-esteem,  feelings  of  inadequacy, 
dysphoria,  obsessive  worry,  passivity,  or  social  anxiety. 

When  it  comes  to  medical  marriages,  the  Sotiles  advise 
physicians  to  give  up  the  “myth  of  the  balanced  life.” 

“If  you’re  going  to  be  married  to  a physician,  you’re  going 
to  have  a spouse  who  works  an  extraordinary  amount,”  Dr 
Sotile  said.  “The  good  news  is  that  this  does  not  necessarily 
mean  you’re  going  to  suffer  burnout,  divorce,  substance 
abuse,  or  disillusionment  with  what  you  do.” 

Medical  marriages  come  in  three  forms  that  are  fairly 
equally  stressful:  a male  physician  married  to  a nonphysician, 
a female  physician  married  to  a nonphysician,  or  a female 
physician  married  to  a male  physician.  Female  physicians,  70% 
of  whom  marry  spouses  with  comparable  earning  power,  have 
the  highest  rate  of  divorce.  Dr  Sotile  says.  Half  of  female  physi- 
cians marry  other  physicians.  Only  about  12%  of  male  physi- 
cians marry  women  who  have  comparable  earning  power,  but 
physician  wives  today  lead  busy  lives  and  expect  the  participa- 
tion of  their  husbands  at  home  more  than  past  generations. 

In  a two-physician  marriage,  the  spouses  have  more  com- 
passion for  each  other’s  love  of  medicine  and  the  demands  it 
places  on  their  lives.  “But  the  risk  is  that  there  will  not  be  a 
stress  absorber  in  those  marriages  because  both  members  are 
working  very  hard  and  tend  to  pull  toward  their  traditional 
roles,”  Dr  Sotile  said.  Research  suggests  that  in  about  80%  of 
the  two-physician  marriages,  the  woman  still  assumes  pri- 
mary responsibility  for  running  the  home  — even  when  she 
makes  more  money  than  her  husband  — which  creates  a 
tremendous  stress  overload  for  her.  Dr  Sotile  adds. 

Once  the  work-family  struggles  have  been  hammered  out. 


physicians  must  alleviate  intergenerational  tensions  among 
colleagues  in  their  medical  groups.  The  new  generation  of 
physicians  views  the  baby  boomers  as  “a  bunch  of  worka- 
holics,” Dr  Sotile  said.  Some  practices  have  three  generations 
of  physicians,  including  the  60-something  doctor,  the  40- 
something  doctor,  and  the  30-something  doctor  who  never 
experienced  managed  care’s  stripping  away  of  control  from 


physicians.  Physician  leaders  are  recognizing  that  the  new 
generation  of  doctors  is  willing  to  take  pay  cuts  to  work 
fewer  hours,  and  these  leaders  are  encouraging  the  same 
practice  in  older  physicians  to  avoid  stress  and  burnout. 

According  to  20  years  of  research  on  violence  in  the  work- 
place, breakdowns  in  interpersonal  relationships  at  home  are 
more  likely  to  affect  work  attitudes  than  vice  versa.  “My  own 
sense  is  that  the  physicians  are  very  dependent  on  their  fam- 
ilies, but  they  don’t  acknowledge  it  or  let  the  family  know 
how  important  it  is,”  Dr  Nace  said. 

Dr  Nace  encourages  his  patients  to  schedule  their  time  off 
and  write  vacations  in  their  calendars  rather  than  wait  for 
opportune  times  to  take  breaks  from  work. 

And  Dr  Sotile  says  physicians  need  to  get  rid  of  the  “con- 
spiracy of  silence  and  admit  that  they  are  stressed”  (see  “The 
Conspiracy  of  Silence,”  Forum  on  Ethics,  pp  30-32). 

We  can  be  heroes 

“Physicians  are  the  heroes,”  Dr  Sotile  said.  “They  are  extraor- 
dinary people.  They  are  more  intelligent  than  most  people, 
they’re  able  to  work  harder  than  98%  of  the  people  in  the  his- 
tory of  the  world,  and  they  do  stuff  that’s  more  important  than 
most  people  even  dream  of  doing.  Why  would  they  settle  for  a 
half-baked  life?  In  order  to  have  the  whole  package,  they’ve 
got  to  take  care  of  themselves  and  take  care  of  each  other.” 

Dr  Nace  says  that  physicians  should  pause  to  appreciate 
their  accomplishments  — educationally,  professionally,  and  in 
other  areas  of  their  lives  — as  well  as  the  potential  impact  they 
have  on  every  patient  they  see.  “They  need  to  feel  positive  that 
they’re  really  forwarding  people’s  health  and  quality  of  life.” 

Physicians  also  should  realize  that  lack  of  illness  is  not  the 
same  as  health  and  happiness.  Dr  Sotile  says.  He  thinks  this 
may  be  happening  already  as  evidenced  by  the  increase  in  re- 
quests for  programs  similar  to  the  one  the  Sotiles  will  pres- 
ent at  TexMed  ’99.  “Physicians  show  up  in  record  numbers  to 
hear  messages  of  this  sort  and  stay  overtime,  whether  it’s 
grand  rounds  or  a conference.”  ★ 


“None  of  the  research  suggests  that 
physician  burnout  relates  to  hours  worked, 
practice  specialty,  managed  care,  or  governmental 
interference  with  the  practice  of  medicine.” 
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Legislative  Affairs 


Prescription  for  cooperation 

Texas  physicians,  pharmacists  work  collaboratively  to  avoid  legislative  battles 


AJ  Garces 


In  1998,  pharmacists  and  physicians 
in  several  states  clashed  over  issues 
before  their  state  legislatures.  Those 
issues  mainly  involved  efforts  by 
pharmacists  to  redefine  their  role  in 
the  health  care  delivery  system  and 
to  assume  greater  responsibility  in 
providing  patient  care. 

Those  same  issues  will  confront  Texas 
pharmacists  and  physicians  during  the 
1999  session  of  the  Texas  Legislature.  Buti 
the  debate  likely  will  not  be  as  heated  as: 
it  has  been  in  other  state  legislatures 
thanks  to  efforts  by  both  professions  to 
iron  out  their  differences  in  advance. 
And,  doctors  and  pharmacists  likely  willi 
collaborate  on  several  legislative  issues, 
of  mutual  concern  that  could  have  a dra- 
matic impact  on  patient  care.  > > 


By  Ken  Ortolon,  Associate  editor 
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Following  the  1997  legislative  ses- 
sion, the  Texas  Pharmacy  Association 
(TPA)  and  the  Texas  Medical  Association 
appointed  a liaison  committee  to  discuss 
issues  of  mutual  concern  and  also  issues 
over  which  differences  likely  would 
arise.  Both  groups  wanted  to  attempt  to 
resolve  those  differences  before  the  is- 
sues got  to  the  76th  Legislature  this  year. 

The  committee  held  its  first  meeting 
in  April  1998  and  met  twice  more  in 
1998  to  discuss  the  state’s  triplicate 
prescription  program,  managed  care  is- 
sues affecting  both  professions,  and 
pharmacy  care  issues  such  as  pharma- 
cists giving  immunizations  and  moni- 
toring patient  compliance  with 
prescription  drugs. 

Focusing  on  the  patient 

Pleasanton  family  physician  Leah  Raye 
Mabry,  MD,  one  of  three  TMA  members 
who  serve  on  the  liaison  committee, 
says  the  panel’s  focus  really  is  on  the 
patient.  “The  purpose  of  the  committee 
is  to  improve  care  for  our  patients  in 
Texas  through  both  pharmacy  and 
medicine,”  Dr  Mabry  said.  “As  long  as 
we  can  focus  away  from  specific  phar- 
macy problems  and  specific  medicine 
problems  and  work  together  for  the 
patient,  it  makes  a very  good  working 
group,  and  that’s  what  we’ve  done.” 

Dr  Mabry  and  the  other  TMA  mem- 
bers of  the  liaison  committee  are  phar- 
macists as  well  as  physicians.  That 
gives  them  a unique  perspective  on  the 
issues  being  discussed,  she  says.  “When 
the  pharmacists  present  a problem,  we 
can  evaluate  that  problem  from  a dif- 
ferent perspective  than  if  we  were  just 
physicians,”  Dr  Mabry  said. 

Retired  Giddings  pharmacist  Harold 
Pieratt,  RPh,  president  of  TPa  and  liaison 
committee  cochair,  says  the  root  of  the 
panel  is  a pharmacist-physician  collabo- 
ration that  began  at  least  12  years  ago. 

“It  has  been  the  vision  of  the  leader- 
ship of  both  associations  that  we  had 
more  to  gain  by  working  together  and 
that  many  of  our  adversaries  were  the 
same,”  Mr  Pieratt  said.  “About  12  years 
ago,  we  came  to  the  agreement  that 
physicians  should  prescribe  and  phar- 
macists should  dispense,  and  we’ve 
stuck  to  that  agreement.” 

From  that  agreement  grew  a spirit  of 
collaboration  that  has  been  maintained 


through  several  sessions  of  the  legisla- 
ture. Legislative  disputes  between 
Texas  physicians  and  pharmacists  have 
been  few  during  that  time  and  should 
be  few  again  this  year. 

In  fact,  the  work  the  liaison  commit- 
tee did  in  1998  already  has  resulted  in 
agreement  between  TMA  and  TPA  on 
several  issues.  One  of  the  most  notable 
involves  the  state’s  triplicate  prescrip- 
tion law. 

Sticking  with  “trip  scripts” 

In  1997,  the  legislature  amended  the 
state  law  that  requires  physicians  to  make 
three  copies  of  any  prescription  they 


write  for  certain  controlled  substances. 
The  law  requires  the  physician  and  the 
pharmacy  to  keep  a copy  of  the  prescrip- 
tion and  the  third  copy  to  be  sent  to  the 
Texas  Department  of  Public  Safety  (DPS) . 

Under  the  1997  amendments,  the  trip- 
licate prescription  program  will  be  re- 
placed on  September  1 with  a sticker  that 
physicians  will  attach  to  any  prescription 
for  Schedule  II  controlled  substances. 

Neither  TPA  nor  TMA  sought  the 
change  in  the  triplicate  prescription 
program,  and  the  liaison  committee  has 
recommended  the  new  law  be  phased 
in  so  that  either  the  triplicate  or  single 
prescription  pad  can  be  used.  Already, 
state  Rep  Leticia  Van  de  Putte  (D-San 
Antonio)  has  filed  legislation  that  au- 
thorizes DPS,  through  its  rulemaking 
authority,  to  allow  either  triplicate  pre- 
scriptions or  the  stickers  to  be  used. 

“No  one  likes  it  [the  sticker],”  Mr 
Pieratt  said.  “The  pharmacies  don’t  like 
it,  medicine  doesn’t  like  it,  and  DPS 
doesn’t  like  it.  The  sticker  program 
would  require  more  information  from 
the  physician,  more  record  keeping  by 
the  pharmacist  and,  therefore,  it’s  go- 
ing to  cost  us  more.” 


Managing  the  managers 

Another  issue  where  physicians  and 
pharmacists  have  reached  consensus 
through  the  liaison  committee  is  regu- 
lation of  pharmacy  benefit  managers 
(PBMs).  These  companies  administer 
prescription  drug  benefits  under  many 
managed  care  plans,  set  drug  formula- 
ries for  those  plans,  monitor  physician 
prescribing  patterns,  and  maintain  data 
on  individual  patients. 

Because  PBMs  have  access  to  a huge 
amount  of  patient-specific  medical  in- 
formation, serious  concerns  have  arisen 
over  how  they  use  that  information  and 
who  gains  access  to  it  through  the  PBM, 


Dr  Mabry  says.  “We  think  the  PBMs 
could  lead  to  a serious  privacy  issue.” 

Mr  Pieratt  says  the  PBMs  are  compil- 
ing electronic  data  on  prescriptions  and 
providing  or  selling  that  data  to  pharma- 
ceutical companies,  insurance  carriers, 
and  others.  “When  drug  representatives 
go  into  physician  offices,  they  know 
what  drugs  the  physician  has  been  pre- 
scribing because  of  the  data,”  he  said. 
“Under  managed  care  plans,  when  a pa- 
tient signs  up  for  an  insurance  program, 
he  waives  his  rights,  and  the  insurance 
company  has  the  right  to  do  whatever  it 
wishes  with  that  information.  That’s 
something  we  are  going  to  address.” 

The  liaison  committee  has  recom- 
mended and  will  support  legislation  to 
regulate  PBMs  and  limit  activities  that 
compromise  patient  privacy. 


All  articles  in  Texas  Medicineihai  mentionTexas  Med* 
ical  Association’s  stance  on  state  legislation  are 
defined  as  "legislative  advertising,"  according  toTexas 
Govt  Code  Ann  §305.027.  That  law  requires  disclosure  of 
the  name  and  address  of  the  person  who  contracts  with 
the  printer  to  publish  the  legislative  advertising  in 
Texas  Medicine:  Louis  J.  Goodman,  PhD,  Executive 
Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 


“As  long  as  we  can  focus  away 
from  specific  pharmacy  problems  and 
specific  medicine  problems  and  work  together 
for  the  patient,  it  makes  a very  good 
working  group,  and  that’s  what  we’ve  done ’’ 
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Agreeing  to  disagree 

While  collaboration  between  pharmacy 
and  medicine  in  Texas  remains  strong, 
no  two  groups  of  professionals  can 
agree  on  every  issue.  A dispute  between 
doctors  and  pharmacists  could  arise  in 
the  area  of  pharmacy  care. 

Over  the  past  several  years,  pharma- 
cists have  been  taking  on  a greater  role  in 
direct  patient  care.  In  Washington,  phar- 
macists are  allowed  to  dispense  birth 
control  pills  for  emergency  contraceptive 
use  without  a physician’s  prescription.  In 
Georgia,  pharmacists  are  taking  blood 
pressure  readings,  administering  immu- 
nizations, and  counseling  patients  on 
medication  and  disease  management. 

Here  in  Texas,  pharmacists  with  the 
appropriate  training  also  have  the  au- 
thority to  administer  immunizations. 
And  some  physician  practices  are  us- 
ing pharmacists  to  assist  in  patient 
care  by  monitoring  patient  compliance 
with  prescriptions  and  providing  pa- 
tient education. 

The  liaison  committee  has  been 
monitoring  these  activities  and  will 
continue  to  evaluate  their  appropriate- 
ness and  effectiveness.  However,  the 
decade-old  agreement  that  physicians 
prescribe  and  pharmacists  dispense 
could  be  in  jeopardy  over  a proposal 
from  the  Texas  Tech  University  School 
of  Pharmacy  to  create  a demonstration 
program  for  Type  2 diabetic  patients 
under  the  Texas  Medicaid  program. 

The  Texas  Health  and  Human  Ser- 
vices Commission  has  asked  the  Health 
Care  Financing  Administration  for  a 
waiver  to  carry  out  the  demonstration 
project.  As  proposed  by  Texas  Tech, 
pharmacists  in  the  pilot  project  would 
work  under  protocols  with  physicians. 
They  would  make  physical  examina- 
tions of  the  foot,  assess  appropriateness 
of  diabetes  medication  regimen,  make 
changes  in  that  regimen  that  they  deem 
appropriate,  monitor  prescription  com- 
pliance, and  provide  patient  education. 

If  the  waiver  were  approved,  Texas 
Tech  would  ask  the  legislature  for 
$200,000  to  fund  the  project. 

Liaison  committee  member  Patrick 
Pevoto,  MD,  an  Austin  obstetrician-gy- 
necologist, says  physicians  have  grave 
concerns  over  whether  pharmacists 


have  the  training  and  skills  to  manage 
a disease  as  difficult  as  Type  2 diabetes. 

“I  think  there  are  going  to  be  a lot  of 
doctors  wbo  are  not  going  to  be  com- 
fortable with  physical  examinations  be- 
ing done  by  pharmacists,”  he  said. 

TMA  has  undertaken  a review  of  the 
Texas  Tech  proposal  and  solicited  input 
from  endocrinologists  and  other  physi- 
cian experts.  TMA  has  received  assur- 
ances from  Health  and  Human  Services 
Commissioner  Don  Gilbert  that  physician 
concerns  will  be  taken  into  account  be- 
fore the  project  moves  forward. 


physician,  that  the  pharmacists  simply 
be  physician  extenders,  and  that  we 
would  monitor  and  manage  drug  ther- 
apy under  physician  protocols,”  he  said. 

He  realizes  this  is  an  area  where  the 
liaison  committee  may  never  reach 
agreement  and  that  TMA  ultimately 
may  have  to  oppose  the  waiver  and  the 
legislative  appropriation  to  fund  the 
project.  But  that,  Mr  Pieratt  says,  is  all 
part  of  the  liaison  process. 

“We  understand  each  other,”  he  said. 
“We  define  our  positions.  We  are  very 
candid,  open,  and  honest.  We  know 


“Under  managed  care  plans,  when  a patient 
signs  up  for  an  insurance  program,  he  waives  his 
rights,  and  the  insurance  company  has  the  right 
to  do  whatever  it  wishes  with  that  information. 

That’s  something  we  are  going  to  address.” 


In  the  meantime,  the  liaison  com- 
mittee is  continuing  to  discuss  the  issue 
and  attempting  to  resolve  differences 
over  the  proposal.  Dr  Pevoto  says 
drawing  a line  in  the  sand  would  not 
be  in  the  best  interest  of  either  profes- 
sion or  patients. 

“The  pharmacists  are  seeing  a 
change  in  their  profession,”  Dr  Pevoto 
said.  “I  think  they  can  see  that  they’re 
not  retaining  enough  of  their  best  pro- 
fessionals. It  gets  to  be  a burnout  pro- 
fession when  you  just  fill  300  or  400 
prescriptions  a day  and  you  really 
aren’t  doing  what  you  want  to  do, 
which  is  taking  care  of  patients.” 

Dr  Pevoto  added  that  physicians 
“are  trying  to  help  them  [pharmacists] 
get  through  this  change.  Instead  of  just 
getting  defensive  and  saying  that  we’re 
going  to  fight  this  project,  it  would  be 
better  to  look  at  the  study,  see  what  is 
going  to  be  better  for  the  patient,  and 
try  to  come  to  some  consensus.” 

Mr  Pieratt  says  pharmacists  are  not 
trying  to  usurp  physicians’  role  in 
health  care  delivery  but  want  to  work 
with  physicians  in  patient  care.  “What 
we  are  advocating  is  to  partner  with  the 


where  we  stand  and  we  know  where 
medicine  stands.  That’s  good  because 
we  can  even  agree  to  disagree  on  issues. 

“Explaining  where  we  are  coming 
from  and  defining  our  position  are 
very  important  because  we  don’t  need 
to  surprise  each  other  on  anything,”  Mr 
Pieratt  continued.  “I  personally  feel, 
and  I think  the  physician  members  of 
the  group  feel,  that  we  just  have  more 
to  gain  by  working  together.”  ★ 
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Putting  Patients  First 


Publicity  helps 

Getting  the  health  word  out  via  the  media  can  benefit  your  patients 


By  Laura  J.  Albrecht, 

TMA  public  information  officer 


An  Abilene  oncologist  believes  his 
patients  are  the  real  heroes  be- 
cause he  personally  has  experi- 
enced their  disease.  What  began 
as  a profile  in  the  Abilene  Reporter- 
News  about  Victor  Hirsch,  MD, 
1 being  honored  by  the  American 
Cancer  Society  turned  into  a revealing 
look  at  how  a physician  put  his  patients 
first  even  when  the  doctor  himself  was 
suffering  a life-threatening  illness.  > > 
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“1  never  thought  that  undergoing 
the  treatment  or  having  cancer  was 
particularly  courageous,”  Dr  Hirsch 
said.  “I  see  people  everyday  who  are 
going  through  a lot  harder  times.  There 
are  so  many  things  you  aren’t  taught  in 
medical  school  and  in  books.  1 think  it 
does  help  me,  in  some  way,  be  a more 
complete  oncologist.” 

The  article,  “Doctor’s  Personal  Expe- 
riences With  Cancer  Bring  Special  In- 
sight Into  His  Practice,”  written  by  staff 
writer  Brian  Bethel,  was  published  on 
October  25,  1998.  Soon  after.  Dr 
Hirsch  received  hundreds  of  copies  of 
the  article,  many  of  them  from  pa- 
tients. Even  more  were  clipped  and  de- 
I livered  by  the  families  of  patients. 

Dr  Hirsch  admits  he  was  surprised  at 
the  public’s  response  and  “a  little  bit 
embarrassed.  I got  a note  and  copy  of 
the  article  from  a doctor  I knew  a long 
time  ago  in  St  Louis.  It  was  pretty  neat.” 

Even  when  he  was  undergoing 
chemotherapy  at  his  own  office.  Dr 
Hirsch  continued  his  practice.  His 
nurses  would  have  to  track  him  down 
for  treatment.  “I  would  be  with  pa- 
tients treating  them  but  hiding  from 
the  nurses  so  I wouldn’t  have  to  un- 
dergo my  own  chemo.” 

In  the  article,  Dr  Hirsch  said  the 
cancer  “made  me  a better  doctor.  I was 
extremely  fortunate,  and  I remember 
what  I went  through  every  time  I see  a 
patient.  I hope  that  my  own  story  can 
inspire  patients  and  help  them  under- 
stand that  they  don’t  have  to  succumb 
to  this  disease. 

“I  have  been  blessed  with  the  best 
nurses  and  backup  support,”  he  said. 
“They  are  the  reason  I can  see  all  the 
patients  I do  because  they  really  enjoy 
what  they  are  doing.” 

The  article,  which  included  a color 
photograph  of  Dr  Hirsch,  also  de- 
scribed his  desire  to  live  and  his  under- 
standing of  what  is  important  in  life  — 
family  and  friends. 


“My  patients  are  heroes,  at  least  to 
me,”  Dr  Hirsch  said  in  the  article.  “And 
if  they  want  to  gel  well.  I’ll  do  what- 
ever 1 can  to  help.” 

Dr  Hirsch  says  many  doctors  have 
been  told  that  medicine  and  the  press 
don’t  mix.  “As  long  as  you  are  doing  it 
for  the  right  reason,  then  I think  the 
press  can  help.” 

News,  weather, 
sports,  and  health 

Open  up  your  local  newspaper,  listen 
to  your  favorite  radio  station,  tune  into 
the  nightly  news,  or  travel  the  Internet, 
and  you  will  be  greeted  with  news 
about  your  profession.  Stories  about 
medicine  are  hot. 

“There  is  a hunger  for  medical  and 
health  information,”  said  veteran  news 
reporter  and  television  news  producer 
Bob  Buckalew  of  Austin. 

Although  the  media  may  appear  to 
be  interested  only  in  the  latest  mal- 
practice lawsuit,  insurance  company 
takeover,  or  physician  deselection, 
that’s  not  always  the  case. 

Bad  news  does  draw  more  media  at- 
tention than  good  news.  However,  re- 


porters are  moving  “good”  health  is- 
sues to  the  front  burner.  The  anomaly 
is  that  medical  stories  can  be  delivered 
as  both  bad  news  and  good  news.  For 
example,  the  bad  news  is  that  too 
many  people  are  on  the  waiting  list  for 
organ  transplants.  The  good  news  is 
more  doctors  are  talking  to  their  pa- 
tients about  being  organ  donors. 

“We  are  living  in  an  age  of  longer 
lives,  concern  for  the  well-being  of  our 
children,  and  medical  treatment  break- 
throughs,” said  Mr  Buckalew,  director  of 
the  Center  for  Media  Training  in  Austin. 
“I  don’t  think  you  can  have  too  much 
health  and  medical  news.  Television  sta- 
tions are  now  including  health  and  med- 
ical news  as  a separate  segment  in  their 
lineup  of  news,  weather,  and  sports.” 

With  reporters  looking  for  more  topics 
and  expert  sources,  physicians  can  satisfy 
the  overwhelming  appetite  for  medical 
news  by  providing  the  information  nec- 
essary to  ensure  a story  is  factual. 

Who  ya  gonna  call? 

Imagine  this  scene.  You  are  driving  to 
your  office  one  morning  and  hear  on  the 
radio  that  an  outbreak  of  food  poisoning 


Quotes  that  strengthen 
patient-physician  bond 


Here’s  what  a few  Texas  physicians  said  about  their  relationships  with  their 
patients  in  interviews  with  Texas  newspapers  in  the  past  few  months. 

“It’s  just  letting  patients  know  you’re  a part  of  the  world  and  letting  them 
know  you  care,  and  that’s  part  of  being  a physician.” 

Barton  A.  Kamen,  MD,  Dallas 

The  Dallas  Morning  News,  January  9,  1999 

“Right  now,  I am  sitting  in  this  office  and  I am  seeing  children  who  are  2 
months  old  all  the  way  up  to  92-year-old  women,  and  I feel  good  about  it.” 
Subodh  Kumar  Mallik,  MD,  Fort  Stockton 
Fort  Stockton  Pioneer,  November  26,  1998 

“In  practice,  I think  of  myself  as  a geriatrician  . . . preserving  functional  in- 
dependence and  preserving  dignity.  That’s  the  approach  I like  to  take.” 
Bruce  Harrow,  MD,  Pampa 
Pampa  News,  December  11,  1998 

“We  never  ask  for  money  or  if  patients  have  insurance  beforehand.  If  we  are 
needed,  then  we  do  our  thing  first.  We  sort  out  the  situation  later.” 

Luis  M.  Rios,  Sr,  MD,  McAllen 

The  McAllen  Monitor,  December  7,  1998 
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occurred  the  night  before  at  a local 
restaurant.  All  the  patients  have  been 
treated  and  released.  It  just  so  happens 
that  the  study  of  foodbome  illnesses  is  a 
lifelong  passion  and  you  have  researched 
the  subject  extensively.  When  you  get  to 
the  office,  phone  messages  await  you 
from  the  local  newspaper,  television  sta- 
tion, and  radio  station.  The  newspaper 
reporter  wants  a phone  interview.  The 
radio  reporter  wants  to  do  a live,  call-in 
show.  And  the  TV  station  wants  to  send 
a camera  crew  to  your  office. 

You  need  to  respond  because,  after  all, 
you  are  the  expert.  But  are  you  prepared? 

“Doctors  tend  to  think  they  are  pre- 
pared for  interviews  because  they  are 
experts,”  said  Merrie  Spaeth,  who  heads 
Spaeth  Communications,  Inc,  a Dallas- 
based  communication  training  and  con- 
sulting firm.  “They  are  not  prepared.” 

As  the  daughter,  granddaughter, 
and  niece  of  physicians,  Ms  Spaeth 
urges  members  of  the  medical  profes- 
sion to  seek  training  in  media  tech- 
niques and  presentations  skills.  “Get 
the  training  now  before  you  need  it.” 

Ms  Spaeth  says  doctors  would  be 
horrified  if  they  knew  what  patients 


and  their  families  actually  remember 
from  their  conversations.  When  talking 
to  their  patients  and  to  the  media, 
physicians  have  a tendency  to  provide 
too  much  information,  be  too  techni- 
cal, and  talk  too  fast  in  terms  only  their 
colleagues  would  comprehend. 

So  why  should  doctors  talk  to  re- 
porters? 


“Your  goal  is  to  educate  and  moti- 
vate,” Ms  Spaeth  said.  “Doctors  need  to 
speak  to  the  media  in  ‘patient’  terms, 
not  medical  terms.” 

In  other  words,  transform  your  best 
bedside  manner  into  a “media-side” 
manner.  A positive  story  impacts  not 
only  the  individual  doctor  but  also  the 
profession  as  a whole.  Saying  good 
things  about  colleagues  proves  to  be  a 
win-win  situation  for  all  involved  in 


the  profession.  Ms  Spaeth  adds  that 
plenty  of  reporters  and  others  are  pre- 
pared to  bring  attention  to  less-than- 
perfect  physicians. 

Remember,  your  patients  are  reading 
and  listening  to  what  you  are  saying. 

“I  think  doctors  could  do  a lot  more 
to  promote  their  profession,”  Ms  Spaeth 
said.  “You  are  never  in  the  media  just 


once.  The  object  is  to  approach  the  me- 
dia with  this  idea:  whom  do  I want  to 
show  this  to?  Articles  in  the  media  are 
the  best  patient-recruiting  tools  you 
have  other  than  patient  referrals.” 

Friend,  foe,  or 
somewhere  in  between 

The  relationship  physicians  develop 
with  the  media  in  their  communities 
varies  from  market  to  market. 


“Your  goal  is  to  educate  and  motivate. 
Doctors  need  to  speak  to  the  media  in 
‘patient’ terms,  not  medical  terms.” 


Guidelines  for 
spreading  the  good  word 


The  Texas  Medical  Association  Media  and  Public  Rela- 
tions Department  encourages  physicians  to  consider  the 
following  points  when  dealing  with  reporters: 

1.  Respond  promptly.  The  reporter  often  is  on  deadline 
when  he  or  she  calls.  Try  and  return  the  call  as  quickly 
as  possible.  If  your  schedule  doesn't  allow  for  a quick 
response,  let  the  reporter  know  and  find  a time  that  is 
convenient  for  both  of  you. 

2.  The  reporter  may  be  a veteran  health  reporter  or  a 
recent  graduate.  Be  sure  to  provide  the  important 
facts  first.  Keep  your  response  simple,  but  not  neces- 
sarily short.  If  you  have  written  material  that  may  be 
helpful,  offer  to  fax  it  to  the  reporter. 

3.  Relax  and  stay  calm.  The  reporter  may  ask  unfavor- 
able questions.  Answer  questions  directly  and  don’t 
repeat  inaccurate  or  offensive  words. 

4.  Be  honest  and  straightforward.  Welcome  the  reporter 
and  his  or  her  questions. 


5.  You  never  know  how  a story  will  appear  in  print  or  on 
the  nightly  newscast. 

6.  Assume  everything  you  say  is  on  the  record  and  fair 
game. 

7.  If  you  don't  understand  a reporter’s  question,  ask  him 
or  her  to  repeat  it.  If  you  don’t  know  the  answer,  assure 
the  reporter  you  will  find  an  answer  to  the  question  or 
provide  an  appropriate  source. 

8.  Don’t  say,  “No  comment."  Always  respond  to  a ques- 
tion. 

9.  Let  the  reporter  know  you  appreciate  the  call  and  en- 
courage him  or  her  to  call  back  with  more  questions  or 
for  clarification. 

Gail  theTMA  Media  and  Public  Relations  Department 
staff  if  you  have  any  questions  or  comments.  Ken  Ortolon, 
the  director,  can  be  reached  at  (800)  880-1300,  ext  1392,  or 
(512)  370-1392;  e-mail  ken_o@texmed.org.  Laura  J.  Albrecht, 
public  information  officer,  can  be  reached  at  (800)  880-1300, 
ext  1M1,  or  (512)  370-1381;  e-maii  laura_a@texmed.org. 
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“1  would  call  probably  70%  of  the 
media  in  Texas  friendly,”  said  Mr 
Buckalew.  “This  includes  the  home- 
town newspaper,  radio  station,  or  TV 
jstation.” 

Physicians  living  in  small-to- 
meditim  markets  probably  will  experi- 
ence friendlier  relationships  with  the 
local  media  than  those  living  in  larger 
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their  communities,”  Mr  Buckalew  said. 
One  could  argue  the  case  that  the 
larger  the  market,  the  more  isolated  re- 
porters become  from  the  community. 
The  chance  of  a doctor  running  into  a 
local  reporter  while  grocery  shopping 
is  probably  greater  in  the  Rio  Grande 
Valley  than  in  the  Dallas-Fort  Worth 
area.  But  this  is  not  to  say  Dallas  or 


“The  beauty  of  the  media  is  the  force  of  good  that 
can  come  of  it.  What  the  physicians  of  Texas  say  can 
make  a difference  in  the  lives  of  a lot  of  people.” 


markets.  However,  larger  markets  tend 
to  face  greater  pressure  to  attract  more 
viewers,  listeners,  and  readers  because 
more  numbers  translate  into  more  dol- 
lars from  advertisers. 

“Not  to  be  too  simplistic,  but  there  is 
a sense  on  the  part  of  journalists  in  the 
smaller  markets  that  they  are  a part  of 


Houston  doctors  can’t  build  strong  con- 
tacts with  the  local  media. 

“The  beauty  of  the  media  is  the  force 
of  good  that  can  come  of  it,”  Mr 
Buckalew  said.  “What  the  physicians  of 
Texas  say  can  make  a difference  in  the 
lives  of  a lot  of  people.  And  that  is  ex- 
tremely powerful.”  ★ 


Physicians. 
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HEALTH  PROFESSIONS 


Doctor,  a few 
minutes  of  your  time? 


Media  relations  expert  Merrie  Spaeth  of  Spaeth  Communications,  Inc,  in 

Dallas,  offers  these  tips  when  dealing  with  the  media: 

• Remember  that  your  goal  is  to  educate  and  motivate. 

• Make  sure  the  story  you  are  pitching  to  the  media  is  patient-oriented  and 
timely.  Ask  yourself,  “If  I were  the  reporter,  why  would  I write  this  story 
today?" 

• Be  personable  and  not  too  technical.  You  want  to  come  across  as  highly 
trained  and  dedicated. 

• Avoid  too  many  numbers.  Explain  your  point  with  personal  anecdotes. 

• Likability  is  crucial  and  it  relates  to  trust. 

• Television  is  power.  Understanding  television  techniques  is  important 
even  if  you  never  intend  to  go  near  a camera. 

• Stories  get  in  the  press  because  similar  ones  already  are  in  the  press. 
Provide  the  reporter  with  a local  angle  to  a national  story.  If  a story  in 
The  New  York  Times  discusses  house  calls,  and  you  make  house  calls 
in  Muleshoe,  let  the  media  know  about  it. 

• Ask  yourself  if  your  story  impacts  public  health. 

• Compliment  your  profession  and  colleagues. 

• Reporters  like  health  tips,  eg,  five  things  you  can  do  to  avoid  a heart  at- 
tack, five  things  you  can  do  to  lose  weight. 

• If  you  appear  in  a positive  story,  send  copies  to  your  patients  and  post  it 
on  an  office  bulletin  board. 
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This  overview  addresses  the  controversial 
practice  of  reuse  and  reprocessing  of  single- 
use medical  devices  and  the  issues  this 
practice  raises  for  physician  liability. 
Specifically,  we  describe  the  health  risks  as- 
sociated with  medical  device  reprocessing, 
analyze  the  market  costs  arising  from  the 
reuse  and  reprocessing  of  single-use  med- 
ical devices,  and  discuss  physician  liability 
for  failure  to  obtain  informed  consent  of 
the  patient  for  the  use  of  reprocessed  single- 
use medical  devices. 
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Reuse  of  single-use  medical  devices: 
informed  consent  and  physician  liability 

THOMAS  E.  COLONNA,  PHD 
DESENCIA  E.  THOMAS,  MS  IV 


HEALTH  RISKS  ASSOCIATED 
WITH  MEDICAL  DEVICE  REUSE 

Reprocessing  of  single-use  medical 
devices  may  adversely  impact 
medical  device  performance.  For 
example,  the  physical  act  of  dis- 
assembling, cleaning,  and  manip- 
ulating the  single-use  medical  device 
during  reprocessing  may  adversely 
affect  the  device’s  safety  or  effective- 
ness. In  addition,  selecting  an  inappro- 
priate sterilization  method  may  damage 
some  types  of  single-use  medical 
devices  or  materials.  These  devices 
often  are  made  of  the  cheapest  suitable 
material,  and  these  materials  are  not 
tested  for  their  ability  to  withstand 
reprocessing  even  once,  let  alone  sever- 
al times.  For  example,  certain  single-use 
medical  devices  that  incorporate  flexi- 
ble plastics  cannot  withstand  the  heat 
of  steam  sterilization  (1).  Improper  use 
of  steam  sterilization  with  these  devices 
may  cause  cracking  of  the  plastic  com- 
ponents. Similarly,  radiation  steriliza- 
tion may  damage  certain  optical 
devices  by  reducing  the  optical  hber 
capacity  for  color  transmission  (2). 
Furthermore,  use  of  liquid  chemical 
germicides  may,  in  some  instances, 
cause  surface  cracking  or  pitting,  which 
may  decrease  the  mechanical  strength 
of  the  single-use  medical  device  and 
make  it  more  difficult  to  clean  (3-5). 

Moreover,  even  if  an  appropriate 
sterilization  method  is  selected,  bacter- 
ial contamination  may  result  from  in- 
adequate cleaning,  disinfection,  or 
sterilization  of  the  single-use  medical 
device  (6).  In  the  case  of  reprocessed 
hemodialyzers,  for  example,  numerous 
outbreaks  of  bacterial  infections  have 
been  attributed  to  use  of  overdiluted 
chemical  sterilization  agents  (7).  In 
one  situation,  the  outbreak  resulted  in 
the  deaths  of  15  patients  treated  at  a 
single  dialysis  center  (7).  Insufficient 
disinfection  of  reprocessed  hemodialy- 
sis equipment  has  been  linked  also  to 


transmission  of  the  human  immunode- 
ficiency virus  in  several  foreign  coun- 
tries (8,9). 

The  level  of  sterility  achieved  with  a 
given  sterilization  cycle  depends  on  the 
number  of  microorganisms  present  at 
the  start  of  the  cycle  (“bioburden”)  and 
the  rate  of  killing,  so  the  sterility  assur- 
ance for  a contaminated  item  is  less 
than  that  for  a clean  item.  The  effec- 
tiveness of  methods  such  as  ethylene 
oxide  and  low-temperature  steam 
formaldehyde  sterilization  depends 
very  much  on  the  correct  conditions 
being  attained  in  the  sterilizer  and  on 
the  suitability  of  the  packaging  mate- 
rial (10).  These  conditions  vary  with 
the  type  of  sterilization  equipment. 
Doubt  exists  about  whether  all  the 
stages  of  reprocessing  can  be  con- 
trolled and  validated  to  the  standards 
achieved  by  the  original  manufacturer, 
especially  when  the  starting  point  is  an 
unknown  bioburden  and  when  chang- 
ing loads  demand  revalidation  after 
each  sterilization  cycle. 

Furthermore,  while  inadequate  ster- 
ilization of  reprocessed  single-use  med- 
ical devices  may  result  in  bacterial  or 
viral  contamination,  use  of  excessively 
concentrated  cleaning  agents  also  may 
have  serious  health  effects.  For  exam- 
ple, many  medical  device  reprocessors 
use  formaldehyde,  a known  carcinogen, 
for  disinfection.  Underdilution  of  the 
sterilization  solution  may  leave  residual 
formaldehyde  on  the  reprocessed  med- 
ical device,  which  then  may  be  infused 
into  the  patient’s  bloodstream  (3). 

The  reuse  of  single-use  medical  de- 
vices also  raises  occupational  safety  and 
health  concerns  for  the  health  care  work- 
ers engaged  in  reprocessing.  Reuse  may 
increase  the  exposure  of  health  care 
workers  to  bloodborne  pathogens  and/or 
various  toxic  chemicals  used  for  disinfec- 
tion and  sterilization.  New  opportunities 
for  injury  and  exposure  may  arise  in  the 
reprocessing  of  single-use  medical  de- 
vices that  are  not  intended  to  be  han- 
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died.  Failure  to  exercise  due  care  with  re- 
spect to  the  employees  engaged  in  repro- 
cessing may,  therefore,  also  expose 
hospitals  to  liability,  as  the  hospitals  owe 
a duty  to  their  employees  to  provide  a 
reasonably  safe  work  environment.  The 
Occupational  Safety  and  Health  Act 
(OSHA)  requires  that  employers  provide 
workers  with  a place  of  employment  free 
from  any  and  all  hazards  likely  to  cause 
serious  injury  or  death  (11).  Failure  to 
comply  with  OSHA  may  thus  be  used  as 
evidence  of  negligence  per  se.  Health 
care  facilities  that  reprocess  reusable  de- 
vices should  have  in  place  policies  and 
procedures  to  protect  the  workers  who 
clean,  sterilize,  or  disinfect  the  devices. 
Because  single-use  medical  devices  are 
not  necessarily  designed  to  be  re- 
processed, the  act  of  disassembling  a 
medical  device  not  intended  for  reuse 
may  put  the  worker  at  risk  (eg,  forceful 
disassembly  may  aerosolize  an  infectious 
agent  or  dislodge  a small,  sharp  piece  of 
the  medical  device). 

To  ensure  safe  and  effective  repro- 
cessing and  to  protect  patients  and 
users  from  failures  of  reprocessed  med- 
ical devices,  the  maximum  number  of 
reprocessing  cycles  must  be  determined 
(2,12).  The  reprocessor  should  be  able 
to  identify  deterioration  signaling  the 
need  to  discard  the  medical  device  be- 
fore it  is  reused  (13).  Compared  with 
reprocessing  of  medical  devices  that  are 
designed  and  intended  for  reuse,  how- 
ever, reprocessing  of  single-use  medical 
devices  presents  greater  difficulty  in 
this  respect  because  these  devices  are 
not  designed  to  incorporate  any  mecha- 
nism for  signaling  deterioration  (13). 

The  Food  and  Drug  Administration 
(FDA)  has  noted  the  impact  of  medical 
device  design  on  successful  reuse  and  re- 
processing. For  example,  the  agency  has 
stated  that,  “[a]s  a rule,  a reusable  med- 
ical device  should  be  designed  so  that  it 
can  be  adequately  cleaned.  If  a medical 
device  cannot  be  adequately  cleaned, 
any  subsequent  disinfection  or  steriliza- 


tion process  may  not  achieve  the  desired 
result”  (13).  For  these  reasons,  some  for- 
eign health  authorities  have  banned  or 
disapproved  the  practice  of  reprocessing 
single-use  medical  devices  (14). 

In  addition,  when  the  FDA  commis- 
sioned the  California  Department  of 
Health  Services  to  survey  dialysis  cen- 
ters’ reprocessing  practices,  the  study 
found  that  reprocessing  often  was  not 
executed  in  a controlled  fashion: 

All  dialysis  facilities  appeared  to  be  sat- 
isfied that  they  were  providing  safe 
and  effective  reprocessed  dialyzers. . . . 
However,  the  observation  that  facilities 
are  frequently  not  adhering  to  their 
protocols,  and  the  general  lack  of  qual- 
ity control  and  assurance  procedures 
indicates  that  at  least  some  of  the  reuse 
programs  are  not  operating  in  a state 
of  control  (7). 

The  fact  that  regulatory  and  stan- 
dard-setting agencies  do  not  prohibit 
reuse  of  single-use  medical  devices 
may  suggest  that  the  practice  is  safe, 
but  few  studies  exist  on  the  safety  of 
reusing  disposable  medical  devices.  De- 
spite fears  that  reuse  may  be  haz- 
ardous, little  work  has  been  done  to 
assess  safety,  except  in  the  case  of  he- 
modialyzers  (15)  and  plastic  insulin  sy- 
ringes (16),  where  the  morbidity 
associated  with  reuse  has  been  low. 

FINANCIAL  INCENTIVES  FOR 
MEDICAL  DEVICE  REUSE 

In  recent  years,  health  care  profession- 
als increasingly  have  become  concerned 
with  the  economic  issues  of  patient 
care.  Among  the  most  controversial  is- 
sues is  the  practice  of  reprocessing  sin- 
gle-use medical  devices.  Some  hospitals 
believe  that  if  disposable  medical  de- 
vices save  money,  reusing  the  dispos- 
able medical  devices  several  times  will 
save  even  more  money. 

A survey  of  1238  Canadian  hospitals 


and  limited  surveys  in  Britain  and  in  the 
United  States  suggest  that  more  than 
40%  of  institutions  reuse  medical  de- 
vices intended  for  single-use  only  (17). 
Several  arguments  have  been  made  for 
the  reuse  of  single-use  medical  devices: 
lower  inventory  costs,  the  problem  of 
unreliable  deliveries  of  medical  devices, 
and  reduction  of  the  vast  space  taken  up 
by  stocks  of  single-use  medical  devices. 
However,  the  related  costs  for  reprocess- 
ing, quality  assurance,  storage,  liability 
insurance,  and  possible  lawsuits  should 
adverse  effects  occur  make  cost  savings 
uncertain.  In  light  of  the  significant  risk 
of  device  impairment  through  inappro- 
priate or  inadequate  reprocessing,  the 
practice  of  reprocessing  medical  devices 
that  are  intended  by  the  original  manu- 
facturer for  single-use  presents  consider- 
able exposure  to  liability. 

LIABILITY  FOR  FAILURE  TO 
OBTAIN  INFORMED  CONSENT 

The  duty  to  obtain  informed  consent 
rests  generally  with  the  physician.  A 
few  jurisdictions,  however,  have  ex- 
tended the  duty  to  hospitals.  We  have 
found  no  published  cases  that  establish 
whether  a need  exists  for  informed 
consent  to  reuse  single-use  medical  de- 
vices. Whether  a health  care  provider 
must  disclose  medical  device  reprocess- 
ing will  depend,  in  part,  on  the  nature 
of  the  risk  and  whether  the  reuse  is 
part  of  a research  study.  For  example, 
for  hemodialyzers,  the  Health  Care  Fi- 
nancing Administration  (HCFA)  regula- 
tions require  disclosure  of  reuse  (18).  If 
reuse  is  undertaken  as  research  rather 
than  as  routine  diagnosis  or  therapy, 
then  hospitals  should  require  that 
physicians  inform  their  patients  about 
the  innovative  nature  of  the  reuse,  in- 
cluding the  attendant  harms  and  bene- 
fits, and  obtain  explicit  prior  informed 
consent  (19).  Even  if  risks  are  minimal, 
obtaining  informed  consent  to  reuse 
disposable  medical  devices  is  an  impor- 
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tant  safeguard  consistent  with  current 
research  practices  (20).  Clinical  trials 
of  reuse  should  be  performed  in  accor- 
dance with  applicable  state  and  federal 
legislation  and  regulations  that  require 
informed  consent  from  the  participant. 
Both  the  Department  of  Health  and 
Human  Services  (HHS)  and  the  FDA 
require  that  human  research  subjects 
give  their  informed  consent  and  that 
consent  be  documented  (21).  HHS  and 
FDA  regulations  set  forth  specific  ele- 
ments that  must  be  covered  in  the  in- 
formed consent  process. 

For  nonresearch  purposes,  the  need 
to  obtain  consent  for  use  of  reprocessed 
medical  devices  should  be  evaluated 
on  the  basis  of  the  scope  of  disclosure 
required  by  the  informed  consent  law 
in  the  jurisdiction.  The  patient’s  right 
to  be  informed  of  medical  device  reuse 
depends,  in  part,  on  whether  the  juris- 
diction has  adopted  a patient-based  or 
physician-based  standard  for  the  scope 
of  disclosure,  as  discussed  below. 

POTENTIAL  LIABILITY  OF 
INDIVIDUAL  PHYSICIANS  FOR 
FAILURE  TO  DISCLOSE  REUSE 

Physician  exposure  to  liability  for  reuse 
of  single-use  medical  devices  would 
most  likely  rest  on  theories  of  malprac- 
tice, vicarious  liability,  or  failure  to  ob- 
tain informed  consent.  For  example,  a 
malpractice  suit  may  allege  that  by  per- 
mitting reuse,  the  physician  violated 
reasonable  standards  of  medical  prac- 
tice. This  would  likely  involve  an  analy- 
sis of  the  weight  that  would  be  given  to 
a departure  from  the  medical  device’s 
labeling  that  states  “single  use  only” 
(22).  For  example,  if  labeling  a medical 
device  for  “single  use  only”  is  a viable 
condition  of  sale,  and  if  the  restriction 
is  within  the  scope  of  the  patent  or  was 
otherwise  reasonable,  then  use  of  a 
patented  product  beyond  the  scope  of 
the  limitation  could  constitute  infringe- 
ment (22).  Under  the  “captain  of  the 
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ship”  doctrine  or  other  vicarious  liabil- 
ity theories,  physicians  may  be  held  li- 
able also  for  the  actions  of  employees 
under  their  supervision. 

In  litigation,  the  evidentiary  value 
of  the  “single  use  only”  label  is  likely  to 
be  called  into  question.  Although  we 
have  found  no  cases  that  directly  ad- 
dress reuse  of  single-use  medical  de- 
vices, several  cases  do  involve  other 
types  of  deviations  from  manufacturer 
recommendations  and  “off-label”  use 
of  drugs  and  medical  devices.  Reuse  of 
a medical  device  labeled  for  single  use 
is  an  example  of  using  a device  in  a 
manner  that  does  not  appear  in  the  de- 
vice’s FDA-approved  labeling  and  is  not 
approved  by  the  FDA,  a practice  com- 
monly referred  to  as  “off-label,”  “unap- 
proved,” “unlabeled,”  or  “extra-label” 
use.  However,  the  medical  device’s  la- 
beling, the  manufacturer’s  recommen- 
dation, and  the  FDA  status  of  the 
device  are  likely  to  have  an  impact  on 
the  outcome  of  a malpractice  case  al- 
leging improper  reuse  of  a single-use 
medical  device.  In  effect,  the  provider 
will  need  to  demonstrate  why  the  off- 
label  use  was  reasonable. 

The  courts  have  taken  differing  ap- 
proaches on  the  evidentiary  value  of 
package  insert  labeling.  Some  have  ruled 
that  the  package  insert,  standing  alone, 
does  not  conclusively  establish  a stan- 
dard of  care  and  thus  does  not  obviate 
the  need  for  expert  testimony  (23,24). 
Departure  from  the  directions  for  use 
may  not  be  dispositive  of  negligence,  al- 
though the  insert  may  be  admitted  as  ev- 
idence of  the  standard  of  care. 

Physicians  also  may  be  exposed  to 
liability  for  failure  to  disclose  reuse  to 
patients.  The  physician-based  standard 
for  disclosure  is  premised  on  the  physi- 
cian’s duty  to  communicate  relevant  in- 
formation about  a proposed  treatment 
to  the  patient.  Under  the  physician- 
based  standard  of  disclosure,  the  med- 
ical community  establishes  the 
standard  for  whether  reused  and  sin- 
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gle-use  medical  devices  should  be  of- 
fered as  alternative  treatments  to  the 
patient.  For  most  reused  medical  de- 
vices, with  the  possible  exception  of  he- 
modialyzers,  the  medical  community 
probably  has  not  adopted  a standard  of 
disclosure  on  reuse.  Under  the  stan- 
dard for  patient-based  informed  con- 
sent, patients  should  have  the  right  to 
choose  between  a reused  medical  de- 
vice and  a single-use  medical  device  if 
reuse  in  fact  presents  a significantly  dif- 
ferent material  risk  to  the  patient.  The 
materiality  of  the  risks  would  depend 
on  the  scientific  evidence  as  well  as  the 
quality  of  the  facility’s  sterilization  and 
decontamination  practices. 

Thus,  the  need  to  disclose  reuse 
would  depend  on  the  specific  medical 
device,  the  known  scientific  evidence, 
and  whether  reuse  would  pose  a 
greater  risk  than  the  alternatives  (ini- 
tial use  of  a single-use  medical  device 
or  use  of  a reusable  medical  device). 
The  need  to  disclose  reuse  would  de- 
pend also  on  whether  the  physician  or 
health  care  organization  follows  reuse 
protocols  to  ensure  that  no  significant 
increase  in  risk  is  placed  on  the  patient. 
If  this  is  the  case,  the  physician  or 
health  care  organization  is  unlikely  to 
be  liable  for  failure  to  disclose  that  a 
single-use  medical  device  was  reused. 
This  assumes  that  the  facility  would 
not  reuse  a medical  device  in  a situa- 
tion where  there  were  materially  in- 
creased risks  associated  with  the  reuse. 

CONCLUSION  AND 
RECOMMENDATIONS 

Rising  health  care  costs  have  prompted 
hospitals  to  turn  to  reprocessing  and 
reuse  of  single-use  medical  devices  as  a 
cost-saving  measure.  The  safety,  efficacy, 
and  cost  benefit  of  such  practices  are 
largely  unknown.  With  the  rising  pres- 
sure for  containment  of  health  care  costs, 
the  practice  of  reuse  of  single-use  med- 
ical devices  probably  will  expand  further. 
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Various  legal  theories  provide  a basis 
for  recovery  for  patient  injury  caused  by 
the  reuse  of  single-use  medical  devices. 
For  example,  a malpractice  action  alleg- 
ing negligent  treatment  or  the  failure  to 
obtain  informed  consent  could  be 
brought  against  a health  care  organiza- 
tion, physician,  or  other  treatment 
provider.  If  reuse  is  undertaken  as  re- 
search rather  than  as  routine  diagnosis 
or  therapy,  then  hospitals  should  require 
that  physicians  inform  their  patients 
about  the  innovative  nature  of  the  reuse, 
including  the  attendant  harms  and  ben- 
efits, and  obtain  explicit  prior  informed 
consent.  Under  the  standard  for  patient- 
based  informed  consent,  patients  should 
have  the  right  to  choose  between  a 
reused  medical  device  and  a single-use 
medical  device  if  reuse  in  fact  presents  a 
significandy  different  material  risk  to  the 
patient.  The  materiality  of  the  risks 
would  depend  on  the  scientific  evidence 
as  well  as  the  quality  of  the  facility’s  ster- 
ilization and  decontamination  practices. 
The  risks  and  costs  of  reuse  of  single-use 
medical  devices  have  to  be  determined 
accurately  and  balanced  against  possible 
financial  benefits  and  costs. 

Finally,  standardized  guidelines  and 
protocols  for  cleaning  and  sterilizing, 
criteria  for  determining  numbers  of 
reuses,  and  complete  cost-benefit  analy- 
ses need  to  be  completed.  Until  the  nec- 
essary well-designed  and  controlled 
clinical  studies  are  performed,  the  reuse 
and  reprocessing  of  single-use  medical 
devices  will  remain  controversial. 
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The  nature,  extent,  and  consequences  of 
Hispanic  elder  abuse  are  described  infre- 
quently and  often  underconsidered.  We 
reviewed  information  of  16,677 Hispanic 
elders  living  in  the  community  who  were 
abused  between  1991  and  1995;  these 
were  based  on  valid  cases  reported  to  the 
Adult  Protective  Services  (APS)  office  in 
Texas.  Data  did  not  include  nursing  home 
victims.  Hispanic  elders  accounted  for 
20.6%  of  all  elderly  cases  reported  to 
APS.  A 10%  to  20%  annual  increase  was 
seen  over  each  of  the  past  5 years.  Self- 
neglect  was  the  most  commonly  idetiti- 
fied  form  of  abuse  (63.2%).  Cases  with 
more  than  1 allegation  were  common. 
The  most  common  perpetrators  (exclud- 
ing self)  were  adult  children  (44.6%). 
Women  were  twice  as  likely  as  men  to 
suffer  abuse  of  any  kind.  Reluctance  of 
victims  to  become  involved  in  services  to 
ameliorate  their  situations  is  a major 
barrier  to  effective  intervention.  Strate- 
gies to  prevent  abuse  of  Hispanic  elders 
are  needed  and  should  focus  on  known 
characteristics  of  the  abused  and  abusers. 
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Houston,  TX  77030. 
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Abuse  of  Hispanic  elders 

MAX  E.  OTINIANO,  MD 
CARLOS  R.  HERRERA,  MD,  MPH 


INTRODUCTION 

The  population  of  Hispanics  in  the 
United  States  has  increased  dra- 
matically. Projections  indicate 
that  this  ethnic  group  will 
become  the  majority  ethnic 
group  by  the  year  2000  (1).  In  1995, 
Hispanics  constituted  28.1%  of  the 
Texas  population.  Between  1.5  and  2 
million  older  adults  are  estimated  to 
experience  abuse  or  neglect  each  year 
in  the  United  States  (2-4);  however, 
reliable  data  for  ethnic  subgroups  are 
not  widely  available. 

Targeted  research  is  needed  to  de- 
termine the  extent,  nature,  and  conse- 
quence of  elder  abuse  by  state  and 
ethnic  group  as  appropriate  social  serv- 
ices are  largely  state  based.  Develop- 
ment of  prevention  opportunities  and 
of  more  valid  and  reliable  measures  of 
elder  abuse  is  needed  also  (5). 

Although  elder  abuse  and  neglect 
have  presumably  occurred  in  all  ethnic 
groups  for  centuries,  they  are  the  most 
recent  forms  of  family  violence  to  come 
to  the  attention  of  modern  society. 
Case  reports  of  elder  abuse  hrst  ap- 
peared in  the  literature  20  years  ago 
(6),  but  few  articles  relating  to  His- 
panic elderly  abuse  have  been  pub- 
lished. The  number  of  scientific 
investigations  on  elder  abuse  has  been 
minimal,  particularly  if  compared  with 
the  number  of  studies  on  child  abuse  in 
the  same  period.  Most  of  the  existing 
knowledge  about  elder  abuse  is  based 
on  small  studies,  nonrepresentative 
samples,  informal  surveys,  and  per- 
sonal observations  (7). 

Abuse  of  the  elderly  can  be  divided 
into  4 categories; 

• Abuse  includes  acts  of  willful  inflic- 
tion of  injury,  unreasonable  confine- 
ment, or  cruel  punishment.  The 
most  common  violent  acts  toward 
elderly  persons  include  slapping,  hit- 
ting, and  striking  with  objects.  Fre- 
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quent  results  of  such  mistreatment 
are  scratches,  welts,  scalp  injury, 
bruises,  cuts,  sprains,  abrasions,  and 
occasionally  skeletal  fracture,  burns, 
and  other  wounds.  Other  forms  of 
abuse  are  rape,  sexual  abuse,  and 
verbal  and  psychological  abuse 
(which  include  the  threat  of  aban- 
donment or  institutionalization). 

• Exploitation  or  misappropriation  of 
money  or  property  includes  illegally 
or  improperly  using  the  resources  of 
an  elderly  or  disabled  person  for 
monetary  personal  benefit.  Exam- 
ples include  the  theft  of  Social  Secu- 
rity or  pension  checks,  abusing  joint 
checking  accounts,  the  use  of  threat 
to  enforce  the  signing  or  changing  of 
wills  or  other  legal  documents,  and 
coercion  in  any  financial  matter. 

• Neglect  by  caretaker  is  the  failure  of 
a designated  caregiver  to  meet  the 
needs  of  a dependent  elderly  per- 
son. This  generally  is  accepted  as  a 
form  of  maltreatment.  Neglect  may 
be  intentional,  as  when  a caregiver 
deliberately  fails  to  fulfill  caretaking 
responsibilities  to  harm  or  punish 
the  elderly  person  (ie,  willfully  with- 
holding food  or  medication),  or  it 
may  be  unintentional,  stemming  ei- 
ther from  ignorance  or  from  a gen- 
uine inability  to  provide  care. 

• Self-neglect  is  failure  to  provide  for 
oneself  the  goods  or  services  that 
are  necessary  to  avoid  physical 
harm,  mental  anguish,  or  mental  ill- 
ness. Examples  are  malnourish- 
ment;  over/undermedication;  lack 
of  heat,  running  water,  and  electric- 
ity; unsanitary  living  conditions; 
and  refusal  of  medical  care,  per- 
sonal hygiene,  or  clothes. 

Elder  abuse  cannot  be  assessed 
quickly  and  often  presents  as  a cluster 
of  signs  and  symptoms.  Indicators  used 
for  detection  of  abuse  include  a pattern 
of  “health  care  hopping,”  a series  of 
missed  appointments,  previous  unex- 
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plained  injuries  or  burns  in  unusual  lo- 
cations, presence  of  old  and  new 
bruises,  poor  personal  hygiene,  sexu- 
ally transmitted  disease,  extreme  mood 
changes,  depression,  fearfulness,  and 
overconcern  with  health  care  costs  (8). 

We  would  expect  language  prob- 
lems, misinformation,  and  legal  as- 
pects (undocumented  persons)  to  lead 
to  underreporting  of  abuse  in  non-Eng- 
lish speaking  people.  An  elderly  victim 
may  be  embarrassed  or  intimidated 
into  not  reporting  abuse  by  a family 
member,  or  the  victim  may  fear  that  re- 
porting abuse  will  result  in  being 
placed  in  a long-term  care  facility.  El- 
der abuse  requires  a certain  amount  of 
investigation  because  the  victim  often 
is  unlikely  to  volunteer  information.  An 
elderly  person’s  history  should  be  ob- 
tained from  several  sources,  and  the 
findings  on  a physical  examination 
may  be  the  first  clues  to  abuse  or  to 
suspicions  about  abuse  or  neglect. 

Known  characteristics  of  an  elderly 
person  at  high  risk  of  abuse  are  sex, 
age,  dependency,  alcohol  abuse,  past 
abuse,  stoicism,  isolation,  impairment, 
provocative  behavior,  living  with  family, 
deterioration,  lack  of  outside  support, 
and  recent  stressful  events  in  the  life  of 
the  victim  or  the  abuser  (9-12).  This  re- 
port represents  the  first  step  of  a large 
research  effort  to  determine  the  relative 
importance  of  ethnicity  in  elder  abuse. 

METHODS 

A chief  impediment  to  rigorous  epi- 
demiologic research  has  been  the  diffi- 
culty in  getting  adequate  information 
regarding  abuse  cases.  Other  impedi- 
ments include  the  controversy  about 
definitions,  lack  of  racial  data  in  abuse 
reports,  and  general  limitation  of  retro- 
spective study  design.  Determining  the 
specific  cause  of  Hispanic  elder  abuse  is 
difficult,  particularly  with  the  limited 
knowledge  base  that  now  exists. 

We  requested  from  the  Adult  Protec- 


Fig  1.  Investigations  of  cases  of  abused  elders,  by  year. 
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live  Services  (APS)  office  in  Texas  per- 
tinent information  regarding  Hispanic 
elderly  who  were  abused.  Statistical 
records  from  1991  to  1995  were  re- 
viewed to  determine  the  incidence  of 
Hispanic  elderly  abuse.  The  data  in- 
clude only  those  who  are  living  in  the 
community  (ie,  not  institutionalized). 

The  information  is  based  on  state 
fiscal  years  that  run  September  1 
through  August  31.  The  information  in- 
cludes the  percentage  of  cases,  gender, 
type  of  abuse  that  occurred,  and  the  re- 
lationship or  name  of  the  person  or 
agency  reporting  the  maltreatment. 
The  state  database  does  not  contain  in- 
formation regarding  the  causes  of 
abuse  or  the  outcome  of  the  incident. 

Data  were  tabulated  and  analyzed 
descriptively  by  year.  The  specific  type 
of  maltreatment,  identity  of  the  perpe- 
trator, and  place  of  abuse  are  reported 
by  each  client  as  well  as  by  overall  fre- 
quency (multiple  incidents  per  client). 

RESULTS 

Hispanic  elders  accounted  for  20.6%  of 
all  cases  of  elderly  abuse  reported  to 
APS.  The  number  increased  annually 
by  10%  to  20%  each  year  during  1991- 
1995  (Fig  1).  Women  were  twice  as 


likely  as  men  to  suffer  abuse  of  any 
kind. 

The  characteristics  of  Hispanic  elder 
abuse  in  1995  were  compiled  from  re- 
ports of  unduplicated  complete  or  valid 
cases  and  an  analysis  of  total  reports 
(Table  1).  Most  cases  have  multiple  al- 
legations occurring  in  the  same  family. 
This  suggests  that  for  many,  the  abuse 
is  multifactorial  and  chronic.  A com- 
parison of  total  reports  to  reports  by 
client  reveals  the  magnitude  of  multi- 
ple types  of  maltreatment  occurring  si- 
multaneously. The  types  of  abuse  that 
occur  frequently  are  self-neglect,  fol- 
lowed by  caretaker  neglect,  abuse,  and 
exploitation.  The  most  common  perpe- 
trators are  adult  children,  followed  by 
the  spouses.  The  abuse  occurred  most 
commonly  in  circumstances  where  the 
elder  was  living  with  others.  The  most 
common  reporter  was  the  community, 
followed  by  family  members,  who  have 
increased  their  participation  in  report- 
ing cases  of  elderly  abuse  (Table  2). 

DISCUSSION 

This  project  has  important  implications 
for  the  community.  Knowledge  will  help 
to  educate  the  family  and  community 
and  to  prevent  abuse.  One  major  bar- 
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Table  1.  Characteristics  of  abuse  in  Hispanic  elders,  1995. 


Analysis  by 

Investigation  Total  Reports 

Category  No.  (%) 


Analysis  by 

Client  Reports 

No.  (%)  Per  Client 


Type  of  Maltreatment 


Self-neglect 

4789 

(63.2) 

3143 

(68.1) 

1.52 

Caretaker  neglect 

1501 

(19.8) 

829 

(17.9) 

1.81 

Abuse 

822 

(10.8) 

383 

( 8.3) 

2.14 

Exploitation 

455 

( 6.0) 

254 

( 5.5) 

1.79 

Total 

7567 

4609 

Perpetrator 

Adult  child 

1624 

(44.6) 

1058 

(22.9) 

1.53 

Spouse 

440 

(12.0) 

308 

( 6.6) 

1.42 

Other 

438 

(12.0) 

294 

( 6.3) 

1.48 

Grandchild 

312 

( 8.5) 

196 

( 4.2) 

1.59 

Other  relative 

305 

( 8.3) 

171 

( 3.7) 

1.78 

Unknown 

252 

( 6.9) 

169 

( 3.6) 

1.49 

Sibling 

122 

( 3.3) 

71 

( 1.5) 

1.71 

Service  provider 

119 

( 3.2) 

57 

( 1.2) 

2.08 

Friend 

29 

( 0.8) 

22 

( 0.4) 

1.31 

Code  missing 

0 

2263 

(49.1) 

Total 

3641 

4609 

Place  of  Abuse 

With  others 

1942 

(53.3) 

2175 

(47.1) 

0.89 

Living  alone 

700 

(19.2) 

1527 

(33.1) 

0.45 

With  caretaker 

778 

(21.4) 

661 

(14.3) 

1.17 

Other 

83 

( 2.3) 

99 

( 2.1) 

0.83 

Institution 

67 

( 1.8) 

61 

( 1.3) 

1.09 

Homeless 

23 

( 0.6) 

45 

( 0.9) 

0.51 

Supervised 

33 

( 0.9) 

25 

( 0.5) 

1.32 

Room  and  board 

15 

( 0.4) 

16 

( 0.3) 

0.93 

Total 

3641 

4609 

Table  2.  Source  of  reported  cases  of  abuse  in  Hispanic  elders,  in  percent. 

1991 

1992 

1993 

1994 

1995 

Community 

20.4 

20.8 

23.5 

26.1 

30.4 

Family 

21.3 

20.7 

20.7 

22.3 

20.5 

Hospital 

11.7 

11.2 

9.3 

9.4 

9.7 

Human  services 

11.6 

12.1 

9.7 

7.8 

7.2 

Other 

7.1 

7.7 

6.9 

6.1 

6.4 

Anonymous 

5.5 

5.7 

6.4 

4.5 

3.5 

Medical 

4.5 

4.0 

6.3 

6.1 

4.6 

Friend 

4.4 

3.6 

3.5 

3.5 

3.8 

rier  to  effective  intervention  is  the  lack 
of  procedures  available  for  case  detec- 
tion. APS  relies  on  community  report- 
ing to  identify  cases  of  abuse.  The 
number  of  reported  cases  is  suspected 
to  be  only  a fraction  of  the  true  preva- 
lence rate  in  Texas,  but  the  reporter  is 
playing  a critical  role  in  preventing 
elder  abuse.  Facts  about  the  prevalence 
and  nature  of  Hispanic  elder  abuse 
have  been  hard  to  obtain.  The  elderly 
often  refuse  help  because  they  fear 
nursing  home  placement  and  are  reluc- 
tant to  admit  they  are  growing  depend- 
ent on  others.  One  reason  they  refuse 
help  is  the  lack  of  training  in  elderly 
services  personnel  (home  heath  or  hos- 
pital staff).  Elders  who  refuse  help 
should  be  seen  by  workers  who  have 
experience  in  dealing  with  these  re- 
fusals. A positive  development  in  ad- 
dressing elder  abuse  is  the  use  of 
multidisciplinary  teams  in  hospitals  or 
communities  (13).  Specialists  can  help 
to  develop  an  appropriate  intervention 
plan.  The  diagnosis,  management,  and 
prevention  of  elder  abuse  and  neglect 
should  involve  a team  of  well-coordi- 
nated professionals  from  nursing,  social 
services,  and  many  other  disciplines. 

Elder  abuse  and  neglect  that  result 
from  long-standing  traits  of  the  abuser 
are  unlikely  to  be  improved  through 
such  interventions,  even  if  the  level  of 
impairment  in  the  patient  is  substantial 
(14).  Inflicting  serious  bodily  injury  to 
a person  who  is  65  years  or  older  is  a 
criminal  offense  in  Texas  (15).  In  fact, 
only  5.7%  of  the  average  state’s  budget 
for  the  biennium  1996-1997  was  spent 
on  protective  services  for  the  elderly. 
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Texas  physicians  do  not  have  a statutory 
duty  to  warn  potential  victims  of  their 
patients’  violent  conduct  but  may  warn 
medical  or  law  enforcement  authorities 
if  the  patient  is  a danger  to  himself  to 
the  treating  physician,  or  to  others. 
Moreover,  the  Medical  Practice  Act  of 
Texas  does  not  authorize  even  permissive 
exceptions  to  confidentiality,  thereby  pre- 
venting physicians  from  legally  warning 
victims.  Nonetheless,  5 Texas  appellate 
courts  already  have  addressed  a clini- 
cian’s duty  to  issue  protective  warnings 
to  reasonably  identifiable  victims.  The 
approaches  of  these  5 courts  have  been 
similar,  but  important  differences  war- 
rant attention.  In  1998,  the  Supreme 
Court  of  Texas,  in  a fact- specific  decision, 
did  not  adopt  a duty  for  physicians  to 
protect  third  persons  from  their  patients’ 
violent  acts.  All  Texas  physicians  should 
become  familiar  with  the  emerging  ju- 
risprudence of  professional  protective  re- 
sponsibilities and  liabilities  to  third 
persons  who  can  be  harmed  physically 
by  their  patients’  violent  conduct. 
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Tarasojf  in  Texas 

ALAN  R.  FELTHOUS,  MD 
VICTOR  R.  SCARANO,  MD,  JD 


For  more  than  20  years,  Tarasoff 
has  been,  for  mental  health  pro- 
fessionals, the  most  widely  known 
if  not  always  accurately  under- 
stood landmark  case  in  mental 
health  law,  but  its  potential  application 
in  Texas  has  only  recently  become 
apparent.  Five  Texas  appellate  courts  (El 
Paso;  Austin;  Houston,  First  Division; 
Fort  Worth;  and  San  Antonio,  respec- 
tively) have  addressed  the  Tarasoff  prin- 
ciple, 4 of  them  within  the  last  3 years. 
Unlike  the  diverse  and  contradictory 
national  jurisprudence  regarding  a psy- 
chotherapist’s duty  to  warn  or  protect 
potential  victims  from  a patient’s  violent 
acts  (1,2),  the  approaches  of  the  Texas 
appellate  courts  have  been  more  similar 
than  disparate,  although  some  signifi- 
cant differences  exist.  Last  year,  the 
Supreme  Court  of  Texas  refused  to 
adopt  a Tarasoff-like  duty  to  protect  for 
physicians.  Thus,  an  attempt  to  summa- 
rize and  explain  the  status  of  Tarasoff  in 
Texas  is  appropriate. 

The  facts  and  details  of  the  Tarasoff 
case  have  been  well  publicized  and  cri- 
tiqued (1,3,4).  The  Texas  appellate 
courts’  emphasis  on  a legal  “duty  to 
warn”  over  the  broader  “duty  to  pro- 
tect” brings  into  focus  the  contrasting 
differences  between  the  Supreme  Court 
of  California’s  1974  Tarasoff  I opinion 
(5)  and  its  subsequent  1976  Tarasoff  II 
opinion  (6).  In  Tarasoff  I,  the  California 
court  defined  the  duty  to  warn  as  fol- 
lows: “[W]hen  a doctor  or  therapist,  in 
the  exercise  of  his  professional  skill  and 
knowledge,  determines,  or  should  de- 
termine, that  a warning  is  essential  to 
avert  danger  ...  he  incurs  a legal  obli- 
gation to  give  a warning”  (emphasis 
added)  (5).  This  meant  that  therapists 
in  California  had  a legal  duty  to  notify 
the  identifiable  victim  and/or  the  po- 
lice whenever  a patient  presented  a 
foreseeable  danger  of  seriously  harm- 
ing the  identified  person,  if  such  warn- 
ings were  the  most  reasonable  method 
for  averting  violence. 
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Two  years  later  in  Tarasoff  II,  the 
California  court  vacated  its  first  Tara- 
soff opinion  and  established  the  psy- 
chotherapist’s “duty  to  protect”: 

When  a psychotherapist  determines, 
or  pursuant  to  the  standards  of  his 
profession  should  determine,  that 
the  patient  presents  a serious  dan- 
ger of  violence  to  another,  he  incurs 
an  obligation  to  use  reasonable  care 
to  protect  the  intended  victim 
against  such  danger.  The  discharge 
of  such  duty,  depending  on  the  na- 
ture of  the  case,  may  call  for  the 
therapist  to  warn  the  intended  vic- 
tim or  others  likely  to  apprise  the 
victim  of  the  danger,  to  notify  the 
police,  or  to  take  whatever  other 
steps  are  reasonable  under  the  cir- 
cumstances (6). 

Thus,  with  Tarasoff  II,  warning  was 
one  of  several  possible  protective  inter- 
ventions. In  its  1980  decision,  Thomp- 
son V County  of  Alameda  (7),  the 
Supreme  Court  of  California  set  some 
limits  on  Tarasoff-like  liability.  Eventu- 
ally, Thompson,  too,  was  referenced  by 
Texas  appellate  courts.  In  the  Thomp- 
son case,  a youth  in  a facility  for  delin- 
quents was  known  to  present  a risk  of 
inflicting  violence  and  sexual  abuse  on 
young  children  if  he  were  to  be  re- 
leased. He  was  released,  however,  and 
within  24  hours,  he  allegedly  sexually 
abused  and  killed  a 5 -year-old  child. 
The  young  victim’s  family  sued  the 
county,  claiming  authorities  should 
have  made  the  youth’s  violent  potential 
known  to  police,  the  youth’s  custodian, 
and  parents  in  the  community. 

The  Supreme  Court  of  California 
clarified  in  Thompson  that  a duty  to 
warn  a victim  can  arise  if  the  offender 
presents  a “predictable  threat”  to  a 
“named  or  readily  identifiable”  person, 
but  the  victim  need  not  be  specifically 
named  for  the  duty  to  arise.  This  qual- 
ification, together  with  the  Tarasoff 
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principle  itself,  became  known  as  the 
Tarasoff/Thompson  duty. 

After  Tarasoff  II,  other  California 
cases  soon  demonstrated  that  serious 
and  foreseeable  danger  could  be  estab- 
lished in  litigation  without  verbal  threats 
and  without  identifying  victims  by  name 
(8,9).  Concerned  and  uncertain  about 
where  the  courts  were  headed  with  this 
form  of  expanding  liability,  mental 
health  professionals  turned  to  the  Cali- 
fornia legislature.  In  1985,  California  en- 
acted the  first  protective  warning 
disclosure  statute  that  limited  the  duty 
to  protect  to  situations  in  which  the  pa- 
tient makes  “a  serious  threat  of  violence 
against  a reasonably  identifiable  victim,” 
and  the  duty  can  be  satisfied  or  dis- 
charged by  communicating  the  threat  to 
the  “victim  or  victims  and  to  a law  en- 
forcement agency”  (10).  The  hope  was 
that  the  statute  would  provide  guidance 
and  limit  liability  for  therapists  with  a 
duty  to  protect  third  persons  from  the  vi- 
olent acts  of  their  patients. 

Three  contrasting  formulations  ap- 
plied by  other,  non-California  courts 
should  be  mentioned  because  the  Texas 
appellate  courts  differed  in  embracing 
one  or  another  of  these  rules.  First,  some 
courts  require  a specific  threat  against  a 
specific  victim  for  the  duty  to  warn  or  to 
protect  to  arise  (11,12).  Second,  in  one 
of  the  first  cases  outside  of  California,  the 
Superior  Court  of  New  Jersey  adopted 
the  Tarasoff  principle  explicitly  without 
requiring  that  the  patient  express  a threat 
against  the  victim  for  the  duty  to  arise, 
provided  that  the  therapist  knew  or 
should  have  known  that  his  patient  pre- 
sented “a  clear  danger  or  threat”  to  the 
intended  victim  (13);  the  victim  should 
have  been  reasonably  identifiable.  Third, 
other  courts  required  no  threat  or  rea- 
sonably identifiable  victim  for  the  duty  to 
protect  to  arise  but  only  that  the  violence 
he  foreseeable  (14-16). 

Several  courts  upheld  a variant  of 
Tarasojf-like  liability,  while  explicitly  re- 
fusing to  invoke  the  special  relations  ex- 


ception to  the  common  law  rule  of  non- 
responsibility as  the  California  court  had 
done  (16,  17).  Another  approach  was  to 
allow  liability,  not  for  harm  resulting 
from  a failure  to  predict  violence  but 
only  after  the  treater  actually  predicted 
harm  and  then  failed  to  take  appropri- 
ate preventive  action  (18).  The  Ohio 
Supreme  Court  held  that  unless  the 
treaters  did  not  exercise  professional 
judgment,  they  cannot  be  held  liable  for 
the  violent  acts  of  their  patients;  the 
court  established  a formula  for  deter- 
mining whether  professional  Judgment 
had  indeed  been  applied  (19).  The 
Supreme  Court  of  Michigan  upheld  gov- 
ernmental immunity  for  failure  to  pro- 
tect liability  where  psychiatrists  are 
employed  by  a state  hospital  (20).  And, 
more  recently,  the  Supreme  Court  of  Vir- 
ginia rejected  Tarasoff-hke  liability  re- 
garding a patient  who,  though 
hospitalized,  was  controlled  insuffi- 
ciently to  satisfy  the  special  relationship 
exception  to  the  common  law  rule  of 
nonresponsibility  (21).  Thus,  courts 
have  not  followed  in  lockstep  the  path 
set  by  the  Supreme  Court  of  California. 
On  the  contrary,  the  jurisprudence  on  a 
therapist’s  duty  to  protect  third  persons 
is  complex  and  inconsistent. 

TEXAS  COURT  OF  APPEALS 
FOR  EL  PASO 

Twelve  years  ago,  in  its  Williams  v Sun 
Valley  Hospital  decision  (22),  the  Texas 
Court  of  Appeals  at  El  Paso  became  the 
first  appellate  court  in  the  state  to  ad- 
dress the  Tarasoff  principle.  Mr  Her- 
rera, a patient  at  Sun  Valley  Hospital, 
had  escaped  by  scaling  a 7-  to  10-foot 
wall.  More  than  a mile  away  from  the 
hospital,  he  leaped  in  front  of  a moving 
car  and  was  killed.  Ms  Pamela 
Williams,  the  driver,  was  injured  and 
brought  suit  against  the  hospital  for  al- 
lowing this  patient  to  escape.  (22) 

On  appeal,  the  Texas  Court  of  Ap- 
peals for  El  Paso  found  no  cause  for  lia- 


bility and  specifically  found  that  the  hos- 
pital had  no  duty  to  warn  the  driver  that 
the  patient  had  escaped,  because  the 
identifiability  rule  of  Tarasoff/Thompson 
was  not  satisfied.  The  court  held, 
“Where  there  is  no  allegation  of  a threat 
or  danger  to  a readily  identifiable  per- 
son, we,  like  those  courts  whose  logic  we 
follow,  are  unwilling  to  impose  a blanket 
liability  upon  all  hospitals  and  therapists 
for  the  unpredictable  conduct  of  their 
patients  with  a mental  disorder”  (22). 

The  El  Paso  court  cited  the  trial 
court  judge’s  reference  to  the  “specific 
threats  to  specific  victim’s  rule”  in 
Brady  v Hopper  (11,12):  “In  granting  a 
motion  to  dismiss  on  the  pleadings,  the 
court  followed  those  cases  which  hold 
a therapist  cannot  be  held  liable  for  in- 
juries inflicted  upon  third  persons  ab- 
sent specific  threats  to  a readily 
identifiable  victim”  (12).  On  appeal, 
the  El  Paso  appellate  court  observed 
further  that  the  appellate  court  in 
Brady  had  “noted  that  in  Thompson, 
the  court  refused  to  extend  the  Tarasoff 
obligation  where  there  were  no  specific 
threats  to  specifically  identifiable  vic- 
tims” (22).  Thus,  although  the  appel- 
late holding  in  Williams  is  not  perfectly 
clear  on  this  point,  the  discussion  of 
Tarasoff-like  liability  emphasized  the 
limited  construction  of  the  specificity 
rule  requiring  a “specific  threat”  as  well 
as  a specific  or  readily  identifiable  vic- 
tim. 

TEXAS  COURT  OF  APPEALS 
FOR  AUSTIN 

In  Kerrville  State  Hospital  v Clark  (23) 
the  Texas  Court  of  Appeals  for  Austin  ad- 
dressed the  Tarasoff  principle,  even 
though  the  facts  of  this  case  did  not  com- 
port with  the  specificity  rule  of  Brady. 
While  committed  as  an  outpatient,  an 
estranged  husband  murdered  his  wife. 
Her  parents  brought  suit  against  Kerr- 
ville State  Hospital  and  the  Department 
of  Mental  Health  and  Mental  Retarda- 
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tion  for  the  wrongful  death  of  their 
daughter.  The  verdict  was  in  favor  of  the 
plaintiffs  and  the  Austin  appellate  court 
affirmed,  but  for  reasons  other  than  a 
duty  to  warn  (23).  According  to  the  trial 
court  and  the  appellate  court,  the  duty 
was  to  control  the  patient’s  aggressive 
behavior  through  the  use  of  intramuscu- 
lar medication.  The  plaintiffs’  assump- 
tion was  that  the  patient  could  not  be 
relied  upon  to  take  antipsychotic  med- 
ication on  his  own  and  he  would  likely 
become  violent  without  medication.  The 
Austin  court  stated  specifically  that  it 
was  not  deciding  “the  issue  of  duty 
based  on  a failure  to  warn  . . . .”  The 
court  in  dicta  went  on  to  propose  that  a 
threat  against  a “specific  victim”  need 
not  be  expressed  by  the  patient  for  the 
duty  to  warn  to  arise  (23).  Because  the 
court’s  opinion  in  this  matter  was  dicta, 
it  is  not  binding  upon  the  lower  courts, 
and  the  Supreme  Court  of  Texas  in  its  re- 
view did  not  need  to  address  it  (24). 

The  Austin  court  acknowledged  that 
the  Tarasoff  responsibility  extended  to  a 
“foreseeable  victim”  and,  citing  an  Ari- 
zona case,  defined  a foreseeable  victim 
as  “one  who  is  said  to  be  within  the 
zone  of  danger,  that  is,  subject  to  proba- 
ble risk  of  the  patient’s  violent  conduct” 
(emphasis  added)  (25).  Without  the  re- 
quirement for  a threat  or  a specific  vic- 
tim, this  clearly  departs  from  the 
specificity  rule.  However,  a closer  read- 
ing of  the  Arizona  court’s  analysis  indi- 
cates that  foreseeable  victims  are  often 
readily  identifiable  either  by  their  close 
proximity  to  the  assailant,  ie,  living  in 
the  same  household,  or  because  of  a 
history  of  threats  and  assaults  against 
them  in  the  past.  Lacking  further  clari- 
fication on  the  meaning  of  “zone  of 
danger,”  the  Austin  court’s  formulation 
appears  to  approach  the  foreseeability 
rule,  which  does  not  require  a specific 
or  reasonably  foreseeable  victim  for  the 
duty  to  apply. 

The  Texas  Supreme  Court,  in  a 5:4 
opinion,  reversed  the  appellate  court’s 
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decision  on  the  basis  of  the  legal  issue 
of  sovereign  immunity.  The  court  did 
not  address  the  appellate  court’s  pro- 
posed interpretation  of  the  Tarasoff 
principle  (24)  because  it  was  dicta. 
Thus,  the  Tarasoff-\ike  position  of  the 
Texas  Court  of  Appeals  for  Austin  re- 
mained unaddressed  by  the  Texas 
Supreme  Court.  This  court’s  minority 
opinion,  however,  provides  some  in- 
sight as  to  how  Tarasoff  might  be  ana- 
lyzed in  the  future,  pointing  to  the 
assailant  as  posing  “a  serious  danger  to 
a readily  identifiable  person”  (24). 
These  are  terms  and  phrases  reminis- 
cent of  the  Tarasoff/Thompson  duty. 

TEXAS  COURT  OF  APPEALS 
FOR  HOUSTON,  FIRST  DIVISION 

As  of  today,  the  only  appellate  court  to 
affirm  Tarasoff-like  liability  in  a particu- 
lar lawsuit  is  the  Texas  Court  of  Appeals 
for  Houston,  First  Division,  in  the  1996 
Zezulka  v Thapar  decision  (26).  Mr  Lilly 
was  described  as  a “mentally  ill  Vietnam 
veteran  . . . who  hated  his  stepfather,  Mr 
Zezulka”  (26).  Once  Mr  Lilly  had  al- 
legedly slapped  his  stepfather  in  public 
(26).  Mr  Lilly  told  his  psychiatrist.  Dr 
Thapar,  that  he  wanted  to  kill  his  stepfa- 
ther (26).  During  a psychiatric  hospital- 
ization in  August,  the  medical  record 
showed  Mr  Lilly  was  homicidal  and 
wanted  to  kill  his  stepfather.  The  follow- 
ing month,  soon  after  having  been  dis- 
charged from  the  hospital,  Mr  Lilly 
carried  out  his  homicidal  wish.  Dr  Tha- 
par allegedly  had  not  warned  Mr  Zezulka 
or  any  family  member  of  the  threats 
made  by  Mr  Lilly  (26).  Finding  that  Dr 
Thapar  had  a duty  to  warn  the  victim, 
the  Houston  appellate  court  explained: 

We  are  not  asked  in  this  case  to  hold 
a doctor  responsible  to  the  general 
public  at  large.  Because  Thapar  al- 
legedly knew  of  a specific  threat  to  a 
specific  person,  we  hold  that  she 
had  a duty  to  warn  the  person  (26). 
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In  the  single  Texas  appellate  case  in 
which  the  facts  fit  a Tarasoff-like  sce- 
nario, the  court  found  a Tarasoff-like 
duty,  at  least  where  the  more  limited 
specificity  rule  was  satisfied.  It  remains 
to  be  seen  whether  the  Houston  court 
also  would  find  third-party  liability 
where  facts  of  a case  correspond  not 
within  the  narrow  specificity  rule  but 
with  the  broader  reasonable  identifiabil- 
ity  rule  of  Tarasoff/Thompson  doctrine. 

TEXAS  COURT  OF  APPEALS 
FOR  FORT  WORTH 

In  Kehler  v Eudaly  (27),  the  Texas  Court 
of  Appeals  for  Fort  Worth  addressed  the 
Tarasoff  principle  in  a case  in  which  the 
facts  did  not  conform  to  the  Tarasoff  re- 
quirements for  liability.  Beginning  in 
1985,  Mr  James  Bigby,  an  employee  at 
Frito-Lay,  was  evaluated  for  multiple 
musculoskeletal  and  neurological  com- 
plaints that  were  allegedly  associated 
with  a job-related  injury.  In  1986,  he  be- 
gan treatment  for  depression  with  Dr 
Harold  Eudaly,  who  prescribed  antide- 
pressant medication  (27).  On  December 
1,  1987,  because  of  increasing  depres- 
sion, Mr  Bigby  was  admitted  to  Saint 
Joseph  Hospital,  where  he  received  elec- 
troconvulsive therapy.  On  December  11, 
after  the  third  treatment  and  without 
being  discharged,  Mr  Bigby  left  the  hos- 
pital. The  following  day,  after  several  at- 
tempts were  made  to  convince  Mr  Bigby 
to  return  to  the  hospital.  Dr  Eudaly 
changed  his  status  to  “discharged.”  Dr 
Koechel,  a psychologist  who  had  been 
providing  therapy  for  Mr  Bigby,  saw  him 
in  an  office  visit  (27). 

Eleven  days  after  hospital  discharge, 
on  December  22,  Mr  Bigby  killed  2 
Frito-Lay  employees;  the  next  day,  he 
killed  Michael  Trekell  and  Mr  Trekell’s 
4-month-old  son,  Jayson  Kehler.  On 
both  counts,  Mr  Bigby  was  convicted  of 
capital  murder,  and  he  was  sentenced 
to  death  (27). 

Ms  Grace  Kehler,  Jayson’s  mother 
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and  the  reported  common-law  wife  of 
Mr  Trekell,  and  Mr  Trekell’s  parents 
brought  suit  against  Mr  Bigby’s 
treaters.  The  principal  issue  of  con- 
tention was  whether  the  defendants 
i owed  a duty  to  the  victims  based  on 
the  Tarasoff  principle,  or  whether,  as 
the  defendants  contended,  they  had  no 
duty  because  neither  a “readily  identifi- 
able victim”  nor  a “foreseeable  danger” 
i existed  as  required  for  the  duty  to  arise 
under  Tarasoff  doctrine.  The  trial  court 
found  no  such  duty  existed  in  this  case. 
The  Texas  Court  of  Appeals  at  Fort 
Worth  affirmed  the  lower  court’s  grant- 
ing of  the  defendants’  Motion  for  Sum- 
mary Judgment  (27). 

[ After  an  extensive  discussion  of  the 
I Texas  law  regarding  duties  to  third  par- 
i ties,  the  Tarasoff/Thompson  rule,  and  its 
I reference  in  Texas  cases,  the  Texas 
' Court  of  Appeals  for  Fort  Worth  clari- 
fied that  neither  this  court  nor  the  Texas 
Supreme  Court  had  adopted  a Tarasoff- 
like  “duty  to  warn.”  However,  the  Fort 
Worth  court  commented  on  when  pro- 
tective duties  might  possibly  arise.  If  a 
specific  or  readily  identifiable  victim  is 
threatened,  the  likely  protective  duty  is 
“to  warn”  (22,28).  On  the  other  hand, 
where  the  violence  is  foreseeable  but 
without  a specific  or  readily  identifiable 
victim,  the  duty  might  more  appropri- 
ately be  to  control  the  patient  in  a med- 
ically suitable  manner  (23). 

COURT  OF  APPEALS  OF  TEXAS 
FOR  SAN  ANTONIO 

In  Limon  v Gonzaba  (29),  the  Texas 
Court  of  Appeals  for  San  Antonio  be- 
came the  fifth  Texas  court  of  appeals  to 
address  the  Tarasoff  principle  in  a case 
that  did  not  fit  this  legal  theory. 
Lorenzo  Limon,  suffering  from  symp- 
toms of  depression,  was  brought  to  the 
Gonzaba  Clinic  by  his  daughter  on  Feb- 
ruary 4,  1992.  She  expressed  the  view 
that  Mr  Limon  was  “a  danger  to  him- 
self and  others  and  needed  to  be  in  the 


hospital”  (29).  Mr  Limon  was  con- 
cerned about  an  upcoming  urinalysis 
for  drug  screening  at  work  and  had 
been  bothered  by  telephone  calls  from 
his  former  wife.  In  his  20-  to  25-minute 
interview  with  a substance  abuse  coun- 
selor, Mr  Limon  denied  feeling  suicidal 
or  homicidal.  He  made  no  threats  and 
denied  ownership  of  a gun.  Mr  Limon 
was  referred  to  the  Alamo  Mental 
Health  Group.  Only  2 days  after  this 
initial  clinic  visit,  Mr  Limon  shot  his 
former  wife  in  her  own  home,  leaving 
her  paraplegic  (29). 

In  rejecting  the  application  of  the 
Tarasoff  principle  to  this  case,  the  San 
Antonio  appellate  court  (29)  cited  with 
agreement  the  Fort  Worth’s  appellate 
opinion  in  Kehler: 

While  it  is  likely  a foreseeable  duty 
would  be  recognized  in  Texas  under 
a Tarasoff/Thompson  fact  situation 
with  an  identifiable  victim,  this  case 
would  nonetheless  fail  to  fall  within 
its  parameters.  Thus,  each  of  the  ap- 
pellee’s motion(s)  for  summary 
judgement  properly  responded  to 
the  appellant’s  only  viable  claim,  a 
claim  arising  under  Tarasoff/Thomp- 
son principle  to  elaborate  on  when  a 
duty  might  arise.  First,  should  the 
mental  health  treater  have  “foreseen 
that  the  patient  would  injure  or  kill 
someone”?  If  so,  was  the  intended 
victim  “identifiable,  by  name,  or 
otherwise”?  When  these  questions 
can  be  answered  in  the  affirmative, 
the  treaters  may  have  a “duty  to 
warn”  (27). 

SUPREME  COURT  OF  TEXAS 

In  Van  Horn  v Chambers  (30),  the 
Supreme  Court  of  Texas  refused  to 
adopt  a duty  for  physicians  to  protect 
third  persons  from  the  violent  acts  of 
their  patients,  at  least  in  reference  to 
the  facts  of  the  case.  Johnny  Long,  Jr, 
was  taken  to  the  hospital,  presenting 


with  seizures,  alcohol  withdrawal,  and 
combativeness.  In  the  neurological  crit- 
ical care  unit,  Mr  Long  was  treated 
with  anticonvulsant  medicine  and 
managed  with  leather  restraints.  The 
following  day.  Dr  Van  Horn  determined 
that  Mr  Long  no  longer  required  inten- 
sive care  and  transferred  him  to  a pri- 
vate room  on  a general  hospital  ward. 
The  day  after  the  transfer,  Mr  Long  de- 
cided to  leave  the  hospital.  A medical 
student  and  2 hospital  employees  tried 
to  restrain  Mr  Long.  In  the  struggle,  all 
4 men  crashed  through  a barrier  and 
fell  24  feet  to  a concrete  floor.  Mr 
Ronald  Chambers  (an  employee)  and 
the  medical  student  died.  Mr  Long  and 
Mr  Johnson  (another  employee)  sur- 
vived with  injuries. 

Mr  Johnson  and  Mr  Chamber’s  rep- 
resentative sued  Dr  Van  Horn.  The  6 
claims  essentially  included  failure  to 
properly  diagnose  the  patient’s  condi- 
tion, failure  to  properly  treat  the  pa- 
tient’s condition,  and  various  failures 
in  the  safe  management  of  his  poten- 
tially violent  behavior.  After  the  trial 
court  granted  summary  judgment  for 
Dr  Van  Horn,  the  court  of  appeals  re- 
versed, and  then  the  Supreme  Court  of 
Texas  reversed  the  appellate  judgment. 

In  citing  its  earlier  opinions,  the 
court  noted  that  it  previously  held  that 
mental  health  professionals  have  no 
duty  to  third  persons  not  to  misdiag- 
nose a patient’s  condition.  The  court 
also  had  held  that  a hospital  has  “no  le- 
gal duty  to  a third  party  to  provide 
competent  care  to  [a]  third  party’s  wife 
or  unborn  child”  (31). 

The  court  observed,  “In  short,  this  is 
ultimately  a case  of  injured  parties 
other  than  the  patient  claiming  that  a 
doctor  negligently  misdiagnosed,  and 
in  turn  negligently  treated,  a patient’s 
condition.  Any  duty  of  reasonable  care 
on  Dr  Van  Horn’s  part  to  avoid  such 
negligence  originates  solely  through 
the  relationship  with,  and  flows  only 
to,  his  patients”  (30). 
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The  Supreme  Court  of  Texas  refused 
to  apply  the  “special  relationship”  ex- 
ception to  the  common  law  nonrespon- 
sibility rule  cited  in  Tarasojf  and  as 
defined  in  the  Restatement  (Second)  of 
Torts,  Section  315.  Aside  from  the 
court’s  view  that  a physician-patient  re- 
lationship is  not  “special,”  so  as  to  im- 
pose a duty  to  control,  “.  . . there  is 
nothing  inherent  in  the  relationship 
that  gives  a doctor  the  right  to  control 
his  patient”  (30).  The  court  further  re- 
jected application  of  the  “takes  charge” 
exception  to  nonresponsibility  (Restate- 
ment [Second]  of  Torts,  Section  319)  at 
least  for  physician-patient  relationships, 
such  as  the  one  in  the  instant  case.  In 
support  of  its  rejection  of  the  special  re- 
lationship exception,  the  court  cited,  in 
dicta  within  parentheses,  the  Nasser  de- 
cision of  the  Supreme  Court  of  Virginia, 
which  found  that  even  voluntary  hospi- 
talization afforded  too  little  control  of 
the  patient  to  justify  imposition  of  a 
duty  to  protect  third  persons. 

DISCUSSION 

When  does  a Tarasojf-Uke  duty  to 
warn/protect  arise  in  Texas?  As  already 
seen,  courts  outside  of  Texas  have 
shown  great  diversity  in  defining  when 
such  a duty  occurs.  In  Texas,  too,  we  see 
a range  of  thresholds  though  not  as 
wide  a range  as  seen  on  the  nationwide 
level.  Most  conservatively,  in  upholding 
liability  for  a psychiatrist’s  failure  to 
warn,  the  Texas  Court  of  Appeals  for 
Houston,  First  Division,  applied  the 
specificity  rule  in  Zezulka  v Thapar 
(26),  and  the  El  Paso  appellate  court 
seemed  to  lean  towards  the  specificity 
rule  in  Williams  v Sun  Valley  Hospital 
(22).  Other  courts  favored  the  identifia- 
bility  rule  of  Tarasoff/Thompson  doc- 
trine, providing  a broader  application 
of  the  duty  than  the  specificity  rule  but 
not  nearly  so  broad  as  the  foreseeability 
rule  of  Lipari  (14),  Petersen  (15),  and 
Schuster  (16),  in  which  the  victim  need 
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not  be  reasonably  identifiable  for  the 
duty  to  arise.  And  finally,  in  Van  Horn  v 
Chambers,  the  Supreme  Court  of  Texas 
raised  doubt  as  to  whether  a Tarasoff- 
like  duty  to  protect  will  prevail  in  Texas. 

In  defining  when  a victim  should  be 
considered  foreseeable,  even  without  a 
threat,  the  Austin  appellate  court  (23) 
cited  the  Arizona  Supreme  Court’s  analy- 
sis of  the  “zone  of  danger”  concept  in 
Hamman  v County  of  Maricopa  (25).  A 
person  who  is  in  the  zone  of  danger  is  at 
risk  for  being  violently  victimized  by  the 
patient.  By  itself,  this  definition  is  in- 
complete because  a person  can  be  sub- 
ject to  a patient’s  violence  without  the 
therapist’s  knowledge.  The  mere  exis- 
tence of  a danger  does  not  by  itself  make 
the  danger  foreseeable.  In  Hedlund  v Su- 
perior Court  of  Orange  County  (8),  an- 
other duty-to-protect  case  appealed  to 
the  Supreme  Court  of  California,  the  vic- 
tim-mother was  thought  to  be  identifi- 
able, but  the  mother’s  child  also  was 
considered  to  be  a foreseeable  victim  be- 
cause a young  child  can  be  expected  to 
be  close  to  its  mother.  In  automobile  ac- 
cidents, persons  in  the  zone  of  danger, 
ie,  in  the  trajectory  of  the  vehicle,  are 
considered  to  be  foreseeable  victims, 
even  if  not  nameable  or  individually 
identifiable  by  the  errant  driver.  But  this 
is  not  analogous  to  a therapist-patient- 
victim  situation.  The  zone-of-danger 
concept,  when  applied  to  duty-to-wam 
or  duty-to-protect  cases,  would  seem  to 
be  somewhere  between  the  identifiabil- 
ity  rule  and  the  foreseeability  rule  in 
Tarasoff-Wke  liability  cases.  As  of  this 
writing,  no  Texas  court  has  used  a zone- 
of-danger  analysis  in  considering  a psy- 
chotherapist’s duty  to  third  parties.  The 
Austin  appellate  court’s  mention  of  the 
zone  of  danger  was  a side  issue  placed  in 
a footnote  and,  therefore,  is  not  binding 
on  lower  courts  as  precedent.  Clinicians 
in  the  Austin  area  should  have  a working 
knowledge  as  to  what  is  meant  by  zone 
of  danger.  Unfortunately,  a clear  defini- 
tion is  missing  in  the  opinion. 
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The  San  Antonio  appellate  court, 
though  citing  the  Austin  appellate 
court’s  reference  to  the  “zone  of  danger” 
concept  in  establishing  who  is  a foresee- 
able victim  and  whether  the  therapist 
has  a duty  to  warn  the  victim,  opined 
that  with  a Tarasoff  fact  pattern,  Texas 
would  use  a Tarasoff/Thompson  analysis 
in  deciding  the  case. 

As  noted  above,  the  Austin  court 
cited  a decision  of  the  Supreme  Court 
of  Arizona,  Hamman  v County  of  Mari- 
copa (25),  in  which  the  foreseeable 
victim,  who  is  in  the  zone  of  danger,  is 
“subject  to  probable  risk  of  the  pa- 
tient’s violent  conduct”  (25).  How- 
ever, without  further  qualification, 
this  does  not  explain  foreseeability  be- 
cause a potential  victim  can  be  at  risk 
of  danger  from  a patient  without  the 
therapist’s  knowledge.  Perhaps,  hav- 
ing just  quoted  the  Tarasojf  principle, 
the  Arizona  court  meant,  “When  the 
therapist  determines  or  under  the  ap- 
plicable professional  standards  rea- 
sonably should  have  determined  . . .” 
that  the  person  is  “subject  to  probable 
risk  of  the  patient’s  violent  conduct,” 
then  the  person  is  in  the  zone  of  dan- 
ger and  should  be  regarded  as  a fore- 
seeable victim  deserving  protective 
measures  (6).  But  neither  the  Arizona 
court  nor  the  Austin  court  said  this.  In 
any  event,  even  this  link  to  foresee- 
ability would  not  have  provided  any 
more  guidance  than  the  Tarasojf  prin- 
ciple itself.  Thus,  clinicians  find  them- 
selves in  the  precarious  position  of 
having  to  guess  what  the  courts  mean 
by  “zone  of  danger.” 

In  Limon  v Gonzaba  (29),  the  San 
Antonio  appellate  court  found  no  direct 
evidence  from  the  evaluation  of  the  pa- 
tient that  he  was  dangerous,  let  alone 
the  identity  of  his  victims.  The  court 
clarified  that  it  had  “no  trouble  follow- 
ing the  philosophical  underpinnings  of 
Tarasoff  and  Thompson”  (29).  The 
court  then  provided  the  following 
analysis: 
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There  are  two  elements  in  Tarasojf 
and  Thompson.  Both  involve  basic 
foreseeability  questions.  The  first 
question  is  whether  a reasonable 
health  care  provider  could  have 
foreseen  that  the  patient  would  in- 
jure or  kill  someone.  If  a reasonable 
health  care  provider  could  have 
foreseen  that  harm  would  come  to 
someone,  then  the  second  question 
arises  — who  is  the  intended  vic- 
tim? If  the  victim  is  identifiable,  by 
name  or  otherwise,  the  duty  to  warn 
j the  intended  victim  arises  (29). 

The  Austin  appellate  court  invoked 
the  zone-of-danger  concept  of  Hamman 
'v  County  of  Maricopa  in  a footnote  to  es- 
Itablish  that  the  victim  was  foreseeable: 

I “We  agree  with  the  Clarks  [plaintiffs] 

I that  under  [the  Hamman  zone  of  dan- 
ger] definition,  Rebecca  [the  victim] 
was  a foreseeable  victim.  As  Gary’s 
wife,  she  was  certainly  within  the  zone 
! of  danger,  and  she  had  been  the  victim 
of  Gary’s  violence  on  many  previous  oc- 
casions” (23).  Having  already  sup- 
ported “a  duty  to  the  general  public  to 
use  reasonable  care  in  the  release  of 
Gary,”  the  Austin  court  did  not  deter- 
mine that  a duty  to  warn  actually  ex- 
isted in  this  case  — only  that  such  a 
duty  “may  have”  existed  (23,  see  foot- 
note 13,  pp  436-437).  Given  that  Re- 
becca already  had  been  assaulted  and 
threatened  by  Gary,  she  would  have 
known,  perhaps  better  than  the  physi- 
cian, the  danger  he  posed  to  her  safety. 
In  this  case,  either  hospitalization  or  ap- 
propriate medication  may  have  been 
more  protective  than  a warning. 

In  Hamman  v County  of  Maricopa 
(25),  the  Arizona  case  cited  by  the 
Austin  and  San  Antonio  courts,  facts  in- 
dicated that  John  Carter,  the  patient, 
suffered  from  schizophrenia  and  was 
psychotically  disturbed  when  his 
mother  and  stepfather  brought  him  to 
the  Maricopa  County  Hospital  for  eval- 
uation (25).  His  parents  thought  he  was 


dangerous  and  should  be  hospitalized, 
whereas  the  doctor  judged  him  to  be 
“harmless”  (25).  The  court  was  critical 
of  the  apparent  inadequacy  of  the  eval- 
uation. In  reasoning  what  is  the  most 
appropriate  rule  for  establishing 
whether  a duty  to  potential  victims 
should  exist,  the  Arizona  court  re- 
viewed the  specificity  rule  of  Brady  v 
Hopper  (11,12),  finding  this  to  be  too 
narrow;  the  foreseeability  rule  of  Pe- 
tersen V State  (15),  comparable  to  Lipari 
(14);  and  the  application  of  the  Tarasoff 
rule  in  Jablonski  (9).  Finding  the 
Jablonski  approach  to  be  the  least  ex- 
treme and  most  practical,  the  Arizona 
court  favored  this  and  applied  the  term 
“zone  of  danger.”  However,  some  differ- 
ences may  be  found  in  these  2 cases. 
Though  patient  Jablonski  had  made  no 
threat  against  his  wife,  his  violence 
against  her  was  considered  foreseeable 
because  he  had  raped  her  and  violently 
abused  her  in  other  ways.  Though  John 
Carter’s  aggression  was  not  so  clearly 
focused  on  his  parents,  they  were  in  the 
zone  of  danger  because  they  lived  un- 
der the  same  roof  with  John.  “Their 
constant  physical  proximity  to  Carter 
placed  them  in  an  obvious  zone  of  dan- 
ger” (25).  Thus,  a foreseeable  victim  of 
a violent  patient  may  be  someone  who 
is  in  frequent  or  constant  physical  prox- 
imity with  the  patient,  ie,  lives  under 
the  same  roof  or  who  has  been  the  re- 
cipient of  violent  attacks  from  the  pa- 
tient on  prior  occasions. 

Five  Texas  appellate  courts  have  rec- 
ognized a Tarasoff-lfke  duty  as  possible, 
likely,  or  present  in  Texas.  The  Houston 
First  Division  Court,  in  the  only  case  that 
factually  comported  with  the  Tarasoff 
principle,  found  a duty  with  correspon- 
ding liability  where  the  specificity  rule 
was  satisfied.  The  other  4 courts  seem  to 
have  settled  on  a Tarasoff/Thompson  for- 
mula for  establishing  foreseeability  with 
a corresponding  duty  to  warn.  A zone  of 
danger  (23,25)  with  a “probable  risk  of 
the  patient’s  violent  conduct”  could  lend 


itself  to  more  interpretations  than  a sim- 
ple “reasonable  identity”  rule. 

Note  that  the  duty  to  warn  of  the  va- 
cated Tarasoff  I (5)  decision  has  come  to 
the  fore  in  these  court  opinions.  Corre- 
spondingly, the  duty  to  protect  of  Tara- 
soff II  (6),  though  quoted  as  the  Tarasojf 
principle,  is  emphasized  much  less. 
Though  the  opinions  are  not  always  ex- 
plicit on  this  point,  we  would  assume 
that  the  person  to  be  warned  would  gen- 
erally be  the  identifiable  victim,  as  per 
Tarasoff  II  (6),  or  someone  who  could  in 
turn  notify  the  victim  or  victims. 

Yet,  other  protective  duties  are 
brought  into  a few  of  these  discussions, 
including  the  duty  to  contain  or  control, 
traditionally  meaning  duty  to  hospital- 
ize or  to  keep  hospitalized  a dangerous 
patient.  However,  the  Kerrville  (23) 
opinion  raised  another  intriguing  possi- 
bility: a duty  to  medicate  a patient  with 
intramuscular  long-lasting  antipsy- 
chotic medicine  where  the  patient  does 
not  reliably  take  medicine  on  his  own 
but  without  medicine  can  be  expected 
to  regress  and  become  violent  against 
others.  Failure  to  properly  diagnose  and 
failure  to  properly  treat  are  more  com- 
mon causes  of  psychiatric  malpractice 
lawsuits  than  a failure  to  warn.  But  the 
claim  that  a failure  to  use  intramuscular 
medicine  can  result  in  liability  to  those 
foreseeably  harmed  by  the  unmed- 
icated patient  is  a novel,  if  not  unrea- 
sonable, cause  of  action  that  perhaps 
deserves  more  attention  than  the  highly 
publicized  duty-to-warn  issue.  Such  a 
duty  would  not  relieve  the  physician  of 
the  responsibility  of  informing  the  pa- 
tient of  the  benefits  and  risks  of  intra- 
muscular medicine  and  alternative 
treatments.  In  Texas,  a refusing  patient 
must  first  be  involuntarily  committed 
and  then  court-ordered  to  take  medi- 
cine in  nonemergency  situations. 

The  Supreme  Court  of  Texas  appears 
to  have  rejected  a Tarasoff-like  duty  to 
protect.  However,  the  court’s  holding 
should  be  interpreted  with  caution  be- 
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cause  in  its  entirety,  the  opinion  is  very 
focused  on  the  facts  of  the  case.  The 
facts  of  Van  Horn  do  not  lend  them- 
selves to  a traditional  formulation  of 
foreseeability  upon  which  protective 
duties  generally  are  founded.  The  opin- 
ion does  not  mention  a specific  threat 
or  a foreseeable  victim.  Would  the 
court  find  a duty  to  warn  or  protect  in 
a case  where  the  facts,  allegations,  and 
claims  comport  with  the  specificity  rule 
for  establishing  foreseeability? 

Another  reason  for  cautious  inter- 
pretation is  the  unanswered  question  of 
whether,  given  sufficient  control,  a 
physician  could  have  a duty  to  protect 
third  persons  after  all.  In  Nasser  v 
Parker,  a supporting  citation  for  Van 
Horn,  the  Supreme  Court  of  Virginia 
found  even  voluntary  hospitalization 
offered  insufficient  control  over  the  pa- 
tient to  impose  a protective  duty  to 
control  the  patient  and  prevent  the  pa- 
tient from  harming  third  persons. 
Though  not  explicit  on  its  point,  the 
Virginia  court  left  open  the  possibility 
of  a protective  duty  to  third  persons 
when  the  patient  was  under  the  control 
of  involuntary  commitment.  Similarly, 
whether  the  Texas  court  would  find  a 
duty  to  protect  third  persons  when  the 
patient  is  involuntarily  committed  was 
not  addressed  in  Van  Horn. 

The  Supreme  Court  of  Texas  has  not 
determined  whether  a duty  to  protect 
or  a duty  to  warn  exists  for  psychiatrists 
and  other  health  care  providers  in  the 
state.  And  now,  the  court  has  rejected  a 
duty  to  protect  others  from  a voluntary, 
nonpsychiatric  inpatient.  Except  for  re- 
porting requirements  for  suspected 
child  abuse  and  elder  abuse,  no  statu- 
tory duty  exists  to  disclose  protective 
warnings  or  to  take  other  protective 
measures  to  protect  third  persons  from 
physical  violence  a la  Tarasoff.  Despite 
the  numerous  exceptions  to  confiden- 
tiality, the  Medical  Practice  Act’s  section 
on  Confidentiality  and  Privileged  Com- 
munications (32)  does  not  allow  physi- 
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cians  to  breach  confidentiality  to  warn 
an  intended  victim  or  a person  or 
agency  with  protective  abilities  except 
for  medical  and  law  enforcement  au- 
thorities. Even  without  statutory  law 
adjusted  to  allow  violation  of  confiden- 
tiality, these  Texas  appellate  courts 
would  probably  accept  the  Tarasoff  dic- 
tum: “Privileged  communication  (or  for 
that  matter  confidentiality)  ends  where 
the  public  peril  begins”  (6). 

REFERENCES 

1.  Felthous  AR.  The  Psychotherapist’s  Duty  to 
Warn  or  Protect.  Springfield,  111:  Charles  C. 
Thomas;  1989. 

2.  Felthous  AR.  The  ever  confusing  jurispru- 
dence of  the  psychotherapist’s  duty  to  pro- 
tect. The  Journal  of  Psychiatry  and  the  Law. 
Winter  1989:575-594. 

3.  Winslade  WJ.  After  Tarasoff:  Therapists’  lia- 
bility and  patient  confidentiality.  In:  Evers- 
tine  L,  Everstine  DS,  eds.  Psychotherapy  and 
the  Law.  Orlando,  Fla:  Grune  & Statton;1986: 
207-221. 

4.  Vande  Creek  L,  Knapp  S.  Tarasoff  and  be- 
yond: legal  and  clinical  considerations.  In: 
The  Treatment  of  Life-Endangering  Patients. 
Revised  ed.  Sarasota,  Fla:  Professional  Re- 
source Press;  1993:2-10. 

5.  Tarasoff  v Regents  of  the  University  of  Califor- 
nia, 529  P 2d  553,  118  Cal  Rptr  129  (1974). 

6.  Tarasoff  v Regents  of  the  University  of  Califor- 
nia, 17  Cal  3d  425  (1976). 

7.  Thompson  v County  of  Alameda,  167  Cal.  Rptr 
70  (1980). 

8.  Hedlund  v Superior  Court  of  Orange  County, 
194  Cal.  Rptr  805  (Cal.  1983). 

9.  Jablonski  by  Pauls  v United  States,  712  F 2d 
391  (9th  Cir  1983). 

10.  A.B.  No.  1133,  Section  43.92,  Civil  Code, 
California. 

11.  Brady  v Hopper,  750  F Supp  1333  (US  Dist  Ct 
District  of  Colorado,  1983). 

12.  Brady  v Hopper,  751  F 2d  329  (10th  Cir 
1984). 

13.  McIntosh  v Milano,  403  A 2d  500  at  511 
(1979). 

14.  Lipari  v Sears,  Roebuck  and  Co,  497  F Supp 
185  (D  Neb  1980). 

15.  Petersen  v State,  671  P 2d  230  (Wash  1983). 

16.  Schuster  v Altenberg,  144  Wis  2d  223,  424 
NW  2d  159  (Wis  1988). 

17.  Cain  v Rijken,  111  P.  2d  140  (Or  1986). 

18.  Hasenei  v United  States,  541  F Supp  999  (1982). 

19.  Littleton  v Good  Samaritan  Hasp,  529  NW  2d 
449  (Ohio  1988). 

Texas  Medicine  ★ March  1999 


20.  Canon  v Thumudo,  144  Mich.  App  604,  422 
NW  2d  688  (1985). 

21.  Nasser  v Parker,  455  SE  2d  502  (Va  1995). 

22.  Williams  v Sun  Valley  Hospital,  273  SW  2d 
783  (Tex  App-El  Paso  1987). 

23.  Kerrville  State  Hospital  v Clark,  900  SW  2d 
425  (Tex  App-Austin  1995). 

24.  Kerrville  State  Hospital  v Clark,  923  SW  2d 
582  (1996). 

25.  Hamman  v County  of  Maricopa,  161  Ariz.  58; 
775  P.  2d  1122  (1989). 

26.  Zezulka  v Thapar,  No.  01-94-01195-CV,-SW 
2d,-WL  37994  (Tex  App-Houston  [1st  Dist.] 
January  29,  1996). 

27.  Kehler  v Eudaly,  933  SW  2d  321  (Tex  App- 
Fort  Worth  1996). 

28.  Gooden  v Tips,  651  SW  2d  364  (Tex  App-Tyler 
1983  no  writ)  at  370. 

29.  Limon  v Gonzaba,  940  SW  2d  236  (Tex  App- 
San  Antonio  1997). 

30.  Van  Horn  v Chambers,  970  SW  2d  542 
(1998). 

31.  Edinburg  Hospital  v Trevio,  941  SW  2d  76 
(Tex  1997). 

32.  Medical  Practice  Act  of  Texas,  Section  5.08, 
Tex  Rev  Civ  Stat  Ann  art  44956,  Section  5.08 
(Vernon  Supp  1982-1983). 


www.texmed.org 


Texas  Physicians’  Directory 


Allergy 


Corpus  Christ!  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA.  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 


Bariatric  Surgery 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Anesthesiology 


Dermatology 


Gonzales  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzales,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


Xochit  B.  Sanchez.  MD 


I Diplomate  American  Board 
I Anesthesiology 
7777  Forest  Lane 
\ Suite  C-538 
I Dallas,  Texas  75230 


Anesthesiology 

(972)  566-4890 
Answered  24  hours 
Fax  (972)  566-4894 


Edward  A.Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
[ Fellow  American  College  of  Pain  Medicine 

I INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)496-1006 


Robert  F.  Bloom,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  204 
Lubbock,  Texas  79410;  (806)  797-6631 


Gynecologic  Oncology 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor's  only  toll-free  (888)  614-2400 


Hand  Surgery 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 
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Neurological  Surgery 


CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  F.  Cravens,  MD 
Lee  Kesterson,  MD 
Gregory  A.  Ward,  MO 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0551 


Drs.  Smith  and  Wheeler 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


750  Eighth  Avenue  Place,  Suite  U 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS.  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  (972)  556-7010 


Orthopedic  Oncology 


Richard  G.  Buch,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 

Specializing  in  musculoskeletal  tumors,  infections,  and  major  joint  reconstrcution  in 
both  adults  and  pediatrics. 

Medical  City  Dallas  St.  Paul  Professional  Building  I 

7777  Forest  Lane,  Building  C,  Suite  737  5959  Harry  Hines  Blvd.,  Suite  420 

Dallas,  TX  75230  Dallas,  TX  75235 

Telephone  (972)  566-4400  Fax  (972)  566-4317 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 

Joseph  H.  Gaines,  MD,  PA 

Steven  J.  Mackey,  MD,  PA 

Stephen  L.  Brotherton,  MD,  PA 

Joseph  C.  Milne,  MD,  PA 

Mayme  Richie-Gillespie,  MD,  PA 


Orthopedic  Surgery,  Pediatric 


Mayme  F.  Richie-Gillespie,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 
Orthopaedic  Surgery-Oncology  Limb  Salvage  Surgery 

Metastatic  Bone  Disease  Osteomyelitis 

The  Bone  and  Joint  Clinic,  L.L.P. 

1651  W.  Rosedale,  Suite  100  (817)  335-4316 

Fort  Worth,  Texas  76104 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children’s  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 
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Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Pain  Management 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

Diplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #429 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #210 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 
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OPPORTUNITIES  AVAILABLE 
Emergency  Medicine 

Need  doctors  to  cover  weekends  in  rural  hospitals. 
Call  Jerry  at  The  Lewis  Group  for  more  information. 
(800)  460-8159. 


Clinic  practice  in  Tyler  and  surrounding  area. 
Flexible  hours.  Excellent  compensation.  BE 
required.  Primary  and  moonlighting  positions 
available.  Fax  CV  to  (817)  496-9889. 

EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 

6451  Brentwood  Stair  Road.  Suite  200 
Fort  Worth,  TX  76II2 
(888)  DOCS-9I1 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  817-496-9700) 

TEXAS:  Regional  emergency  group  has  held 
20-year  contract  to  staff  nationally  recognized 
ED.  Contracts  range  from  14,000-60,000  pt  vis- 
its annually.  Earn  excellent  compensation  as  an 
independent  contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice.  Fax 
(817)  496-9889  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth  TX  76112 


Family/General  Practice 

Part-time  opportunity  in  conjunction  with  State 
agency.  1 day/week  or  1 day/month,  Saturdays  OK. 
Earn  up  to  $1,500  per  day.  No  overnight  travel  re- 
quired. Send  CV  to  ad  reply  attn:  David,  509B  West 
Lynn,  Austin,  TX  78703. 

Family  Practice  — excellent  opportunities.  Es- 
tablished private  groups.  Attractive  locations  - Dal- 
las/Ft. Worth,  Rio  Grande  Valley  and  45  minutes 
from  the  Gulf.  Outstanding  compensation/benefits. 
Confidentiality  assured.  Contact  Laura  Brown  (800) 
338-7107;  fax  (414)  427-7251;  e-mail: 
fha(g)execpc.com. 


PEDIATRICS 

Excellent  opportunity  for  a BC/BE 
Spanish-speaking  pediatrician  to  join  an 
established  pediatrician  in  his  private 
practice  located  on  the  campus  of 
Methodist  Medical  Center.  Income  guar- 
antee and  rent  abatement  for  first  year. 
Mostly  outpatient  practice  with  some  in- 
patient responsibility  and  minimal  call. 

OTOLARYNGOLOGY 

Excellent  opportunity  for  a BC/BE  oto- 
laryngologist to  provide  general  ENT 
services  in  SW  Dallas  County.  Nice, 
progressive  hospital  facilities  nearby.  In- 
coming physician  would  preferably  asso- 
ciate with  an  established  practitioner  in 
the  area  or  consider  establishing  a solo 
practice. 

CARDIOLOGY 

Seven  physician,  all  board  certified  car- 
diology group  seeks  two  additional  car- 
diologists (electrophysiologist, 
non-invasive  cardiologist)  to  join  this 
busy,  progressive  group.  Group  has  two 
medical  offices,  one  on  each  of  the  two 
Methodist  Hospitals  of  Dallas  campuses 
located  10  minutes  apart  in  south  Dallas 
County. 

NEUROLOGY 

Busy,  3-person  neurology  group  located 
in  SW  Dallas  seeks  a fourth  fellowship- 
trained  neurologist  to  join  the  group.  Of- 
fice is  conveniently  located  adjacent  to 
Charlton  Methosidt  Hospital,  a 200-bed 
rapidly-growing  community-based  hos- 
pital. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter  c/o  Methodist  Hos- 
pitals of  Dallas,  PO  Box  655999,  Dal- 
las, TX  75265.  Phone (214)  947-4579, 
fax  (214)  947-4502,  e-mail:  susancog- 
burn@mhd.com. 


Practice  “With  a View” 

Looking  for  a Citange  of  Sceneryi^ 

Private  Family  Practice/Rural  Health  Clinic  in 
the  Texas  Hill  Country  has  been  established 
since  1978  and  continues  to  flourish. 

I'm  currently  interviewing  frhysicians 
interested  in  accfuiring  my  "family  of  fratients." 

Must  be  able  to  continue  delivering  the  best  of  care. 
References  required.  Reply  to  Ad  Box  1204, 

Texas  Medicine,  401  W.  15th,  Austin,  TX  78701. 

Physician  Opportunity  is  available  in  Dallas/Fort 
Worth  and  Longview.  Low  stress,  office  based  prac- 
tice. No  nights,  no  emergencies,  and  no  hospital 
work.  Paid  malpractice.  M-F.  Lucrative  salary  and 
benefits.  Call  Lisa  Abell  at  (800)  254-6425,  or  fax  CV 
to  (972)  256-1882. 

Family  Practice  or  Primary  Care  Internist 

needed  for  busy  multi-specialty  group  in  Denton, 
Texas.  Please  fax  CV  to  (940)  566-0775,  attention: 

J.  Shelton,  M.D. 


Your  Ad  could 
be  right  here! 

Let  Texas  Medicine  help  you  get  your 
message  in  front  of  35,000  physicians. 

For  more  information  on 
classified  advertising,  please  call 
Advertising  Manager 
(512)  370-1393 
1-800-880-1300,  ext.  1393 
FAX  (512)  370-1632 

Adore  that  85%  of  the  licensed, 
practicing  doctors  in  Texas  belong 
to  the  Texas  Medical  Association 
and  3 out  of  every  4 read  Texas 
Medicine  on  a regular  basis! 


Texas  Medicine 
Classified  Department: 
401  W.  15  th  Street 
Austin,  Texas  78701 
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Locum  Tenens 


◄ 


LOCUM  TENENS 
OPPORTUNITIES 


► 


Staff  Relief,  Inc.  has  immediate  openings  for  Locum 
Tenens  physicians  in  the  following  specialties: 


• Family  Practice 

• Internal  Medicme 

• Pediatrics 

• Diagnostic  Radiology 

• OB/GYN 

• Psychiatry 

• Emergency  Medicine 


• Short  and  long  term 

• Local  and  national  assignments 

• Wide  variety  of  clinical  settings 

• Excellent  compensation 

• Outstanding  professional  liability 
insurance 

• Friendly  dedicated  service  for  over 
10  years 


New  assignments  are  added  daily,  there  has 
never  been  a better  time  to  call. 


800-996-7828 


STAFF  RELIEF,  INC.  • SRI 

Continuity  in  Health  Care 


L/harting  a hew  career  coursd, 
doesn't  have  to  feel  like  re-discovering^^ 
-f  the  New  World.  Staff  Care  will  serv§? 
j as  your  guide  to  explore  the  adventurous^.^ 
realms  of  LOCUM  TENENS.  Travel,  licen-* *^ 
jsure  and  occurrence  malpractice  insurane^ki 
are  inclusive  in  our  total  package  designed^ 
to  give  you  nationwide  opportunities.Mi 

Texas  Based,  Texas  Bestf , 
Endorsed  by  Texas  Medical  AsspcjationL 

for  more  info  about  our  LOCUM  TENENS  call: 

800.21 

/AK,  .1.  Western  Destination^ 

S(l(l.(i8.l2272 

Midwest  & Eastern  Destinations 


www.locumsnet.com 


Unable  to  place  j-i  or  h i physicians 


Tel  800.880.1300 
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Locum  Tenens 


OB/GYN 


Ophthamology 


Interim 

Physicians 


The  right 
opportunity 
is  hard  | 

CO 

to  find.  I 


So  we  do 
it  for  you. 

Interim  Physicians 
has  been  helping 
doctors  find  what 
they’re  looking 
for  since  1979-  If  you  are  looking 
for  a locum  tenens  position  and 
need  someone  to  help  you  reach 
your  professional  goals, 
call  us  today. 
(800)  531-1122 

P H Y S I (.  I A N S. 

www.interim.com/physicians 


Neurosurgery 


GAMMA  KNIFE  NEUROSURGEON 

♦ NEW  OFFICE  LOCATION  ♦ 

W.  Robert  Hudgins,  M.D. 

Neurological  Surgeons  of  Dallas,  P A. 

82  f 0 Walnut  Hill  Lane,  Suite  700,  Dallas,  Texas  7523 1 
(214)691-2111  ♦ FAX  (214)  691-3799 
Email:  doctor@drhudgins.com 


Methodist 

Hospitals  of  Dallas 

OBSTETRICS  & GYNECOLOGY 
Dallas,  Texas 

Methodist  Hospitals  of  Dallas  is 
seeking  an  academically  trained,  clin- 
ically experienced  full-time  Program 
Director  for  its  Obstetrics  & Gyne- 
cology residency  training  program. 
The  candidate  must  be  Board  Certi- 
fied in  Obstetrics  & Gynecology  and 
a minimum  5 years  post- 
residency/fellowship training.  Must 
be  experienced  in  obstetrics,  gynecol- 
ogy and  pelvic  surgery.  Program  di- 
rector must  be  dedicated  to  providing 
daily  supervision  and  leadership  of 
the  residents  and  teaching  staff  as 
well  as  fulfilling  all  the  RRC  require- 
ments for  the  training  program. 

Methodist  Hospitals  of  Dallas  is  com- 
prised of  two  facilities,  Methodist 
Medical  Center  and  Charlton 
Methodist  Hospital  as  well  as  several 
community-based  Family  Health 
Centers.  The  Ob/Gyn  program  which 
includes  high-risk  obstetrics  and  gy- 
necologic surgery  is  based  at  the 
Medical  Center,  a 463-bed  regional 
teaching  facility  near  downtown  Dal- 
las. The  Ob/Gyn  training  program  is 
fully  accredited  by  ACGME  and  is 
affiliated  with  the  University  of  Texas 
Southwestern  Medical  School. 

Applicants  should  submit  a cover  let- 
ter and  CV  to:  Susan  Cogburn,  Cor- 
porate Physician  Services,  Methodist 
Hospitals  of  Dallas,  RO.  Box  655999, 
Dallas,  TX  75265-5999.  Fax  (214) 
947-4502. 


General  Ophthalmologist 
Central  Texas 

BC/BE  general  ophthalmologist  needed  for  well 
established  practice  with  multiple  locations  and 
ambulatory  surgery  center.  Experience  or  interest 
in  refractive  surgery  beneficial. 

For  more  information,  call  Laurie  Salser  at 
(254)  773-7785.  Mail  or  fax  your  CV  to 
Eye  Center  of  Central  Texas 
1817  SW  HK  Dodgen  Loop;Temple,TX  76502; 
FAX  (254)  773-9333;  email:  ecct@vvm.com. 


Orthopedic  Surgery 

Orthopedic  Surgeon  needed  to  join  my  private 
practice  in  Piano  office  and  Medical  City  Dallas  office. 
Please  call  972-964-2626. 

TEXAS:  Dallas-Fort  Worth  Area;  Private  prac- 
tice opportunity,  fee-for-service  market.  Patient  base 
is  primarily  commercial  insurance  and  Medicare. 
General  orthopaedic  practice,  sports  medicine  avail- 
able. Fellowship  not  required.  Hospital  sponsor-ship 
for  one  year.  College  community  with  regional 
hospital.  One  hour  to  Dallas/Fort  Worth. 

CONTACT:  Wade  Christoffel,  Fox  Hill  Associates. 
Phone:  (800)  338-7101.  FAX:  (414)427-7251. 
E-Mail:  fha@execpc.com.  Internet:  http://www. 
execpc.com/~fha. 


Psychiatry 

The  Texas  Youth  Commission  is  seeking  to  contract 
with  psychiatrists  at  their  facilities  throughout  the 
state.  Prefer  experience  evaluating  and  providing  di- 
agnostic assessments,  as  well  as  prescribing  and  mon- 
itoring psychotropic  medications  for  adolescents. 

Also  hold  license  from  Texas  State  Board  of  Medical 
Examiners  and  proof  of  professional  medical  mal- 
practice insurance.  Fax  current  resume  to:  Dr. 

George  Willeford,  M.D.,  Medical  Director,  P.O.  Box 
4260,  Austin,  Texas  78765,  Call  Carole  Williams 
(512)  424-6331. 

Radiology 


WANTED:  Board  certified 
general  Diagnostic  Radiologist  for 

permanent  position  at  a hospital  in 
Central  Texas.  Generous  salary  and 
benefits.  Flexible  start  date.  Locum 
tenens  coverage  also  needed.  Call 
(254)  519-8185  or  (254)  519-8186. 
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Positions  Wanted 

Physical  Medicine/Rehabilitation  (PM  & R)  - 

Completing  chief  residency  in  a university  program  in 
Chicago  in  June  1999.  Excellent  credentials.  Have 
green  card.  Available  for  work  in  July  1999.  Inter- 
ested in  PM  & R and/or  Occupational  Medicine  in 
Houston  or  suburbs.  Contact  (409)  245-6888  or 
email:  adural(3)aol.com. 

PATHOLOGIST  (AP/CP/Cyto)  looking  for  posi- 
tion in  Texas.  Available  in  May  for  permanent  or 
locum  tenens.  Contact  Dr.  Llamas  (956)  717-0344. 


Other  Opportunities 


QUALITY  PLACEMENT-QUALIFIED  PERSONNEL 

Specializing  in  the  placement  of  Physician  Assistants 
in  permanent  and  locum  tenens  positions  by  Qualified 
Physician  Assistants.  We  understand  your  needs. 

For  more  information  call: 

Diana  McGill  PA-C,  Director,  Personnel  Placement 
ProSearch  Medical  Placement,  PO  Box  41134, 
Houston,  TX  77241-1134,  Phone/Fax  (281)  890-9660 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  I-800-284-4S60  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  4231 4 o 

Houston,  TX  77242-23 1 4 
FAX  281 -493-2234  & Associates 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

April  1999  March  1,1999 

May  1999  Aprill,l999 

June  1999  April  30,  1999 


NOIM-INTERVEIMTIOIMAL  CARDIOLOGIST 
INTERNIST  - GASTROENTEROLOGIST 
NEUROLOGIST  - RHEUMATOLOGIST 
ONCOLOGIST 


TEXAS  GULF  COAST;  Progressive,  expanding  multi-specialty  clinic  is  seeking  an  experienced  BC/BE 
NON-INTERVENTIONAL  CARDIOLOGIST,  INTERNIST,  GASTROENTEROLOGIST,  NEUROLOGIST, 
RHEUMATOLOGIST,  and  ONCOLOGIST  to  join  established  practices.  These  positions  will  require  ener- 
getic individuals  willing  to  provide  health  care  services  in  an  active  group  setting.  Competitive,  guaranteed 
salary  with  bonus  productivity  plan.  Shareholder  status  available  in  24 
months.  Malpractice  insurance,  health  insurance  and  professional  dues  in- 
cluded in  benefit  plan.  Relocation  and  interview  expenses  paid.  This  semi- 
tropical  location  offers  an  economically  solid,  safe  community  with  excellent 
schools  and  a variety  of  cultural  and  outdoor  recreational  opportunities. 

Contact  or  send  CV  to: 

Executive  Director 
Valley  Diagnostic  Clinic 
2200  Maine  Drive,  Harlingen,  Texas  78550 
Telephone  (800)  852-4543 
In  Texas  (800)  338-4590 
Or  (956)  421-5198 

Fax  (956)  425-5829  VALLEY  DIAGNOSTIC  CLINIC 


i5^ 


FOR  SALE  OR  LEASE 


Practices  For  Sale 

GREAT  OPPORTUNITY.  Private  medical  prac- 
tice available.  Large  metropolitan  area.  Reply  to  Ad 
Box  1190,  Texas  Medicine,  401  W.  15th  St.,  Austin,  TX 
78701. 


MINOR  EMERGENCY  CENTER 

For  Sale  in  West  Texas 

Building  with  fully  equipped  lab,  x-ray, 
cardiopulmonary  function,  physical  therapy 
For  more  information: 

PO.  Box  69507  • Odessa,  TX  79769 
(915)  5504210 


BUSINESS  AND 
FINANCIAL  SERVICES 

Have  your  own  web  site.  Doctor  Web  Site  design 
and  hosting.  For  more  information  call  Dr.  Martin 
Consulting.  Inc.  at  903-885-9758. 


OUTSOURCED  ACCOUNTS,  INC 

"Turning  Paper  Into  Cash" 

Specializing 
in  the  Recovery  of 
Medical  Accounts 
Receivable 

11140  Westheimer,  Ste.  192  (281)  558-1055 

Houston,  TX  77042  FAX  (71 3)  621-4329 
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LEGAL  SERVICES 

Legal  Representation  of  Health  Care  Professionals 

• Health  Care  Fraud  • Medicare  Fraud 

• Improper  Billing  • Professional  Grievances 

• Health  Care  Antitrust  • Medical  Malpractice 

Litigation  Defense 

Jeffrey  C.  Grass 
Attorney  at  Law 
(214)  367-8514 

‘Not  certified  by  the  Board  of  Legal  Specialization  by  choice. 


Advertising  Rates  & Data  — Regular  classified  ad- 
vertising sells  for  $2.00  per  word,  minimum  25  words 
or  $50,  per  issue.  We  do  not  count  articles  (a,  an, 
the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  type- 
faces, logos,  and  borders  may  be  used  in  display  clas- 
sified ads.  Discounts  are  available  for  display 
classihed  ads  5 inches  and  larger. 

5 to  9 V2  inches  $85/inch 

10  to  19  V2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can  be 
substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Copy 
deadline  is  the  1st  of  the  month  (or  the  closest  busi- 
ness day)  preceding  publication.  Send  copy  to 
Advertising  Manager,  Texas  Medicine,  401  W.  15th  St., 
Austin,  TX  78701. 


Advertising  Directory 


Aberdeen  Medical  Insurance  Service 32 

Air  Force 61 

Autoflex  Leasing Inside  Front  Cover 

Cook  Children’s  Medical  Center 29 

Cunningham  Group,  The 6 

Essmyer,  Tritico  & Clary 6 

Mallios  & Associates 41 

MedPro/Frontier  Insurance 25 

The  Medical  Protective  Company 15 

Perfection-T/te  Veiy  Best  in  Building  Products 5 

Pepcid  AC 8 

ProSearch 41 

St.  Paul  Medical  Services 12 

Scott  & White Back  Cover 

Southwest  Leasing 40 

Superior  Leasing 7 

Tew,  Brian,  MD,  JD 13 

Texas  Medical  Association 

A Capitol  Salute 40 

Action  via  e-mail 62 

Legislative  Hotline 13 

Library 12 

Physician  Oncology  Education  Program.. 33 

Talk  to  Texas 61 

TexMed  ’99 53 

TEXPAC 57 

Web  site 32 

Texas  Medical  Association 

Insurance  Trust 1 

Texas  Medical  Liability 

Trust Inside  Back  Cover 


HEALTH 

CARE 

LAW 


Publication  of  an  advertisement  in  Texas  Medicine  is 
not  to  be  considered  an  endorsement  or  approval  by 
the  Texas  Medical  Association  of  the  product  or  ser- 
vice involved. 
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ULTRASOUND  EDUCATION 


Emergency  Medicine 


March  18-20 
July  22-24 


Advanced  Emergency  July  9-10 
Medicine 


Abdominal  (5  Day) 
OB/GYN  (5  Day) 

Family  Practice 

Endovaginal 

Prostate 


April  19-23 

March  1-5 
April  26-30 

May  20-22 

April  23-24 

March  6 


Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  loca- 
tion, minimum  enrollment  required.  Call 
(800)  239-1361  for  more  information  and  our 
new  1999  catalog  of  courses. 

Advanced  Health  Education  Center 
8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  AMA  Category  1 credit 


www.aheconline.com 


The  Seventh  Annual  Cardiology  Fiesta  in  San 
Antonio:  Update  on  Cardiac  Diagnostic  and 
Therapeutic  Techniques.  April  15-17,  1999.  San 
Antonio,  Texas.  Sponsored  by  American  College  of 
Cardiology.  Program  Directors:  Steven  R.  Bailey, 
M.D.,  F.A.C.C,  and  Gregory  L.  Freeman,  M.D., 
F.A.C.C.;  18.5  category  1 credit  hours.  For  informa- 
tion, call  800-253-4636,  ext.  695;  FAX  301-897-9745. 

2nd  Annual  Complementary  and  Alternative 
Medicine:  “Scientific  Perspectives  and  Hu- 
man Needs,”  April  6,  UT  Southwestern  Medical 
Center  at  Dallas,  Gooch  Auditorium.  Course  Director: 
Robert  Gatchel,  Ph.D.  CME  credit  offered.  Contact 
Stacey  Novotny,  program  coordinator,  (214)  648- 
2166. 

Ambulatory  Outpatient  Surgery,  April  10,  UT 
Southwestern  Medical  Center  at  Dallas.  Course  direc- 
tor: Girish  Joshi,  MD.  CME  credit  offered.  Contact 
Stacy  Novotny  program  coordinator,  (214)  648-2166. 

Recent  Advances  in  HIV  Medicine,  April  16-17, 
UT  Southwestern  Medical  Center  at  Dallas,  Simmons 
Biomedical  Research  Building,  Excellence  in  Educa- 
tion Auditorium,  Course  director:  J.W.  Smith,  MD. 
CME  credit  offered.  Contact:  Lisa  Dunlevy  program 
coordinator,  (214)  648-2166. 

Southwestern  Center  for  Minimally  Invasive 
Surgery:  Hernia  Advances  in  Surgery,  April  22- 
23.  UT  Southwestern  Medical  Center  at  Dallas,  Excel- 
lence in  Education  Foundation  Auditorium,  Simmons 
Biomedical  Research  Building.  Course  director:  R.V. 
Rege,  MD.  CME  credit  offered.  Contact:  Leah  Can- 
non, program  coordinator,  (214)  648-2166. 


Current  Topics  in  General  Surgery  1999,  May  6- 

8.  UT  Southwestern  Medical  Center  at  Dallas,  Excel- 
lence in  Education  Foundation  Auditorium,  Simmons 
Biomedical  Research  Building.  Course  director:  Er- 
win Thai,  M.D.  CME  credit  offered.  Contact:  Leah 
Cannon,  program  coordinator  (214)  648-2166. 

Southwestern  Center  for  Minimally  Invasive 
Surgery:  Splenectomy-Laparoscopic  Ad- 
vances, May  8-9.  UT  Southwestern  Medical  Center 
at  Dallas,  Excellence  in  Educarion  Foundation  Audito- 
rium, Simmons  Biomedical  Research  Building. 

Course  director:  Daniel  Hones,  M.D.  CME  credit  of- 
fered. Contact:  Leah  Cannon,  program  coordinator 
(214)  648-2166. 

18th  Annual  Current  Issues  in  Surgical  Pathol- 
ogy, May  13-15.  Sponsored  by  UT  Southwestern 
Medical  Center  at  Dallas.  Wesnn  Galleria  Hotel,  Dal- 
las, Texas.  Course  director:  Jorge  Albores  Saavedra, 
M.D.  CME  Credit  offered.  Contaa:  Jim  O’Reilly, 
program  coordinator  (214)  648-2166. 

Southwestern  Orthopaedic  Surgery  Board  Re- 
view, May  14-16,  Sponsored  by  UT  Southwestern 
Medical  Center  at  Dallas.  Wyndham  Anatole  Hotel, 
Dallas,  Texas.  Course  direaors:  Richard  E.  Jones, 
M.D.  and  M.B.  Henley,  M.D.  CME  credit  offered. 
Contact:  Lisa  Dunlevy,  program  coordinator  (214) 
648-2166. 
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Question 


How  do  you  prevent 

taking  personal  stress  out  on  your  patients? 


£4  I think  it’s  best  to  live  a balanced  life,  to  have  a number 
I of  interests  outside  of  medicine,  and  to  have  a support 
system  to  help  deal  with  problems.” 

Kenneth  N.  Vogtsberger,  MD,  48 

addiction  psychiatry,  San  Antonio 

4 4 the  effects  of  stress,  I practice  what  I advise 

I my  patients  to  do:  get  regular  exercise;  use  humor  to 
keep  life’s  events  in  perspective  (including  sharing  jokes  and 
cartoons  with  my  office  staff  when  we’ve  had  a particularly 
stressful  day);  attempt  to  keep  a regular  sleep  schedule; 
maintain  a balanced  diet;  create  more  of  a balance  between 
practicing  medicine  and  recreation  by  occasionally  pulling 
away  from  work  by  means  of  ‘minibreaks’  to  prevent 
burnout;  stop  to  reflect  on  the  joy  of  simple  things  in  life  that 
can  help  me  look  beyond  my  seemingly  small  scope  of  wor- 
ries; and  above  all,  through  prayer,  tap  into  God’s  endless 
supply  of  physical  and  spiritual  strength,  remembering  that 
ultimately  the  reason  for  being  a physician  at  all  is  for  the 
people.” 

Kimberly  M.  Bethune,  MD,  31 

internal  medicine,  Lubbock 

4 4 1 dentify  the  source  of  stress.  If  it’s  coming  from  the  pa- 
I dent,  discuss  it  with  the  patient  to  attempt  to  redirect 
the  patient  toward  a more  constructive  behavior.  If  the 
source  is  a third-party  payer,  realize  it’s  a hazard  of  the  job 
and  go  work  out  to  relieve  the  stress.” 

Steve  C.  Opersteny,  MD,  41 

physical  medicine  and  rehabilitation.  College  Station 


BackTalk  is  a nonscientific  sampling  of  Texas  physicians’  opinions  on  a topic  of  in- 
terest. Physicians  are  polled  by  telephone,  fax,  or  e-mail.  We  welcome  suggestions 
for  future  topics.  Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX 
78701;  fax  them  to  (512)  370-1632;  or  e-mail  them  to  m„mcever@texmed.org. 


44  1 think  about  their  problems,  not  my  problems.  Theirs 
I are  more  significant.  I also  decrease  my  number  of 
scheduled  patients.  I leave  my  problems  at  my  front  door.” 

Armando  C.  Angel,  MD,  58 

rheumatology,  El  Paso 

4 4 ■TP'wenty-four  years  of  practice  have  taught  me  that  my 
I personal  problems  pale  in  comparison  with  many  of 
my  patients’  problems  and  illnesses.  A moment  of  prayerful 
thankfulness  for  my  many  blessings  relieves  my  stress.” 

William  N.  Elkins,  Jr,  MD,  56 

internal  medicine,  Dallas 

4 4 1 I nfortunately,  I seem  to,  from  time  to  time,  take  it  out 
on  everyone  else.  The  patient  rarely  gets  it,  but  to 
those  other  unfortunate  folks  around  me  — I’m  sorry.” 

John  H.  Calhoon,  MD,  42 

cardiothoracic  surgery,  San  Antonio 

4 4 I retired.” 

Charles  P.  Cavaretta,  MD,  62 

rheumatology,  El  Paso 

4 4 ^^he  more  frustrated  I feel  myself  becoming,  the  harder 
I I try  to  put  myself  in  the  patients'  shoes.” 

Stacy  L.  Jones,  MD,  40 

anesthesiology,  Austin 
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service  from  our  staff.  You  speak  with  real 
people,  not  an  automated  system  that  ties  up 
your  time  with  confusing  options. 


Few  companies  can  match  our  excellence  in  relationship-building, 
in  educating  and  advising  our  TMA  members,  and  in  financial 
counseling.  Find  out  for  yourself  — call  us! 


Because  of  TMAIT’s  low  operating  expenses,  we  were  able 
to  return  nearly  98%  of  all  premium  contributions  in  the  form 
of  benefit  payments  in  1998.  That’s  quality  coverage. 

What  other  insurance  company  can  say  it  returns  nearly  98% 
of  every  premium  dollar  to  its  insureds  in  the  form  of 
benefit  payments? 

TMAIT  can  say  this  with  pride  because  that’s  exactly  what 
we  do.  We  work  very  hard  to  minimize  costs  and  promote 
efficiency,  and  we  expect  to  maintain  our  low  operating 
costs  throughout  1999  and  the  fiature. 


TEAMWORK 


Sometimes,  it ’s  the  ones 
who  stand  behind  you 
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Uniting  the  profession  32 

Organized  medicine  is  putting  up  a united  front  against  the  latest  attempted  en- 
croachment into  the  practice  of  medicine  by  optometrists.  Physicians  in  ophthal- 
mology family  practice,  dermatology,  internal  medicine,  surgery,  oncology,  and 
pediatrics  have  joined  forces  against  optometry’s  efforts  in  the  Texas  Legislature  to 
dramatically  expand  its  scope  of  practice. 

By  Ken  Ortolon 
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Do  I really  do  what  I say  I do?  38 

Cardiovascular  disease,  America’s  No.  1 killer,  has  a new  enemy  as  the  Texas  Med- 
ical Association  and  the  American  Heart  Association  launch  the  HeartCare  Part- 
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give  them  the  documentation  to  prove  that  what  they  are  doing  is  right. 

By  Teri  Moran 
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A helping  hand  48 

When  a devastating  earthquake  shook  Colombia  earlier  this  year,  a Texas  medical 
student  quickly  volunteered  his  help  in  assisting  disaster  victims.  The  memories  of 
what  he  saw  in  the  shattered  towns  and  villages  there  will  last  a lifetime. 

By  David  Ross 

Putting  Patients  First 

Above  and  beyond  56 

Meet  four  Texas  physicians  who  routinely  go  the  extra  mile  for  their  patients.  They 
don’t  do  it  for  money  or  for  acclaim.  They  do  it  because  it’s  the  right  thing  to  do. 

By  Sherri  Deatherage  Green 
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Unless  you  compare  programs,  you 
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Letters 


Qualification, 
not  diversification 


Having  known  Dr  (James)  Guckian 
at  The  University  of  Texas  Med- 
ical Branch  (UTMB)  and  re- 
spected him  as  an  intelligent  and 
reasonable  man,  I was  distressed 
to  see  him  genuflecting  before  the  false 
god  of  “Diversity.”  (See  “After  Hop- 
wood,'’  February  1999  Texas  Medicine, 
pp  56-59.)  He  has  fallen  victim  (as,  ap- 
parently, has  the  Texas  Medical  Associa- 
tion) to  the  politically  correct  mantra  of 
social  liberals  who  believe,  according  to 
Harvard  Professor  Cornel  West,  that  “we 
have  to  use  race  to  get  beyond  race.” 

I suggest  Dr  Guckian  read  California’s 
Proposition  209  and  the  words  of  Presi- 
dent John  F.  Kennedy,  to  wit,  “Every  time 
we  use  race,  ethnicity,  or  sex  as  the  basis 
for  conferring  a public  benefit,  we  inject 
a dose  of  poison  into  our  body  politic. 
We  widen  the  divide  that  separates  peo- 
ple of  different  races,  beliefs,  and  cul- 
tures. We  create  a fault  line  potentially 
more  destructive  than  any  earthquake.” 

If  Dr  Guckian  doubts  the  corrosive 
effect  of  reverse  discrimination  or  be- 
lieves the  false  premise  that  diversity 
produces  quality,  I recommend  that  he 
ask  Ward  Connerly,  Alan  Keyes, 
Thomas  Sowell,  and  Walter  Williams 
for  their  advice.  Alas,  perhaps  the  goal 


of  UTMB  is  no  longer  to  train  the  best 
physicians  by  starting  with  the  most 
qualified,  but,  by  lowering  its  stan- 
dards to  circumvent  Hopwood,  placate 
the  small  but  vociferous  minority  who 
desires  to  abolish  the  meritocracy  in  fa- 
vor of  entitlements  and  preferences. 

Larry  C.  Roberts,  MD 

High  Plains  Dermatology  Center 
4302  Wolflin 
Amarillo,  TX  79106 


Differences  in 
vegetative  states 


The  February  1999  Texas  Medicine 
Forum  on  Ethics  (“Handling  Coma 
and  Brain  Death,”  pp  26-27)  dis- 
cussed the  importance  of  clear 
and  sensitive  communication  with 
families  when  discussing  brain  death, 
coma,  and  vegetative  state.  As  one  who 
frequently  must  lead  families  through 
this  maze,  I sincerely  endorse  this  goal. 
However,  I offer  some  important  amend- 
ments to  Dr  Fine’s  suggestions. 

The  phrase  “eyes-open  persistent 
coma”  as  a description  of  vegetative 
state  only  serves  to  further  the  confusion 
over  terminology  (1).  Once  eye-opening 
returns,  it  is  no  longer  appropriate  to  re- 
fer to  the  state  as  “coma”  (2).  As  Dr  Fine 


noted,  families  often  cling  to  that  Holly- 
wood myth  of  waking  from  coma  when- 
ever the  term  is  used.  We  describe  the 
patient  in  a vegetative  state  as  “awake 
but  not  aware.”  Others  offer  the  descrip- 
tion “wakeful  unconsciousness.”  It 
should  be  noted  as  well  that  the  patient 
is  regarded  as  vegetative.  The  qualifier 
“persistent”  is  not  added  until  the  vege- 
tative state  has  “persisted”  for  1 month 
after  the  injury  (3). 

Persistent  vegetative  state  (PVS)  is 
not  synonymous  with  permanent  vege- 
tative state.  Fifteen  percent  of  adults  in 
nontraumatic  PVS  regain  consciousness 
and  52%  of  adults  in  traumatic  PVS  re- 
gain consciousness  (3).  Informed  dis- 
cussions regarding  treatment  directives 
should  include  information  on  probabil- 
ity of  recovery  of  consciousness  and 
functional  outcome  appropriate  to  the 
patient’s  age  and  etiology  of  injury  (4). 

Nancy  Childs,  MD 

Brown  Schools  Rehabilitation  Center 
1106  W Dittmar  Rd 
Austin,  TX  78745 
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Superior  Leasing  means  Superior 
Service!!" 


Miml  Cintron,  MD 
Harlingen,  TX 


Miguel  Cintron,  MD,  Harlingen,  TX 


CALL  TOLL  FREE: 

800-988-0994 

(972)  994-0994 

www.superiorleasing.com 


...if  it  depreciates,  lease  it!! if  it  appreciates,  buy  it!!" 

j.  Paul  Getty 

High  or  low  miles,  none  or  multiple  security  deposits,  zero  or  max.  down  regardless  of  credit... 

Superior  Leasing  Medical  Division  will  provide  a custom  tailored  lease  to  best  fit  your  needs. 


\^n  the  changing  world  of  health  care,  you  hear  about  new  health 
systems  being  formed  all  the  time.  They  consolidate  facilities  to  reduce 
costs.  Streamline  operations.  Improve  the  bottom  line.  All  in  order  to 
take  better  care  of  themselves. 

What  you  don 't  usually  hear  about  is  a group  of  hospitals  joining 
forces  to  take  better  care  of  people. 

Now,  that  may  seem  like  an  old  idea.  But  it’s  what  makes  Christus 
Health  so  different.  And  it’s  why  the  Sisters  of  Charity  Health  Care 
System  and  Incarnate  Word  Health  System  have  come  together  in 
Christus  Health.  With  a common  name,  based  on  a mission  the}'’ve 
had  in  common  for  over  a century. 

Of  course,  that’s  not  to  say  there  aren ’t  obvious  benefits  to  bringing 
our  resources  together.  As  a system,  we  have  32  hospitals  and  facilities 
in  four  states.  And  assets  of  over  S3  billion.  That  puts  us  among  the 
top  ten  Catholic  health  systems  in  the  country. 

It’s  given  rmc  strength  to  an  old  idea.  Because,  together,  we  can  do  more 
for  people  than  we  couM  apart.  And  that’s  going  to  make  us  all  better. 


CHRISTUS 

Health 


People 


Newsmakers 


ohn  J.  Andujar,  MD,  Fort  Worth,  re- 
eived  the  Citation  of  Merit  Award 
from  the  Texas  Society  of  Pathologists. 
The  award  also  was  renamed  the  John 
J.  Andujar  Citation  of  Merit  Award  in 
his  honor. 

Ophthalmologist  H.  Dwight  Cavanagh, 
MD,  was  named  associate  dean  for  clin- 
ical services  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas. 

San  Antonio  cardiothoracic  surgeon  Leo 
Cuello,  MD,  was  appointed  1999-2000 
president  of  the  Lillehei  Surgical  Society. 

Gastroenterologist  Walter  P.  Dyck,  MD, 
was  elected  associate  vice  president  for 
clinical  affairs  and  senior  associate 
dean  of  Texas  A&M  University  College 
of  Medicine  in  Temple. 

Austin  internist  William  G.  Gamel,  MD, 
was  invited  to  serve  on  a special  7-mem- 
ber advisory  committee  for  the  American 
Medical  Association.  The  committee  will 
report  to  Richard  F.  Corlin,  MD,  speaker  of 
the  AMA  House  of  Delegates,  on  issues 
raised  by  the  AMA’s  Ad  Hoc  Committee  on 
Structure,  Governance,  and  Operations. 

San  Antonio  emergency  medicine  spe- 
cialist Donald  Gordon,  MD,  PhD,  was 


H.  Dwight  Cavanagh,  MD  Leo  Cuello,  MD 


R.  Irvin  Morgan,  MD  Kevin  Oeffinger,  MD 


selected  chair  of  the  newly  formed 
American  Red  Cross  Advisory  Council 
on  First  Aid  and  Safety. 

Fort  Worth  plastic  surgeon  Valentin 
Gracia,  MD,  received  the  Physicians’ 
Humanitarian  Award  from  the  Tarrant 
County  Medical  Society. 

Winners  of  Texas  Neurological  Soci- 
ety’s 1999  Young  Investigator  Award 
for  neurology  residents  and  fellows  are 
Dallas  internist  Suleiman  Kojan,  MD, 
who  earned  first  place  for  his  paper, 
I “St  Louis  Encephalitis:  A Review  of  11 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 

section  are  TM A membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
tion;  or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
[ cretion  of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
j Texas  Medicine,  401  W 15th  St,  Austin,TX  78701;  fax  (512)  370-1632;  e-mail  johanna  f@texmed.org. 


Walter  P.  Dyck,  MD  William  G.  Gamel,  MD 


George  P.  Rodgers,  MD  Geoffrey  Weiss,  MD 


Cases  in  a 1995  Dallas  Epidemic”;  and 
Houston  pediatrician  Tim  Benke,  MD, 
who  earned  second  place  for  his  pa- 
per, “Two  Molecular  Mechanisms  for 
Hippocampal  LTD  Determined  by  the 
Recent  History  of  Synapses:  A De- 
crease in  AMPA  Receptor  Conductance 
and  in  Their  NSE-Dependent  Surface 
Expression.” 

The  1999  staff  officers  of  Scott  & White 
Memorial  Hospital  in  Temple  include  or- 
thopedic surgeon  W.E.  Lowry,  MD,  chief; 
obstetrician-gynecologist  Dudley  Baker, 
MD,  associate  chief;  and  ophthalmolo- 
gist Paul  Dieckert,  MD,  secretary. 

Temple  pediatrician  C.  David  Morehead, 
MD,  was  reelected  president  of  the  Scott 
& White  Health  Plan  Board  of  Directors. 
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R.  Irvin  Morgan,  MD,  Greenville,  re- 
ceived the  George  T.  Caldwell  Award 
from  the  Texas  Society  of  Pathologists. 

Crockett  general  surgeon  Ray  L.  Morri- 
son, DO,  was  appointed  to  the  Texas 
Department  of  Health’s  Medical  Disclo- 
sures Panel. 

Anesthesiologist  Joseph  J.  Naples,  MD, 
was  appointed  chair  of  the  Department 
of  Anesthesiology  at  The  University  of 
Texas  Health  Science  Center  at  San  An- 
tonio. 

Dallas  family  practitioner  Kevin  Oeff  in- 
ger,  MD,  was  awarded  a 2-year  grant 
from  the  American  Academy  of  Family 
Physicians  to  study  the  long-term  ef- 
fects of  radiation  therapy  on  childhood 
cancer  patients. 

Falfurrias  family  practitioner  Richard  S. 
Penly,  MD,  was  selected  January  1999 
Veteran  of  the  Month  by  a local  program 
sponsored  by  The  Falfurrias  Facts,  The 
First  National  Bank  in  Falfurrias,  and 
Norwest  Bank  Texas  in  Premont. 

Galveston  pediatrician  Ben  Raimer, 
MD,  received  the  1998  Ray  E.  Heifer, 
MD,  Award  for  his  contributions  to  the 
prevention  of  child  abuse  and  neglect. 

The  1999  officers  of  Scott  & White 
Memorial  Hospital/Scott,  Sherwood, 
and  Brindley  Foundation  in  Temple  in- 
clude general  surgeon  John  W. 
Roberts,  MD,  president  and  chief  exec- 
utive officer;  plastic  surgeon  Raleigh  R. 
White  IV,  MD,  first  vice  president;  in- 
ternist Bruce  Koehler,  MD,  second  vice 
president;  ophthalmologist  Paul  Dieck- 
ert,  MD,  secretary;  and  obstetrician- 
gynecologist  Bob  Sbull,  MD,  treasurer. 

Austin  cardiovascular  disease  specialist 
George  P.  Rodgers,  MD,  was  elected 
1999  chair  of  the  Texas  Coalition  on 
Cardiovascular  Disease  and  Stroke,  a 
diverse  group  including  representatives 
from  59  organizations. 

General  surgeon  Joe  Ed  Smith,  MD, 
was  named  Athens’  1998  Citizen  of  the 
Year. 


Wichita  Falls  dermatologist  Thomas  E. 
Taylor,  MD,  received  the  Wichita 
County  Medical  Society  Distinguished 
Service  Award. 

Dallas  general  surgeon  David  Vander- 
pool,  MD,  received  the  1999  Max  Cole 
Leadership  Award  from  the  Dallas 
County  Medical  Society. 

The  1999  Texas  Society  of  Pathologists 
Young  Pathologists’  Section  officers  in- 
clude Sarah  Webb,  MD,  Bedford,  chair; 
Sherri  Gillham,  MD,  Midland,  chair- 
elect;  and  Michelle  Hebert,  MD,  Hous- 
ton, secretary. 

San  Antonio  oncologist  Geoffrey 
Weiss,  MD,  was  elected  to  a 2-year 
term  as  chair  of  the  Physician  Oncology 
Education  Program  (POEP)  Steering 
Committee.  Dr  Weiss  succeeds  Houston 
oncologist  Charles  Levenback,  MD, 
who  served  4 years  as  POEP  Steering 
Committee  chair. 

The  1999  Texas  Society  of  Pathologists 
officers  include  Thomas  Wheeler,  MD, 
Houston,  president;  Philip  Valente, 
MD,  San  Antonio,  president-elect;  Alan 
Moore,  MD,  Austin,  vice  president;  Os- 
car Abbott,  MD,  San  Antonio,  secre- 
tary; Kevin  Homer,  MD,  Fort  Worth, 
treasurer;  and  Robert  McKenna,  MD, 
Dallas,  director-at-large. 


Deaths 


Carl  M.  Austin,  MD,  86;  Burleson;  Bay- 
lor College  of  Medicine-Dallas,  1941; 
died  January  8,  1999. 

Randall  Dean  Blackwell,  MD,  44; 

Houston;  Baylor  College  of  Medicine, 
1979;  died  February  3,  1999. 

James  Booth,  MD,  75;  Dallas;  The  Uni- 
versity of  Texas  Medical  Branch  at  Gal- 
veston, 1950;  died  December  4,  1998. 

Marven  Irvin  Brook,  MD,  59;  Houston; 
Dalhousie  University  Faculty  of  Medi- 
cine-Halifax,  Nova  Scotia,  1963;  died 
January  26,  1999. 


Don  Lee  Carlisle,  MD,  70;  San  Angelo;  in 
The  University  of  Texas  Medical  Branch  s 
at  Galveston,  1958;  died  January  16,  {): 
1999. 

t 

John  Hill  Cayce,  MD,  74;  Fort  Worth;  ti 
The  University  of  Texas  Medical  Branch  t 
at  Galveston,  1947;  died  January  6,  r 
1999. 

Reinhardt  David  Dwyer,  MD,  81;  Hous-. 
ton;  University  of  Wisconsin  Medical 

School,  1944;  died  January  13,  1999.  i 

1 

i 

Charles  Gilbert  Freundlich,  MD,  83;  | 
Houston;  The  University  of  Texas  Med-  j 
ical  Branch  at  Galveston,  1940;  died 
December  18,  1998. 

Bao-Shan  Jing,  MD,  85;  Bellaire;  Na- 
tional Medical  College  of  Shanghai- 
China,  1938;  died  January  12,  1999. 

Ronald  Wayne  Kasper,  MD,  54;  Round  ' 
Rock;  The  University  of  Southwestern  j 
Medical  School  at  Dallas,  1971;  died  i 
January  16,  1999.  i 

Richard  L.  Kornreich,  MD,  55;  Tomball; 
Universidad  Autonoma  de  Guadalajara- 
Mexico,  1975;  died  January  28,  1999. 

Tulsi  Indru  Malkani,  MD,  54;  Austin; 
Topiwalla  National  Medical  College- 
Bombay,  India,  1968;  died  January  28, 
1999. 

Al  King  Marshall,  MD,  71;  Fort  Worth; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1953;  died  February  4, 
1999. 

Lorenzo  Froilan  Martin,  MD,  88;  Cor- 
pus Christi;  Habana  University  School 
of  Medicine-Habana,  Cuba,  1938;  died 
December  23,  1998. 

James  Merida  McCleery,  MD,  74; 
Pasadena;  University  of  Oklahoma  Col- 
lege of  Medicine,  1952;  died  January 
3,  1999. 

John  Francis  McCluskey,  Jr,  MD,  62; 
Silsbee;  University  of  Pennsylvania 
School  of  Medicine,  1961;  died  Janu- 
ary 27,  1999. 
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Arch  James  McNeill,  MD,  89;  Dallas; 
Baylor  College  of  Medicine-Dallas, 
1936;  died  January  22,  1999. 

John  Paul  Puckett,  MD,  73;  Alpine; 
The  University  of  Tennessee-Memphis 
College  of  Medicine,  1949;  died  Janu- 
ary 19,  1999. 

John  Valton  Sessums,  Jr,  MD,  70;  Bell- 
ville;  The  University  of  Texas  Medical 
Branch  at  Galveston,  1954;  died  Febru- 
ary 11,  1999. 

David  Heaton  Smith,  MD,  93;  Victoria; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1931;  died  February  1, 
1999. 

Albert  Ada  Tisdale,  MD,  92;  Austin; 
Louisiana  State  University  School  of 
Medicine-New  Orleans,  1935;  died 
February  16,  1999. 

Ephraim  Lionel  Wagner,  MD,  88;  Hous- 
ton; Tulane  University  School  of  Medi- 
cine, 1941;  died  January  30,  1999. 

Patrick  Joseph  Wagner,  MD,  63;  Shiner; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1961;  died  January  20, 
1999. 

Alvin  Lloyd  Woldman,  MD,  73;  San  An- 
tonio; Tulane  University  School  of 
Medicine,  1951;  died  February  21, 
1999. 

David  Vance  Wray,  MD,  52;  Houston; 
Baylor  College  of  Medicine,  1972;  died 
February  21,  1999. 

Glenn  Roy  Zipp,  MD,  62;  New  Braun- 
fels; The  University  of  Texas  Medical 
Branch  at  Galveston,  1961;  died  Janu- 
ary 20,  1999. 


PPD  PHARAMCO 

Associate  Medical  Director 

PPD  Pharmaco,  a leading  Contract  Research 
Organization  located  in  Austin,  has  a position  avail- 
able for  an  Associate  Medical  Director  in  the  Phase  I 
Clinic.  The  Associate  Medical  Director  is  responsible 
for  all  medical  aspects  of  research  studies  conducted 
at  the  Phase  I Clinic  either  by  direct  performance  of 
medical  duties  or  by  the  oversight  of  other  medical 
personnel.  The  main  focus  of  this  position  is  the  med- 
ical health  and  safety  of  subjects  participating  in 
pharmaceutical  research  studies  and  other  types  of 
medical  research  conducted  at  the  Clinic.  The  position 
reports  to  the  Medical  Director. 

Qualifications: 

• MD  degree  with  current  license  to  practice  in  the 
state  of  Texas  and  at  least  five  years  of  clinical 
practice  experience,  including  residency 

• Previous  experience  in  conducting  pharmaceutical 
research  is  preferred 

• Must  maintain  current  ACLS  education 

• Excellent  communication  skills,  excellent  team- 
building skills,  and  the  ability  to  work  in  a team 
environment 

• Ability  to  work  with  an  attitude  of  care  and  con- 
cern for  patients  and  subjects 

If  interested,  please  forward  your  resume  to: 
Human  Resources 
PPD  PHARMACO 
(ASSOC  MED  DIR) 

4009  Banister  Lane 
Austin,  TX  78704 
Fax  (512)  440-2952 
www.ppdpharmaco.com 

EEO/AA  EMPLOYER 

PPD  PHARAMCO 
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Joseph  and  Mrs.  Mory  Abell 

James  P.  Davis 

Michael  Ahern,  PhD 

Mr.  and  Mrs.  Dennis  E.  Dawson 

Paul  Alobol,  MD 

Dr.  and  Mrs.  George  DeLeon 

John  T.  Algren,  MD 

Merle  W.  Delmer,  MD 

George  B.  Allen,  MD 

Frank  R.  Denman,  MD 

Bohn  D.  Allen,  MD 

Ronald  DeVere,  MD 

Jock  N.  Alperf,  MD 

Dr  and  Mrs.  Kenneth  R.  Dirks 

Ace  H.  Alsup  III,  MD 

C.  Doege 

Rex  A.  Amonette,  MD 

Drs.  David  ond  Christine  Doko 

Alice  Anderson 

Joe  Donaldson,  MD 

Mary  Kathryn  Anderson 

Hugh  H.  Dorian,  MO,  PA 

Joseph  P,  Annis,  MD 

Sharda  J.  Doshi,  MD 

Cecil  Arnold 

Harold  D.  Dow,  MD 

B.  Afhreyo,  MD 

Guy  K.  Driggs,  MD 

Dr.  ond  Mrs.  Chorles  W.  Boiley 

Larry  C.  Driver,  MO 

Dr.  Richard  L ond  Mrs.  Ann  Bollard 

Dr.  Alonzo  and  Mrs.  Sandi  Drummond 

Stephen  Barnett,  MD 

Dr.  and  Mrs.  Harry  Dubow 

J.M.  Barrash,  MO 

Mildred  C.  Dugon,  MD 

Dr.  and  Mrs.  Bruce  M.  Bauknight 

Dan  Dugi,  MO 

Alan  C.  Bourn,  MD 

Mary  S.  Duncon 

Joe  E.  Bauman,  MO 

Patricia  Sommer  and  John  Dale  Dunn,  MD,  JD 

Arturo  Bautista,  MD 

Joel  S.  Dunnington,  MD 

Dr.  and  Mrs.  Roberto  J.  Bayardo 

Pot  Durham 

Jose  R.  Beceiro,  MD 

Dr.  and  Mrs.  Randy  Eckert,  MO 

Carol  Beckly 

Ann  Edwards 

Peggy  Belosco 

Cotherine  R.  Edwards,  PhD 

Mildred  Bell 

Dr.  Elwood  J.  Eichler,  MO 

Bonna  G.  Benjomin,  MD 

Dr.  Roy  and  Rosie  Elizondo 

Robert  Bernstein,  MD 

Dr.  Robert  and  Jan  Ellzey 

Dr.  Phil  ond  Karen  Berry 

Robert  H.  Emmick,  Jr.,  MD 

Patricia  Blackman,  MD 

I.V.  Epstein,  MD 

Dr.  ond  Mrs.  Henry  J.  Boehm 

Edwin  C.  Evans,  MD 

Dr.  John  W.  and  Veronica  Boldt 

Dennis  J.  Factor,  MD 

Robert  C.  Bondy,  Jr.,  MD 

Roy  H.  Fononi,  MD 

Dr.  Roberto  and  Ninta  Bosquez 

Virginia  Fowcett 

Ted  F.  Botkin,  MD 

Doug  Fein,  MD 

Richard  M.  Brcverman,  MD 

Patti  Felici 

Ronald  W.  Brenz,  MD 

Dr.  and  Mrs.  Robert  Fenton 

James  G.  Brooks,  Jr.,  MD 

Alma  S.  Fields 

William  C.  Brooks,  MD 

Williom  S.  Fields,  MD 

Dr.  Dor  and  Virginia  Brown 

Forrest  Fitch,  MD 

George  R.  Brown,  MO 

Diana  L.  Fite,  MD  ond  Ron  Patton 

Dr.  C.B.  and  Martha  Bruner 

Dr.  Forney  and  Mrs.  Mary  Lou  Fleming 

Walter  F.  Buell,  MO 

Dr.  R.  Lee  and  Mrs.  Mary  C.  Forshay 

Howard  P.  Burt,  MD 

Fawrence  S.  Frankel,  MO 

Dr.  and  Mrs.  Ernest  C.  Butler 

Mr.  and  Mrs.  Rolph  E.  Frede 

Or.  Max  C.  and  Mrs.  Tiny  Butler 

Fred  M.  Fry,  MO 

James  F.  Cadenhead,  MD 

Deborah  A.  Fuller,  MO 

Robert  F.  Caldemeyer 

William  G.  Gomel,  MO 

Harold  E.  Caplan,  MD 

Alfredo  Tomas  Garcio,  III,  MD 

Dick  K.  Cason,  MD 

Melissa  J.  Gorretson,  MD 

Joseph  A,  Castillo,  MD 

Ronold  D.  Gorrett-Roe,  MO 

P.  Koy  Champion 

Mary  W.  Geda,  MD 

Barbara  Chapman 

Veronica  F.  Giesecke 

Tilden  F.  Childs,  III,  MD 

P.  Ridgway  Gilmer,  Jr.,  MD 

R.  Lee  Chilton,  III,  MD 

Homer  R.  Goehrs,  MD 

W.R.  Christensen,  MD 

Dr.  and  Mrs.  Andrew  G.  GoesI 

Fred  F.  Ciorochi,  MD 

Chester  Golightly,  MO,  PA 

Benny  R.  Cleveland,  MD,  PA,  FACS 

Louis  J.  Goodman,  PhD 

Dr.  and  Mrs.  Winston  Cochran 

Dr.  and  Mrs.  Donald  Gordon 

Capt.  David  S.  Cockrum,  MD 

Dovid  M.  Gould,  MD 

Jose  Cohen,  MD 

Fvo  C.  Goulding 

William  E.  Coleman,  MD 

Joseph  C.  Goulding,  MD 

A.  Mario  Coscia,  MD 

Luis  G.  Granier,  MD 

Dr.  and  Mrs.  John  J.  Costanzi 

Robert  N.  Grant,  MD 

Or.  James  and  Mrs.  Normo  Cotton 

Jacob  B.  Green,  III,  MD 

Donald  R.  Counts,  MD 

John  E.  Green,  Jr.,  MD 

Ed  S.  Crocker,  MO 

W.K.  Green,  MD 

James  R.  Cullington,  MD 

T.  David  Greer,  MD 

Joe  H.  Cunninghom,  MD 

T.  Greider,  MD 

Dr.  Steve  and  Mrs.  Morty  Curtis 

Mortin  G.  Guerrero,  MD 

Dr.  and  Mrs.  Hugh  Bob  Currie 

Jose  A.  Gutierrez,  Jr.,  MD 

Dr.  Stephen  and  Mrs.  Constance  Dalton 

Or.  Wyott  and  Mrs.  Betty  Haisten 

C.  Dean  Davis 

Or.  Glenn  Halff  and  Mindy  Alterman 

Dr.  and  Mrs.  Harry  K.  Davis 

John  J.  Holl,  MD 

Or.  and  Mrs.  James  W.  Dovis 

Dr.  ond  Mrs.  Tom  Hancher 

Drs.  Corolyn  ond  Stonley  Handel 

nwasavery 
good  year  for 
improviag  the 
health  of  all 
Texans 


Mrs.  Morie  Harris 

Dr.  ond  Mrs.  Mark  J.  Kubolo 

Barbara  Horvey 

H.M.  Lambert,  MD 

Dr.  Horris  and  Mrs.  Barbara  Hauser 

Hugh  Lamensdorf,  MD 

David  Hearn,  MO 

James  W.  Langley,  MD 

Dr.  Jim  and  Beverlee  Herd 

Dr.  and  Mrs.  John  D.  Longston 

James  P.  Herd,  MD 

Dr.  Bob  and  Mrs.  Sandy  Lanier 

Dr.  ond  Mrs.  R.  Stephen  Hillis 

Paula  R.  Larson,  MD 

John  David  Hinze,  MD 

David  H.  Layland,  MD 

Dovid  A.  Hnotow,  MD 

Dr.  Roy  and  Mrs.  Sunnie  LeBlanc 

Rosemary  Hollan,  JD 

Marilyn  Leitch,  MD 

Deborah  M.  Holubec,  MO 

Dr.  Charles  Levenback 

Dr.  Lo  Don  and  Mrs.  Mary  Ann  Homer 

Paul  Loeffler,  MD 

Joe  B.  Hooker,  MD 

Frank  Lonergan,  MD 

Douglas  L.  Horton,  MD 

Edward  A.R.  Lord,  Jr.,  MD 

Drs.  Russell  and  Isabel  Hoverman 

Dr.  Ed  and  Mrs.  Betty  Fouis 

Dr.  Byron  L.  and  Mrs.  Sheryl  Howard 

Dixie  Louis 

John  P.  Howe,  III,  MD 

Joseph  A,  Lucci,  III,  MD 

James  C.  Hoyle,  Jr.,  MD 

PE.  Luecke,  Jr.,  MD 

James  Hrachovy,  MD 

Robert  Luedecke,  MD 

Robert  S.  Hughes,  MD 

Anne  Lyles 

Sim  Hulsey,  MD 

Nell  M.  Lyons 

Dr.  and  Mrs.  Rex  L.  Hyer 

Leoh  Roye  Mabry,  MD 

Dr.  Steven  and  Mrs.  Joannne  Idell 

Robert  A.  MacLean,  MD 

Rhonda  F.  Jacob 

Keith  Madison 

Nora  A.  Janjan,  MD 

Drs.  Moryrita  and  Robert  Mallet 

R.C.Jess,  MD 

Dr.  Bruce  and  Mrs.  Libby  Malone 

Steve  G.  Johnson,  MD 

David  Mansfield,  MD 

Dr.  Thomas  ond  Mrs.  Cheryl  Jones 

G.  Sealy  Massingill,  MD 

Leah  Jones 

Jimmy  L,  McCollister 

Richard  J.  Joseph,  MD 

Dr.  and  Mrs.  Eugene  C.  McDonald 

Jerry  D.  Julian,  MD 

Wm.  Gordon  McGee,  MD 

LeeRoy  Kelly,  MD 

Dr.  and  Mrs.  Laurence  McGonogle 

Robert  F.  Key,  MD 

John  P.  McGovern,  MD 

William  H.  King,  MD 

Dr.  and  Mrs.  Joseph  McNally 

T.A.  Kingman,  MD 

Dr.  John  and  Mrs.  Cay  Meadows 

Thomas  D.  Kirksey,  MD 

Dr.  and  Mrs.  Fred  L.  Merion 

John  A.  Knote,  MD 

Dr.  and  Mrs.  H.  Messerschmidt 

Vijay  N.  Koli,  MD 

Mr.  ond  Mrs.  Robert  Mickey 

Thanks  to  these  generous 


individuals  and  organizations, 
TMA  Foundation  funded 
programs  in  1998  that  helped 
create  a healthier  future 
for  all  Texans. 


MarkW.Millord,MD 

Ronald  J.  Pinkenburg,  MD 

Joan  Milburn 

M.  Sheldon  Polsky,  MD,  PA 

Barry  Miller,  MD 

Dr.  H.D.  Pope 

Jockie  Mills 

Dr.  Joe  and  Cathy  Powell 

Sen.  Mike  and  Rasie  Moncrief 

James  A.  Prenh'ce,  MD 

Mary  Jo  Montgomery,  MD 

Jomes  E.  Prigden,  MD 

Clifford  L.  Montgomery,  MD 

Thomas  F.  Pugh,  Jr.,  MD 

Dr.  and  Mrs.  W.H.  Moore 

Arthuree  Quander 

Dr.  and  Mrs.  Jeff  R.  Moore 

Dr.  and  Mrs.  Ofsman  Quintona 

Hector  E.  Morales,  MD 

James  E.  Race,  MD 

Dr.  Clifford  Moy 

Lee  R.  Radford,  MD 

Dr.  Alex  and  Mrs.  Patti  Munson 

Rajam  S.  Ramamurthy,  MO 

Ronald  G.  Munson,  MD 

M.  Shashi  Rao,  MD 

N.  Narayana,  MD 

U.  Probhakar  Rao,  MD 

Dr.  and  Mrs.  Thomas  E.  Neal,  MD 

Priscilla  Ray,  MD 

Dr.  Jerry  and  Mrs.  Katherine  Newton 

Yvette  Remschel 

Dr.  and  Mrs.  Lourance  Nickey,  MD 

Carol  Jim  Renshaw 

Hisashi  Nikaidoh,  MD 

Margo  K.  Restrepo,  MD 

Som  A.  Nixon,  MD 

Gene  K.  Richord,  MD 

Dr.  ond  Mrs.  Peter  Norton 

Mark  and  Paula  Rigling 

James  T.  Norwood,  MD 

Karen  L.  Roberts,  MD 

John  C.  O'Leary,  MD 

Donald  J.  Robertson,  MD 

Teresa  Oltersdorf 

Paul  G.  Rodrigeuz,  MD 

Jock  Orrick,  MD 

Oovid  E.  Rogers,  MD,  PA 

John  A.  Osborne,  Jr.,  MD 

J.  James  Rohock,  MD 

Graves  Owen,  MD 

Peggy  M.  Russell,  DO 

Michael  A.  Ozer,  MD 

W.  John  Ryan,  MO 

Joseph  T.  Painter,  MD 

James  H.  Sammons,  MD 

Bernord  W.  Palmer,  MD 

Tom  Sartwelle 

Gwen  Pappas 

Dr.  R.J.  and  Mrs.  Leona  Schroeder 

Luther  and  Mory  Ann  Parker 

Hetman  J.  Schultz,  MD 

Dr.  Jerry  and  Mrs.  Alice  Parrish 

Dr.  and  Mrs.  Jacob  Schut 

Leonard  G.  Paul,  MD 

H.  Irving  Schweppe,  Jr.,  MD 

George  H.  Peddle,  MD 

Georgina  K.  Sehapoyak,  MO 

Dr.  Fred  and  Mrs.  Elsie  Perez 

Mrs.  Alma  C.  Sharp 

Joseph  F.  Peters,  MD 

Dr.  William  and  Mrs.  Emily  Shelton 

Dr.  and  Mrs.  W.J.  Pindar 

Or.  James  and  Mrs.  Nancy  Shelton 

Nick  N.  Shroff,  MD 

American  Airlines 

Dr.  and  Mrs.  Arnold  B.  Skor 

American  Medical  Association 

Robert  Sloane,  MD 

Arkansas  Community  Foundation 

Bruce  A.  Smith,  MD 

Astra  Merck 

Dr.  and  Mrs.  John  M.  Smith 

AutoFlex  Leasing 

Lulu  L.  Smith,  MD 

Bell  County  Medical  Society  Alliance 

John  H.  Smith,  MD 

Bexar  County  Medical  Society 

Alice  L.  Smith,  MD 

Bexor  County  Medical  Society  Alliance 

George  F.  Smith,  MD 

Blue  Bell  Creameries 

David  L.  Sockler,  MD 

Blue  Cross  and  Blue  Shield  of  Texas 

Steve  Solomon,  MD 

Central  Texas  Obstetrics  and  Gynecology 

Patricio  Sommer 

Columbia-St  David's  Partnership 

Cathy  Spadaccini 

Dallas  County  Medical  Society  Alliance 

C.  Ritchie  Spence,  MD 

Doctors  Nursing  Center  Foundation 

A.  Bryan  Spires,  MD 

Dupont  Pharmaceuticals  Company 

Drs.  Rob  and  Janet  Squires 

End  Stage  Renal  Disease  Network  of  Texas,  Inc. 

Gregg  A.  Staerkel,  MD 

FIRSTCARE 

C.  Richard  Stasney,  MD 

Freeman  Decorating  Compony 

Larry  G.  Stein 

Freeport-McMoran  Foundation 

Drs.  Charles  and  Betty  Stephenson 

Fulbright  & Jaworski,  LLP 

Kendal  L.  Stewart,  MD 

Genung,  Davis  Whittemore  & Schoen  Associates 

Dr.  and  Mrs.  James  C.  Stinson 

Girling  Healthcare,  Inc. 

W.  Kemp  Strother,  III,  MD 

Guardian  Angel  Home  Health 

Dr.  and  Mrs.  Milton  Talbot 

Harris  County  Medical  Society  Alliance 

Dr.  and  Mrs.  Chorles  R.  Tanner 

Harris  Methodist  Health  Plan 

Lowell  Templer,  MD 

InterMedical  of  Texas,  Inc. 

Robert  M.  Tenery,  Jr.,  MD 

Jackson  Walker,  LLP 

Proveen  Thangada,  MD 

Jefferson  County  Medical  Society 

George  E.  Thonnish,  MD 

Jefferson  County  Medical  Society  Alliance 

Dr.  Joe  and  Mrs.  Susan  Todd 

Luther  King  Capital  Manogement 

Dr.  Luiz  and  Mrs.  Cathy  Toledo 

MBNA 

Drs.  Nalin  and  Komal  Tolia 

McGovern  Fund 

Sharon  Townsend 

MedPortners 

Herman  R.  Van  Sickle,  MD 

Merck 

David  Vanderpool,  MD 

National  Heritage  Insurance  Company 

Sue  Van  Sickle 

National  Youth  Leadership  Forum 

Corlos  Venegas,  MD 

NationsBank 

Albert  F.  Vickers,  MD 

Norwest  Bonks  Texas 

Dr.  and  Mrs.  Andrew  C.  Von  Eschenbach 

Plastic,  Reconstrucitve,  ond  Microsurigical 

R.  Lloyd  Woldron,  MD 

Associates  of  South  Texas,  PA 

Shirley  Walker 

ProMedCo,  Inc. 

Dr.  and  Mrs.  J.J.  Waller 

Prudential  Healthcare  Group 

Dr.  James  W.  and  Bella  L.  Ward 

Quantitative  Group  of  Salomon  Smith  Barney,  San 

Wesley  W.  Washburn,  MD 

Antonio 

David  H.  Watson,  MD 

Quebecor  Printing 

Fenwick  L.  Watts,  MD 

Rudd  & Wisdom,  Inc. 

James  M.  Watts,  MD 

San  Angelo  Health  Foundation 

Mark  Weaver,  MD 

Shell  Oil  Company  Foundation 

Jack  S.  Weinblatt,  MD 

Smith  County  Medical  Society 

Geoffrey  R.  Weiss,  MD 

SmithKIine  Beechom 

Jetta  Kosh  Westerholm 

Southeast  Texas  Gastroenterology  Associates,  PA 

Mrs.  Andrew  D.  Whitaker 

Torrent  County  Medical  Society 

Martin  G.  White,  MD 

Tarrant  County  Medical  Society  Alliance 

Kennon  Wigley,  MD 

Texas  Association  of  Peri  Anesthesia  Nurses 

Darryl  Williams,  MD 

Texas  Copy 

Mitchell  L.  Willens,  MD 

Texas  Guardian  Angel  Home  Health 

M.C.  Williams,  MD 

and  Rehabilitation 

Josie  Williams,  MD 

Texas  Medical  Association 

Christopher  L.  Williston 

Texas  Medical  Associotion  Insurance  Trust 

Amy  Wilson 

Texos  Medical  Association  Liability  Trust 

Loyce  K.  Wilson 

The  Medicol  Protective  Company 

Greg  Winegardner 

Transworld  Systems,  Inc. 

Tommy  Wishard 

Travis  County  Medical  Society 

Clancy  and  Jo  Ann  Woliver 

Travis  County  Medical  Society  Alliance 

Dr.  Dole  and  Mrs.  Mertie  Wood 

UT  School  of  Nursing  at  Golveston 

Louise  Worthy,  MD 

Vaughan,  Nelson,  Scarborough  & McConnell,  LLP 

David  Wright,  MD 

Vinson  & Elkins,  Inc. 

Susan  Rudd  Wynn,  MD 

Bruno  Ybarra,  MD 

Michael  W.  Yeary 

Melissa  Yoakley 

Edwina  Youngblood 

Guadalupe  Zamora,  MD 
Enrique  Zavala 
Dr.  and  Mrs.  Gerry  0.  Zenner 
Dr.  David  and  Mrs.  Colleen  Zientek 
Steven  E.  Zimmef,  MD 


Texas  Medicine 


By 

Johanna 

Franke 


Naming  names 

TDH  implements  HIV/STD  reporting  changes 


At  the  end  of  1998,  the  Texas 
Board  of  Health  approved  re- 
porting changes  for  certain 
sexually  transmitted  dis- 
eases (STDs).  The  Texas  De- 
partment of  Health  (TDH) 
implemented  these  changes 
on  January  1,  1999.  Report- 
ing requirements  were  changed  for 
HIV,  AIDS,  chancroid.  Chlamydia  tra- 
chomatis, gonorrhea,  and  syphilis. 

Also,  definitions  of  HIV,  AIDS,  and 
STDs  were  amended  to  be  consistent 
with  those  used  by  the  Centers  for  Dis- 
ease Control  and  Prevention  (CDC). 

Name-based  HIV  reporting  is  the 
most  significant  change.  To  solicit  input 
from  health  professionals,  patients 
with  HIV/ AIDS,  and  the  community  at 
large,  TDH  conducted  extensive  com- 
munity meetings  throughout  the  past 
year.  Detailed  descriptions  of  the  infor- 
mation-gathering and  decision-making 
processes  involved  in  these  changes  are 
available  on  the  Internet  at  www.tdh. 
state. tx.us/hivstd/input.htm. 

Beginning  January  1,  laboratories 
and  health  care  providers  started  re- 
porting confirmed  cases  of  HIV  infec- 
tion by  name  to  the  local  surveillance 
authorities.  To  report  cases,  providers 
can  call  (800)  705-8868,  which  will 
automatically  connect  callers  to  local 
offices. 


Need  for  reporting 
HIV  by  name 

AIDS  has  been  reportable  by  name  in 
Texas  since  1983.  Recent  advances  in 
the  treatment  and  prevention  of  HIV  in- 
fection have  resulted  in  a decrease  in 
AIDS  mortality  and  an  increase  in  the 
length  of  time  from  HIV  infection  until 
the  development  of  AIDS.  Thus,  reliable 
reporting  of  AIDS  no  longer  provides 
adequate  information  for  understand- 
ing the  epidemiology  of  HIV  in  Texas. 
National,  state,  and  local  advocacy 
groups  agree  that  it  is  critical  to  have 


better  monitoring  of  HIV  infection.  Ac- 
curate data  are  essential  to  ensure  that 
resources  for  HIV  prevention  and  serv- 
ices are  directed  to  the  communities 
and  groups  bearing  the  greatest  burden 
of  HIV  disease.  It  also  allows  resource 
allocations  to  be  more  sensitive  to  shifts 
in  the  HIV  epidemic. 

Since  1994,  Texas  has  used  an  HIV 
reporting  system  based  on  assigning 
each  case  a unique  number.  However, 
HIV  reporting  systems  that  use  names 
produce  more  reliable  information 
about  the  epidemic  than  do  non-named 
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systems.  States  that  have  HIV  reporting 
by  name  report  that  their  systems  miss 
.only  3%  to  26%  of  the  diagnosed  HIV 
leases  in  those  states.  By  comparison, 
Ithe  non-named  system  used  to  report 
HIV  in  Texas  missed  about  74%  of  the 
leases  diagnosed  in  1995  and  1996. 
jThis  poor  level  of  reporting  hinders  the 
ability  to  understand  the  epidemic’s 
(changing  demographics  and  the  ability 
,to  monitor  it. 

i In  addition  to  incomplete  reporting, 
'a  non-named  system  doesn’t  allow  the 
health  department  to  follow  up  with 
providers  and  their  patients  to  ensure 
;that  patients  are  offered  appropriate  re- 
ferral for  available  services  and  volun- 
tary partner  notification.  The  follow-up 
;by  trained  public  health  employees 
means  that  all  individuals  with  HIV 
whose  cases  have  been  confirmed  re- 
iceive  the  following: 

• Notification  that  they  are  infected 
with  HIV. 

I*  Appropriate  referral  to  health  and 
social  services. 

• Assistance  in  telling  their  sex  and/or 
drug  use  partners  of  their  possible 
exposure  to  HIV. 

Procedure 

The  following  information  is  required 
to  complete  a morbidity  report  for  each 
1 confirmed  HIV  infection: 

1 • The  name,  address,  birth  date,  sex, 
j and  race/ethnicity  of  the  infected 
i person. 

I • The  test  type,  test  date,  and  test  result. 

• The  name  and  address  of  the  provider 
who  makes  the  HIV  diagnosis. 

The  local  surveillance  authority  will 
follow  up  with  local  providers  to  com- 
1 plete  an  HIV  infection  case-reporting 
form.  The  local  authority  also  will  work 
with  providers  to  ensure  that  the  in- 
fected individual: 

• Knows  his  or  her  test  result, 

• Has  been  referred  to  medical  and  so- 
cial services,  and 

• Has  been  offered  assistance  in  noti- 
fying his  or  her  sex  and  needle-shar- 
ing partners  that  they  may  have 
been  exposed  to  HIV. 


The  local  surveillance  authority  will 
send  case  reports  to  TDH  in  Austin. 
TDH  will  remove  identifying  informa- 
tion and  send  aggregate  reporting  data 
to  CDC. 

Retroactive  reporting  of  HIV  by 
name  is  not  required.  'I'Dll  will  accept 
case  reports  having  test  dates  that  fall 
on  or  after  January  I,  1999.  Persons 
whose  last  positive  HIV  test  falls  before 
that  date  will  not  be  reported  to  the 
surveillance  system  by  name  until  they 
develop  AIDS. 

Anonymous  HIV  testing 

People  who  do  not  want  to  have  their 
real  names  placed  on  their  HIV  tests 
can  choose  to  be  tested  anonymously. 
TDH  is  committed  to  making  anony- 
mous HIV  testing  accessible  to  people 
in  all  areas  of  Texas.  Under  Texas  law, 
all  public  health  clinics  must  offer 
anonymous  testing  or  give  referrals  to 
sites  that  do. 

Additionally,  all  HIV  testing  sites 
that  receive  funds  from  TDH  must  offer 
anonymous  HIV  testing  on  site.  The 
names  of  people  who  test  positive  with 
anonymous  tests  will  not  be  reported. 
Anyone  can  call  (800)  299-AIDS  to  find 
out  the  closest  location  where  anony- 
mous HIV  testing  is  available. 

Security  measures 

Surveillance  information  is  not  public  in- 
formation. By  law,  all  surveillance  infor- 
mation, including  HIV  reporting 
information,  is  confidential  and  privi- 
leged. This  means  that  no  one  can  find 
out  a person’s  HIV  status  by  filing  an 
open  records  request  or  a Freedom  of  In- 
formation Act  request.  The  circumstances 
under  which  surveillance  information 
containing  a name  may  be  released  are 
very  limited.  These  include  protecting  the 
health  of  a spouse,  health  care  workers, 
first  responders,  emergency  personnel, 
peace  officers,  firefighters,  and  victims  of 
sexual  assault.  Surveillance  workers  who 
inappropriately  release  or  disclose  sur- 
veillance information  face  various  legal 
sanctions;  intentional  or  criminally  negli- 
gent breaches  of  confidentiality  are  Class 
A misdemeanors. 

Surveillance  workers  cannot  be  sub- 
poenaed or  deposed  to  release  surveil- 
lance information  about  an  individual. 


They  cannot  be  questioned  in  a civil, 
criminal,  special,  or  other  proceeding 
about  the  existence  or  contents  of  sur- 
veillance records  of  a person  examined 
or  treated  for  a reportable  disease  with- 
out that  person’s  consent.  Surveillance 
workers  do  not  give  law  enforcement 
agencies,  immigration  agencies,  insur- 
ance companies,  employers,  or  families 
access  to  the  databases  that  contain  sur- 
veillance information.  Local,  regional, 
and  state  surveillance  workers  have 
successfully  guarded  the  names  of  more 
than  46,000  AIDS  patients  for  15  years 
without  a known  breach  of  confiden- 
tiality in  the  surveillance  system. 

State  and  local  surveillance  sites  use 
the  following  security  measures  to  en- 
sure confidentiality: 

• Staff  members  are  required  to  sign 
confidentiality  agreements,  and  are 
subject  to  criminal  and  civil  penal- 
ties and  loss  of  employment  if  they 
breach  confidentiality.  They  receive 
training  in  how  to  conduct  case  in- 
vestigations and  handle  information 
while  maintaining  data  security  and 
confidentiality. 

• Physical  barriers  separate  the  public 
from  the  areas  where  the  informa- 
tion is  kept.  The  computers  that 
hold  the  data  are  not  accessible  to 
the  public  or  other  public  health 
workers  outside  the  surveillance 
unit.  These  computers  are  stand- 
alone systems  and  cannot  be  ac- 
cessed through  modems  or  the 
Internet.  A limited  number  of  sur- 
veillance workers  at  each  site  can 
access  the  databases. 

• The  surveillance  system  is  secured 
electronically  through  passwords, 
encryption,  and  security  card  access. 

• TDH  conducts  regular  security  au- 
dits of  local  surveillance  sites  — 
some  of  which  are  unannounced  vis- 
its — to  ensure  that  strict  security 
procedures  are  observed. 

For  more  information,  contact  Shar- 
ilyn  Stanley,  MD,  chief  of  the  TDH  Bu- 
reau of  HIV/STD  Prevention,  at  (512) 
490-2505.  ★ 


Source:  Texas  Department  of  Health 
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TMA  vice  speaker 
gigs  ’em  on  A&M  board 


Susan  Rudd  Wynn,  MD,  vice 
speaker  of  the  Texas  Medical  As- 
sociation House  of  Delegates, 
has  been  appointed  to  the  Texas 
A&M  University  System  Board  of 
Regents  by  Gov  George  W.  Bush.  Dr 
Wynn,  a Fort  Worth  allergy  and  im- 
munology specialist,  was  among  three 
new  A&M  regents  the  governor  ap- 
pointed in  mid-February. 

“I’m  really  looking  forward  to  being 
able  to  have  a leadership  role  to  foster 
the  continued  success  and  growth  of 
the  College  of  Medicine  as  well  as  all  of 
the  health  science-related  activities,” 
said  Dr  Wynn,  who  added  that  her  ap- 
pointment was  “not  something  I sought 
at  all.  They  called  me  up  out  of  the 
blue.”  She  said  it  never  occurred  to  her 
when  she  hrst  enrolled  as  a student  in 
1974  that  she  would  one  day  serve  on 
the  Board  of  Regents.  Dr  Wynn  received 
her  medical  degree  from  A&M  in  1981. 

With  the  medical  school’s  designation 
as  a health  science  center  and  the  addi- 
tion of  the  Baylor  College  of  Dentistry  to 

Susan  Rudd  Wynn,  MD 


the  system,  A&M  “has  become  very  ac- 
tive in  the  health  care  arena,”  she  said. 

Governor  Bush  said  Dr  Wynn  and 
the  other  new  regents  “are  excellent 
appointees  with  diverse  experience 
who  bring  valuable  insight  and  strong 
leadership  to  the  board.” 

Dr  Wynn  says  she  has  no  plans  to  cur- 
tail any  of  her  'I'MA  activities.  In  addition 
to  being  vice  speaker  of  the  House  of 
Delegates,  she  has  served  as  chair  of  the 
Young  Physician  Section,  the  Council  on 
Communication,  and  the  Healthy  Pa- 
tient 2000  Task  Force.  She  has  been  a 
member  of  the  Texas  Delegation  to  the 
American  Medical  Association  since 
1991  and  was  the  1996-1997  president 
of  the  Tarrant  County  Medical  Society. 

Other  professional  memberships  in- 
clude American  Academy  of  Allergy, 
Asthma  and  Immunology;  American 
Academy  of  Pediatrics;  and  the  Texas 
Allergy  and  Immunology  Society. 

Finally,  Dr  Wynn  says  that  despite  her 
appointment  as  an  A&M  regent,  she  will 
ftilfill  her  obligation  to  carry  her  TexMed 
’99  papers  in  a burnt  orange  University  of 
Texas  notebook  as  a result  of  losing  a bet 
on  last  year’s  Texas-Texas  A&M  football 
game  to  House  of  Delegates  Speaker  Tom 
Hancher,  MD.  “A  good  Ag  keeps  her  com- 
mitments,” she  said.  ★ 


Baylor  creates 
gene  function  lab 


Baylor  College  of  Medicine  re- 
searchers hope  a new  laboratoiy 
to  study  gene  functions  in  mice 
and  humans  will  help  them  de- 
velop new  disease  treatments. 
Investigators  at  Baylor’s  Comparative 
Gene  Function  Laboratory  will  study 
mouse  chromosomes  4 and  11  because 
they  are  very  similar  to  chromosomes  1 
and  17  in  humans  and  are  associated 
with  various  tumors.  Through  their  re- 
search, scientists  hope  to  identify 
the  genetic  mutations  that 
could  be  causing  the  tumors. 
The  new  laboratory  was 
funded  by  a $1.5  million 
gift  from  the  Robert  J.  Kle- 
berg, Jr,  and  Helen  C.  Kle- 
berg Foundation  based  in 
San  Antonio.  ★ 


Medicaid  enrollees: 
do  it  right 


Medicaid  providers  have  until 
September  to  reenroll  with  the 
National  Heritage  Insurance 
Company  (NHIC)  but  are 
strongly  encouraged  by  NHIC 
to  return  accurately  completed  packets 
quickly. 

As  of  February  1,  fewer  than  2%  of 
the  packets  had  been  returned,  and  most 
were  incomplete  or  inaccurate.  Accord- 
ing to  NHIC,  the  most  common  reasons 
packets  are  returned  to  physicians  are 
the  lack  of  an  original  signature,  an  in- 
accurate notary  public  stamp,  and  fail- 
ure to  append  necessary  attachments. 
Because  the  form  is  a legal  document,  it 
must  be  originally  signed  and  notarized; 
photocopies  are  unacceptable. 

Even  those  physicians  who  already 
have  a Medicaid  number  must  reenroll. 
If  they  don’t,  they  will  be  dropped  from 
the  program  on  September  1.  Claims 
submitted  after  this  deadline  also  will 
be  denied. 

NHIC  urges  physicians  and  other 
health  care  providers  to  return  their 
packets  by  June  1 to  ensure  timely  pro- 
cessing. Physicians  who  currently  have 
multiple  provider  numbers  received 
duplicate  packets,  though  only  one 
must  be  returned.  The  exception  is  for 
some  group-based  physicians  who 
practice  at  multiple  locations. 

This  initiative  is  driven  by  Senate 
Bill  30,  which  the  1997  Texas  Legisla- 
ture enacted.  It  obliges  providers  to 
sign  a new  agreement  stipulating  that 
they  will  comply  with  the  state’s  Medi- 
caid program  integrity  efforts. 

For  information  on  the  reenrollment 
process  or  if  you  did  not  receive  a form, 
contact  NHIC  customer  relations  at 
(800)  925-9126. 

Also,  frequently  asked  reenrollment 
questions  along  with  their  answers  are 
posted  on  TMA’s  Web  site  at  www. 
texmed.org  under  “Medicare/  Medicaid” 
in  the  “Business  of  Medicine”  section.  ★ 
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The  Expertise  Referring  Physicians 
Have  Come  To  Count  On:  Cook  Childrens 
Talks  With  Dr.  Lawrence  Fox. 


Dr.  Lawrence  Fox  — Medical  Director  Of  Cardiovascular  Surgery 


Dr.  Fox,  you  are  one  oe  only  a few  pediatric 

CARDIOVASCULAR  SURGEONS  IN  THE  U.S.  WHO  PER- 
FORM CORRECTIVE  SURGERY  FOR  HYPOPLASTIC  LEFT 
HEART  SYNDROME.  As  YOU  WORK  WITH  REFERRING 
PHYSICIANS,  WHAT  IS  IT  THAT  PROMPTS  THEM  TO 
CONTINUE  TO  REFER  PATIENTS  TO  YOU  FOR  THIS  AND 
OTHER  PEDIATRIC  HEART  PROBLEMS? 


The  child's  primary  care  physician  knows  we're  committed  to  deliv- 
ering the  highest  quality  care,  and  that  we  have  the  expertise  and 
technology  to  do  things  other  hospitals  can't.  Our  goal  is  to  return  a 

healthy  child  to  his  or  her  parents  and 
pediatrician  as  soon  as  possible. 

How  DO  YOU  WORK  WITH 
REFERRING  PHYSICIANS 
SO  THAT  YOU  DO  NOT  IN 
ANY  WAY  DIMINISH  THEIR 
OWN  RELATIONSHIP  WITH 
THEIR  PATIENTS? 

In  a word,  communi- 
cation. We  keep 
the  referring 
physician 
informed 

every 


step  of  the  way.  After  the  operation  is  done,  the  primary  care  doctor 
gets  a call  and  a letter,  and  the  same  occurs  on  the  day  of  the 
patient 's  discharge.  Also,  our  nurses  make  sure  to  keep  the  referring 
physician  informed  about  any  changes  in  the  patient's  condition. 

What  do  referring  physicians  think  are  the 
KEYS  to  excellent  PEDIATRIC  SPECIALTY  CARE? 

They  want  to  see  us  care  for  the  patient's  problem  with  a good  result 
and  return  the  patient  to  them  promptly.  Referring  physicians  also 
know  that  we  do  a lot  of  surgeries  at  Cook  Children's,  and  it's  like 
anything  else  - the  more  you  do,  the  better  the  outcomes.  Another 
thing  they  appreciate  is  the  fact  we  have  a cardiac  support  group 
that  helps  reduce  the  stress  of  families  and  everyone  involved. 

Can  you  relate  an  interesting  case  which 

EXEMPLIFIES  THE  TRUST  OF  REFERRING  PHYSICIANS 
IN  YOUR  SPECIALTY  CARE  HERE  AT  CoOK  CHILDREN ’s? 
Yes.  A baby  born  with  a condition  known  as  transposition  of  the 
great  arteries,  which  means  the  position  of  the  heart's  major  arteries 
needs  to  be  “switched.  ” If  uncorrected,  most  babies  will  die  in  the 
first  few  weeks  of  life.  The  referring  physician  knew  we  performed 
many  of  these  complex  operations  with  a very  high  level  oj  success, 
and  HYfs  therefore  calling  to  have  our  team  care  for  his  patient. 

Cook  Children’s  Medical  Center  is  located  in  Fort  Worth, 
Texas.  For  more  information  on  Dr.  Fox  and  his  partner  in 
Cardiovascular  Surgery,  Jeffrey  Heinle,  call  1-800-COOK517. 

CookChildren’s 

Medical  Center 


SUMMARIES  OF  RECENT  HEALTH  CARE  HEADLINES 


In  Case  You 


By  Melissa  McEver 


New  evidence  that  the  eating  disorder  bulimia  is  caused  at  least  partly  by 
a chemical  malfunction  in  the  brain  was  found  by  researchers  at  the  UNI- 
VERSITY OF  OXFORD.  Women  who  had  recovered  from  bulimia  'were 
more  affected  psychologically  by  deprivation  of  the  amino  acid  tryptophan 
than  other  women.  When  given  foods  without  tryptophan,  the  recovered  bu- 
limics reported  greater  mood  swings,  worries  about  body  image,  and  fear  of 
losing  control  of  eating  than  the  other  women  in  the  study. 

(Archives  of  General  Psychiatry,  2/99) 

The  diet  of  people  from  Mediterranean  countries,  already  found  to  reduce 
cancer  risk,  can  promote  health  in  more  ways  than  one.  A recent  French 
project  known  as  the  Lyon  Diet  Heart  Study  reported  that  a Mediterranean- 
style  diet,  which  is  rich  in  fruits,  vegetables,  fish,  and  beans,  might  protect 
people  from  having  a second  heart  attack.  DR  MICHEL  DE  LORGERIL  and 
colleagues  studied  more  than  400  previous  heart  attack  sufferers  for  nearly 
4 years  and  found  that  the  people  who  ate  traditionally  Mediterranean  fare 
are  50%  to  70%  less  likely  to  suffer  repeat  heart  attacks. 

(Circulation,  2/16/99) 

A recent  study  reveals  that  prostate  cancer  may  progress  more  rapidly  in 
African  American  men  than  in  Anglo  men,  and  their  cancer  may  be  more 
likely  to  recur.  Scientists  at  WAYNE  STATE  UNIVERSITY  in  Detroit  ex- 
amined tumor  specimens  from  333  African  American  men  and  426  white  men 
who  had  undergone  surgery  for  prostate  cancer.  They  found  that  the 
African  American  patients  between  the  ages  of  50  and  69  tended  to  have 
more  advanced  cancer  than  their  Anglo  counterparts  at  the  time  of  surgery 
and  that  their  cancer  was  more  likely  to  have  spread  beyond  the  prostate. 
(Cancer,  1/15/99) 

Claims  that  the  controversial  fat  substitute  olestra  may  cause  serious  gas- 
trointestinal problems  might  be  unfounded,  a new  report  has  concluded. 
Researchers  at  the  UNIVERSITY  OF  NORTH  CAROLINA  AT  CHAPEL 
HILL  studied  3,100  adults  and  children  who  consumed  olestra-containing 
products,  such  as  corn  or  potato  chips,  during  a 6-week  period.  The  partic- 
ipants reported  slightly  more  nausea  and  1 more  day  of  more  frequent 
bowel  movements  than  those  who  consumed  regular  chips.  The  researchers 
concluded  that  under  ordinary  snacking  conditions,  olestra-containing 
foods  should  cause  no  more  problems  than  regular,  fatty  snacks. 

(Annals  of  Internal  Medicine,  2/16/99) 


Survey  shows  no  progress 


The  first  survey  of  the  Texas  Med- 
ical Association  Continuous  Sur- 
vey Project’s  second  year  was 
designed  to  monitor  the  imple 
mentation  of  the  1997  Texas  laws 
concerning  patient  protection  and  Med-I 
icaid.  A 1997  survey  measured  the  base-- 
line  data,  so  the  results  of  the  latest, 
survey  show  the  impact  of  the  new  laws. 

In  January,  surveyed  physicians  re- 
ported no  significant  declines  in  the  fre- 
quency of  problems  with  many  managed^ 
care  practices  that  are  prohibited  by  neW| 
Texas  laws  compared  with  1997.  Theyj 
also  reported  an  increase  in  problems 


with  unqualified  reviewers  and  in  com-J 


plaints  that  were  not  resolved  within  30 


days.  The  survey  says  physicians  still  are 
having  difficulties  with  continuity  of 
care,  out-of-network  referrals,  “hold 
harmless”  contract  clauses,  slow  process- 
ing of  medical  necessity  appeals,  the 
complaint  process,  financial  incentives,^ 


and  patient  care  quality.  Surveyed  physi-* 


cians  reported  that  the  top  three  causes 
of  adverse  impact  on  patient  care  quality 
are  delays  in  specialist  referrals,  re-| 
stricted  formularies,  and  limited  panels 
of  specialists. 

Though  survey  results  show  little 
change  in  the  past  year  in  the  number  of 
Medicaid  patients  accepted,  striking  dif- 
ferences arise  when  responses  are  exam- 
ined by  specialty.  New  Medicaid  patient 
acceptance  by  pediatricians  declined 
from  62%  in  1997  to  42%  in  1998,  while 
new  Medicaid  patient  acceptance  by  psy- 
chiatrists dropped  from  36%  to  22%  dur- 
ing the  same  period.  Surveyed  physicians 
report  that  despite  new  laws  requiring 
timely  payments,  only  33%  of  Medicaid 
claims  were  paid  within  45  days  in  1998, 
which  is  a dramatic  decline  from  the 
60%  that  were  paid  within  that  time 
frame  in  1997.  Medicaid  access  may 
worsen,  as  26%  of  surveyed  physicians 
report  they  are  considering  policy 
changes  that  would  impose  new  limits 
on  new  Medicaid  patients  and  16%  say 
they  would  not  accept  any  new  Medicaid 
patients.  When  asked  about  measures 
that  might  encourage  them  to  increase 
their  Medicaid  participation,  64%  of 
surveyed  physicians  strongly  favored  a 
Medicaid  fee  increase.  ★ 
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Prestigious  Homeowners  Want  Beautiful 

Lifetime  Roofing 

T"  There  is  absolutely  nothing  negative  to  say  about  the  new  residentiahtype  metal 
roofing.  It  looks  beautiful,  has  a BO-year  to  a lifetime  warranty,  is  fireproof,  reduces 
summer  air  conditioning  costs  and  is  less  wasteful  than  asphalt  shingles.  Attractive 
metal  rooting  is  becoming  the  signature  of  high-end  houses.  Although  it  costs  somewhat 
more  to  install,  the  overall  cost  is  lower  because  of  its  long  life."  James  Oulley,  Syndicated  Columnist 

"Cut  Your  Utility  Bills" 

%Wood  Shake  Beauty  %Can  Go  Over  Old  Roof  %UL'2218  (Class  IV)  Rated 


%Cuts  A/C  Costs 


%Fire  Protection 


% Baked  On  KYNAR  Finish 


%120mphWind  Warranty  % Lifetime  / 40yr.  Transferable  ^Increases  Home  Value 

Limited  Warranty  r 

CallToday  For  A Free  Estimate  From  A Perfection  , . ...lAjt 


A&T  Builders 

Dallas,  TX 

1-800-585-3443 
(214)  324-3837 

Seminole  Sales 
& Leasing 

Seminole,  TX 

(915)  758-9855 


Dealer  In  Your  Area 

Champion 
Constructors 

Houston, TX 

1-800-422-2573 
(281)  587-2573 

South\wst 


Metal  Roofing 

San  Antonio,  TX 
(210)  822-6868 


Texas  Home 
Exteriors 

Austin,  TX 

1-800-638-3987 
(512)  453-8782 


PERFEaiON 

; 3e^t in  Pnodmcts - 

For  Information  or  Product  Literature  Call: 

1 -888-788-2427  Ext.  222 
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New  TMA/TMAA  leaders 
to  be  installed  next  month 


Alan  C.  Baum,  MD,  Houston,  and 
Pam  Hendricks,  Temple,  will  as- 
sume the  presidencies  of  the  Texas 
Medical  Association  and  the  TMA 
Alliance  (TMAA),  respectively,  on 
Friday,  May  7,  during  TexMed  ’99;  Edu- 
cational Showcase  & Expo. 

An  ophthalmologist  and  partner  at 
the  Texas  Eye  Institute  in  Houston,  Dr 
Baum  chairs  the  TMA  Committee  on  Li- 
aison with  Medical  Schools  and  is  a past 
chair  for  both 
the  TMA  Board 
of  Trustees  and 
TEXPAC,  TMA’s 
political  action 
committee.  Dr 
Baum  is  an  as- 
sistant clinical 
instructor  at  The 
University  of 
Texas-Houston 
Medical  School, 
and  has  served  as  president  of  the  Texas 
Ophthalmological  Association  (TOA) 
and  the  Southwest  Branch  of  the  Harris 
County  Medical  Society  (HCMS).  He  has 
chaired  the  HCMS  Medical  Legislative 
Board  and  Council  of  Specialty  Societies 
and  has  earned  distinguished  ophthal- 
mologist awards  from  TOA  and  the 
Houston  Ophthalmological  Society.  Dr 
Baum  also  has  served  as  chief  of  staff  at 
Memorial  Southeast  Hospital  in  Houston 
and  chair  of  the  ophthalmology  sections 
of  both  the  Memorial  Southwest  and 
Memorial  Southeast  hospitals. 

A native  of  Fort  Scott,  Kan,  Dr  Baum 
earned  his  bachelor’s  degree  at  The  Uni- 
versity of  Texas  at  Austin  and  his  med- 
ical degree  at  The  University  of  Texas 
Medical  Branch  at  Galveston.  He  was  a 
captain  in  the  147th  Fighter  Squadron 
of  the  Texas  Air  National  Guard  from 


1969  to  1975.  Dr  Baum  is  a member  of 
the  American  Academy  of  Ophthalmol- 
ogy, Houston  Ophthalmological  Society, 
and  American  Medical  Association. 

Ms  Hendricks  has  been  a volunteer 
for  numerous  organizations  including 
Habitat  for  Humanity,  Central  Texas 
Partners  in  Health,  Temple  Healthy 
Communities  Initiative,  Temple  Sister 
Cities  Corporation,  and  the  Temple  In- 
dependent School  District.  She  has  do- 
nated much  time  to  the  city  of  Temple 
by  serving  on  its  Main  Street  Advisory 
Board,  Board  of  Building  Appeals,  Citi- 
zens’ Task  Force  on  Recycling,  and  So- 
cioeconomic Task  Force.  Ms  Hendricks 
also  has  participated  in  community 
programs  such  as  Leadership  Temple 
and  Leadership  Texas. 

While  completing  her  bachelor’s  de- 
gree in  medical  technology  at  the  Uni- 
versity of  Iowa, 

Ms  Hendricks 
met  her  hus- 
band, general 
surgeon  John 
Hendricks,  MD. 

They  have  lived 
in  Temple  17 
years  and  have 
three  children. 

Dr  Baum  and 
Ms  Hendricks 
will  be  honored  during  a joint  installa- 
tion luncheon  on  May  7,  from  noon  to 
1:30  pm,  in  the  Wyndham  Anatole  Ho- 
tel’s Chantilly  Ballroom  West.  Tickets 
for  the  luncheon,  which  is  partially  un- 
derwritten by  the  Texas  Medical  Associ- 
ation Insurance  Trust  and  Teachers 
Insurance  and  Annuity  Association-Col- 
lege Retirement  Equity  Fund,  are  $15 
each  and  must  be  purchased  in  ad- 
vance. For  more  information,  call  Shari 
Dudney  at  (800)  880-1300,  ext  1454, 
or  (512)  370-1454;  or  e-mail  shari_d@ 
texmed.org.  ★ 


Focus  on  the  future  with 
TexMed  ’99  speakers 


Look  what’s  in  store  for  you  at 
TexMed’s  opening  general  ses- 
sion, which  is  brought  to  you 
through  an  exclusive  partnership 
with  the  Texas  Medical  Liability 
Trust:  Helen  Hobbs,  MD,  exploring  the 
controversial  topic  of  genetics;  Ellen 
Wright  Clayton,  MD,  JD,  delving  into 
the  ethical  issues  surrounding  the  ad- 
vancements in  genetics;  and  Abraham 
Verghese,  MD,  telling  his  poignant  story 
of  a colleague’s  addiction  to  cocaine. 
And  a second  general  session  has  been 
added  this  year,  with  Wayne  Sotile, 
PhD,  and  his  wife,  Mary  Sotile,  MA,  dis- 
cussing successful  physician  marriages 
and  relationships  with  colleagues.  At- 
tend the  opening  general  session  on 
Thursday,  May  6,  from  2 to  5 pm,  and 
the  second  general  session  on  Saturday, 
May  8,  from  8 to  9 am  at  the  Wyndham 
Anatole  Hotel’s  Stemmons  Auditorium. 

To  kick  off  the  opening  general  ses- 
sion, noted  geneticist  Dr  Hobbs  will  in- 
vestigate the  promise  genetics  holds  for 
revolutionizing  medicine  in  the  coming 
years  in  her  presentation,  “How  Genetics 
Will  Influence  the  Practice  of  Medicine  in 
the  21st  Cen- 
tury.” A fascinat- 
ing speaker  on  a 
hot  topic.  Dr 
Hobbs  will  share 
her  dedication 
to  the  Center  for 
Human  Genetics 
at  The  Univer- 
sity of  Texas 
Southwestern 
Medical  School 
at  Dallas,  an  important  new  facility  that 
brings  genetic  discoveries  to  clinical  med- 
icine. A professor  of  internal  medicine 
and  molecular  genetics  at  UT  Southwest- 
ern, Dr  Hobbs  is  interim  director  of  the 
center  and  a board-certified  internist  and 
endocrinologist  who  rotates  on  the  teach- 
ing wards  at  Parkland  Hospital  and  sees 
patients  with  genetic  disorders. 

Need  ethics  continuing  medical  edu- 
cation credit?  Then  be  sure  to  attend  the 
thought-provoking  presentation,  “Ad- 
dressing the  Challenges  of  Privacy  and 
Confidentiality  in  the  21st  Century.”  Dr 


Alan  C.  Baum,  MD 


Pam  Hendricks 


Helen  Hobbs,  MD 
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Ellen  Wright  Clayton,  MD,  JD 


Clayton,  who  is  active  in  debates  about 
access  to  genetic  information  and  re- 
search, will  dis- 
cuss the  ethical 
issues  behind 
the  disclosure 
of  genetic  data 
to  family  mem- 
bers. She  is  an 
associate  pro- 
fessor of  pedi- 
atrics at  Vander- 
bilt University 
School  of  Medi- 
cine in  Nashville  and  an  associate  pro- 
fessor of  law  at  Vanderbilt  University 
School  of  Law. 

Dr  Verghese  concludes  the  opening 
general  session  on  Thursday  with  his 
keynote  presentation  “Healing  the 
Healer:  The  Balance  Between  Patient 
Care  and  Care  of  One’s  Self.”  A best- 
selling author, 

Dr  Verghese 
will  discuss  sui- 
cide and  drug 
abuse  among 
physicians  us- 
ing experiences 
from  his  latest 
book  The  Tennis 
Partner:  A Doc- 
tor’s Story  of 
Friendship  and 
Loss.  Dr  Verghese  is  chief  of  infectious 
diseases  at  Texas  Tech  University 
Health  Sciences  Center  in  El  Paso. 

In  Atrium  I following  the  opening  gen- 
eral session,  a special  “Meet  the  Speak- 
ers” reception  and  book  signing  with  Dr 
Verghese  will  give  you  a chance  to  visit 
with  the  speakers.  This  wine  and  cheese 
reception  is  sponsored  by  the  Texas  Med- 
ical Liability  Trust  in  celebration  of  its 
20th  anniversary.  Also,  a special  sculpture 
presentation  will  be  made  in  memory  of 
the  late  San  Antonio  psychiatrist  Victor  J. 
Weiss,  Jr,  MD,  at  the  conclusion  of  the 
opening  general  session. 

On  May  8,  the  Sotiles  will  take  on 
stress  management  for  contemporary 
couples  and  families  at  the  second  gen- 
eral session  in  Wyndham  Anatole  Ho- 
tel’s Stemmons  Auditorium.  The 
husband-and-wife  team’s  presentation, 
“Where  Are  the  Heroes?  Keeping  the 
Flame  Alive  at  Home  and  Work,”  will 


Abraham  Verghese,  MD 


address  medical  marriages  and  relation- 
ships with  colleagues  of  both  genders 
and  all  ages.  The  Sotiles  will  be  avail- 
able following  their  program  to  visit 
and  sign  copies  of  their  books  on  med 
ical  marriages. 


Mary  Sotile,  MA,  and  Wayne  Sotile,  PhD 


For  more  information,  call  Paula 
Rigling  at  (800)  880-1300,  ext  1450, 
or  (512)  370-1450;  or  e-mail  paula_r(a) 
texmed.org.  Or  consult  the  TexMed  ’99 
Web  site  at  virtual.texmed.org.  ★ 


House  of  Delegates  meets 
in  Dallas  next  month 


The  House  of  Delegates,  Texas 
Medical  Association’s  policy-mak- 
ing body,  will  convene  in  Dallas 
Thursday  and  Friday,  May  6-7,  as 
part  of  TexMed  ’99  to  address  nu- 
merous issues  members  have  raised. 

The  opening  session,  which  includes 
addresses  from  the  TMA  and  TMA  Al- 
liance presidents  as  well  as  the  presenta- 
tion of  TMA’s  Distinguished  Service 
Award  to  Sam  A.  Nixon,  MD,  begins  at  8 
am  in  the  Wyndham  Anatole  Hotel’s 
Stemmons  Auditorium  on  May  6.  Refer- 
ence committees  will  hold  hearings  im- 
mediately after  the  House  recesses  to 
consider  resolutions  from  county  medical 
societies  and  reports  from  TMA  boards, 
councils,  committees,  and  sections. 

On  May  7,  the  House  will  hold  elec- 
tions and  vote  on  reference  committee 
recommendations  beginning  at  9 am  in 
Wyndham  Anatole  Hotel’s  Khmer  Pavil- 
ion. All  TMA  members  are  welcome  to 
attend  Thursday’s  and  Friday’s  ses- 
sions, which  also  include  legislative  up- 
dates. For  more  information,  call  Pam 
Hale  at  (800)  880-1300,  ext  1304,  or 
(512)  370-1304;  or  e-mail  pam_h@ 
texmed.org.  ★ 


Things  you 
need  to  know 


Austin  attorney  mediator  Andre 
Hampton,  JD,  and  the  TMA  Of- 
fice of  the  General  Counsel  sug- 
gest an  ideal  managed  care 
contract  should: 

• Provide  for  payment  for  emer- 
gency care  services  notwith- 
standing any  preauthorization 
requirements,  and  define  emer- 
gency care  in  accordance  with 
the  understanding  of  a prudent 
layperson. 

• Specify  the  amount  and  type 
of  insurance  covering  the  man- 
aged care  organization’s  activ- 
ities under  the  contract  aqd 
provide  that  you  will  be  cov- 
ered as  an  additional  insured. 

• Not  require  you  to  obtain 
more  insurance  coverage  or 
different  types  of  insurance 
than  your  current  insurance. 

• Provide  a fee  schedule  that 
can  be  translated  into  real 
dollars  per  hour  or  dollars  per 
procedure, 

• Not  require  that  you  indem- 
nify and  hold  harmless  any 
other  party  or  agree  to  be 
“solely  responsible”  for  any 
harm  to  covered  patients. 

Source:  TMA  Physician  Services.  For  more 
information  about  TMA  Physician  Services  or 
to  request  a copy  of  the  cataiog,  caii  (800)  523. 
8776,  or  (512)  370-1418;  or  e-maii  physician^ 
services@texmed.org. 
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YPS  prepares  for 
future  atTexMed  ’99 


Get  into  the  swing  of  things 
atTMAF  tournament,  benefit 

Swing  dance  or  swing  golf  clubs 
— either  way,  you’re  helping  the 
Texas  Medical  Association  Foun- 
dation (TMAF)  raise  funds  to  im- 
prove the  health  of  all  Texans 
during  TexMed  ’99. 

On  May  5,  work  on  your  golf  swing 
at  the  C.  Lincoln  Williston  Golf  Tourna- 
ment benefiting  TMAF  at  Riverchase 
Golf  Course  in  Coppell,  just  outside  of 
Dallas.  The  tournament  features  the 
shortgame  format  again  this  year.  The 
entry  fee  is  $125,  which  gives  you  18 
holes  of  golf  with  a cart,  an  official 
tournament  golf  shirt,  the  shortgame 
clinic,  on-course  contests,  complimen- 
tary nonalcoholic  beverages  on  the 
course,  a meal  at  the 


awards  din- 
ner, team  photos  for  each 
player,  and  use  of  the  practice  range 
and  putting  green.  The  registration 
deadline  is  April  14.  Additional  infor- 
mation will  be  provided  in  the  registra- 
tion acknowledgment  letter. 

The  tournament  is  named  after  the 


late  C.  Lincoln  Williston,  who  served  as 
TMA’s  executive  director  from  1954  to 
1987.  During  his  33-year  tenure,  Mr 
Williston  transformed  TMA  into  one  of 
the  nation’s  top  state  medical  societies 
where  it  remains  today.  Under  his  lead- 
ership, TMA  membership  tripled,  the 
association’s  group  insurance  program 
was  launched,  and  the  library  grew  to 
more  than  five  times  its  original  size.  In 
February,  Mr  Williston  lost  his  11-year 
battle  with  leukemia,  but  throughout 
his  illness,  he  remained  a loyal  sup- 
porter of  TMA  and  TMAF.  This  tourna- 
ment both  honors  and  celebrates  Mr 
Williston,  his  commitment  to  TMA  and 
TMAF,  and  his  avid  love  for  golf. 

Once  you  take  off  your  golf  shoes, 
slip  on  your  dancing  shoes  and  step 
into  Manhattan’s  most  fash- 
ionable nightclub  on  May 
7,  from  6 to  11  pm,  at  the 
Wyndham  Anatole  Hotel 
in  Dallas.  Learn  some 
swing  steps  from  profes- 
sional dance  instructors, 
enjoy  a delicious  dinner, 
bid  on  your  favorite 
items  in  TMAF’s  silent 
auction,  and  experi- 
ence the  art-deco  am- 
bience of  the  stylish 
New  York  atmos- 
phere while  you  lis- 
ten to  tunes  from 
“T-Byrd”  Gordon 
and  his  16-piece 
show  band.  Dress  is  New 
York  chic  — from  casual  to  festive. 
Regular  tickets  are  $100,  but  for  $125, 
you’ll  be  recognized  as  a New  York  City 
Sponsor  in  the  event  program  and  the 
TMAF  newsletter. 

For  more  information  on  both  TMAF 
events,  call  Heather  Summers  at  (800) 
880-1300,  ext  1466,  or  (512)  370-1466; 
or  e-mail  heather_s(a)texmed.org.  ★ 


As  the  new  millennium  ap- 
proaches, young  physicians  need 
to  do  more  than  react  to  changes 
in  the  health  care  environment  — 
they  need  to  shape  them.  With 
help  from  Paul  B.  Handel,  MD,  vice 
chair  of  Texas  Medical  Association’s 
Council  on  Socioeconomics,  TMA’s 
Young  Physician  Section  (TMA-YPS) 
will  be  ready  to  take  on  “Medicine’s  Mil- 
lennium Problems  and  Promises.” 

Dr  Handel  will  discuss  managed  care 
developments  — from  the  Aetna  lawsuit 
to  insurance  reimbursement  issues  — at 
the  TMA-YPS  meeting  on  Saturday,  May 
8,  at  Dallas’  Wyndham  Anatole  HoteLi 
Held  in  conjunction  with  TexMed  ’99, 
Dr  Handel’s  PowerPoint  presentation' 
will  show  how  managed  care  is  impact-; 
ing  the  practice  of  medicine. 

“I  also  will  discuss  what  the  Texas 
Medical  Association,  the  county  med-i 
ical  societies,  and  the  American  Med- 
ical Association  have  been  doing  in; 
concert  to  restore  the  sanctity  of  thei 
patient-physician  relationship  as  well 
as  the  true  essence  of  the  profession  of 
medicine,”  he  said. 

Dr  Handel  sums  up  the  reason  why; 
young  physicians  need  to  be  involved: 
actively  in  the  future  of  medicine  with 
a quote  from  Robert  Wood  Johnson: 
“They  need  to  be  concerned  about  the 
future  because  they’re  going  to  spend: 
the  rest  of  their  lives  there.” 

A urologist  from  Houston,  Dr  Han- 
del has  served  on  TMA’s  Patient-Physi- 
cian Advocacy  Committee  and  the 
association’s  Special  Committee  on 
Health  System  Reform.  He  is  past  pres- 
ident of  the  Harris  County  Medical  So- 
ciety and  a former  chair  of  the  society’s 
boards  on  socioeconomics  and  medical 
legislation.  Dr  Handel  is  a member  of 
the  boards  of  directors  for  organiza- 
tions such  as  Physicians,  Inc,  the  Gulf 
Coast  Regional  Blood  Center,  the  Hous- 
ton Healthcare  Purchasing  Organiza- 
tion, and  the  Houston  International 
Theater  School. 

For  more  information  on  the  YPS 
meeting,  call  Pamela  Allen  at  (800)  880- 
1300,  ext  1402,  or  (512)  370-1402;  or 
e-mail  pamela_a@texmed.org.  ★ 
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WEB  SITES  OF  INTEREST  TO  TEXAS  PHYSICIANS  BY  JOHANNA  FRAN  K eK 


April's  “MedBytes”  offers  sites  on  end-of-life  care  and 
pain  management. 

The  EPEC  Project 

The  Web  site  for  the  American  Medical  Association's  Ed- 
ucation for  Physicians  on  End-of-life  Care  (EPEC)  Pro- 
ject houses  EPEC  background  information,  a hospice  and 
palliative  care  questionnaire,  and  a list  of  individuals  ac- 
cepted to  attend  EPEC  regional  conferences.  The  site  at 
www.ama-assn.org/ethic/epec  also  includes  a list  of 
EPEC  speakers  and  a resource  guide. 


Pain  management  organizations 

The  American  Academy  of  Pain  Management  site  at 
www.aapainmanage.org  includes  “Find  a Pain  Manage- 
ment Program"  and  “Find  a Pain  Management  Profes- 
sional" directories  as  well  as  a listing  of  books  related  to 
pain  management,  pain  program  accreditation  informa- 
tion, and  continuing  medical  education  opportunities.  The 
American  Pain  Society  site  atwww.ampainsoc.org  offers 
news  and  opportunities  for  pain  management  physicians, 
a pain  treatment  facilities  directory,  a calendar  of  events, 
and  resources  for  pain  patients  and  pain  professionals. 


Choice  In  Dying 

The  nonprofit  organization  that  invented  living  wills  in 
1967,  Choice  In  Dying  provides  advance  directives,  coun- 
sels patients  and  families,  trains  professionals,  advocates 
for  improved  laws,  and  offers  a range  of  publications  and 
services.  The  organization's  Web  site  at  www.choices.org 
includes  background  information  on  end-of-life  issues,  le- 
gal developments,  the  Choice  In  Dying  newsletter,  and 
state-specific  documents. 


PainNet 

Though  Pain  Net,  Inc,  was  developed  by  physicians,  edu- 
cators, and  business  professionals  to  provide  educational 
and  support  services  to  physicians  and  other  health  care 
professionals  throughout  the  nation,  its  Web  site  at 
www.painnet.com  is  probably  better  for  consumers  than 
providers.  The  “Doctors  Only"  section  includes  a “Physi- 
cian Pain  Medicine  Practice  Opportunities"  page  and 
links  to  other  pain  resources. 


American  Health  Decisions 

Another  nonprofit  organization,  American  Health  Deci- 
sions (AHD),  is  a national  coalition  of  citizens'  groups 
concerned  about  ethical  issues  in  health  care.  AHD  has 
posted  the  executive  summary  of  its  October  1997  re- 
search report  on  Americans'  values,  concerns,  hopes,  and 
fears  regarding  end-of-life  care  at  www.ahd.org/library/ 
statements/quest,  html. 


TMA’s  online  advocacy  resource  center 

TMA's  Web  site  at  www.texmed.org  includes  a new  list- 
ing of  advocacy  services  the  association  provides  for 
physicians  in  the  “Business  of  Medicine"  section.  Surf  to 
theTMA  Advocacy  Resource  Center  to  find  information 
on  managed  care  contracting,  Medicaid,  Medicare,  med- 
ical insurance.  Workers'  Compensation,  rural  health,  reg- 
ulations, legislation,  recent  court  decisions,  and  TMA's 
payment  advocacy  efforts. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  the  TM  A Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  johanna_f@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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CONNECT 


T O 


T M A 


Lines 


TMA  switchboard 


?:Slmpaired  physicians 


(800)  880-1300 


(800)  880-1640 


Call  this  24-hour  hotline  to  report  information  concerning  physicians  who  may 
be  abusing  alcohol  or  other  drugs,  or  who  may  be  chemically  addicted,  psy- 
chiatrically  impaired,  or  have  other  problems.  All  calls  are  confidential. 


le^xas  Medical  Association  Insurance  Trust  offers  life,  health,' 
ty,  office  overhead,  personal  accident,  and  other  insurance  plans  and  prod- 
ucts  to  TMA  members,  their  families,  and  office  staffs. 


Loans 


TMA  offers  qualified  medical  students  and  residents  low-interest  loans-ilj 
Call  for  general  requirements  and  application  procedures. 


Political  Action  Committee  speaks  on  behalf  of  physicians 
through  grassroots  involvement,  personal  relationships  with  elected  offi- 
cials,  and  political  campaign  participation  and  contributions. 

(ysician  Services  delivers  physicians  and  physician  organizations 
an  array  of  products  and  services  to  help  them  succeed  in  the  changing 
medical  marketplace. 


TMA  Physician  Services 


Use  the  following  prefixes  plus 
General  Information 
Continuing  Medical  Education 
Interspecialty  Society  Committee 
Medical  Education 
Member  Services 
Meeting  Management 
Physician  Oncology  Education  Program 
Streak  Preview 
Specialty  Societies 
TMA  Alliance 
TMA  Bookstore 
TMA  Library 
TMA  Physician  Services 


K- • r/'.V  -f: 


to  e-mail  for  TMA  resources. 


meded 

memberservices 

meetings 

poep 

sneakpreview 

ssms 

tmaa 

bookstore 

tma_library 

physician_services 
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Dr  and  Mrs  James  F.  Herd 


TMA  Foundation 
thanks  major  donors 


The  Texas  Medical  Association 
Foundation  (TMAF)  can  now 
help  more  patients  across  the 
state  on  behalf  of  Texas  physi- 
cians, thanks  to  a recent  major 
gift  from  Dr  and  Mrs  James  F.  Herd  of 
Fort  Worth. 

For  Dr  Herd,  an  obstetrician  and  gy- 
necologist, and  his  wife,  Beverlee,  a for- 
mer TMA  Alliance  president  and 
member  of  the  TMAF  Board,  taking  care 
of  people  via  the  medical  profession  has 
been  a way  of  life.  Dr  Herd,  whose  fa- 
ther was  a physician,  has  delivered 
thousands  of  Texans  during  the  last  30 
years,  and  Mrs  Herd  spent  several  years 
as  a nurse  and  nurse  instructor.  Their 
son  has  followed  in  his  father’s  and 
grandfather’s  footsteps  as  well. 

“Physicians  have  been  improving 
the  health  of  Texans  for  hundreds  of 
years,  one  patient  at  a time,”  Ms  Herd 
said.  TMAF  “is  doing  what  individual 
physicians  cannot  do  — making  a col-’ 
lective  difference  in  the  health  of  all 
Texans.  It  is  a pleasure  for  us  to  share 
with  all  Texans  the  great  legacy  that 
Texas  physicians  have  to  give  — the 
TMAF  and  the  programs  it  funds.” 

If  you  are  interested  in  discussing  a 
major  gift  to  TMAF,  call  Lisa  Stark 
Walsh  at  (800)  880-1300,  ext  1666,  or 
(512)  370-1666;  or  e-mail  lisa_w@ 
texmed.org.  ★ 
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Scholarship  program 
benefits  minorities 


I ■ f you  have  received  a Texas  Medical 
I Association  Minority  Scholarship  Pro- 
I gram  mailing,  don’t  toss  it  aside.  Your 
I help  can  make  a big  difference  in  fu- 
I ture  physicians’  lives  by  giving  them 
the  opportunity  to  train  among  the  na- 
tion’s finest  at  a Texas  medical  school. 

A year  ago,  the  House  of  Delegates 
•approved  the  creation  of  a scholarship 
program,  supported  solely  by  member 
donations,  for  qualified,  underrepre- 
sented minority  medical  students.  This 
decision  came  after  2 years  of  watching 
the  negative  effects  of  the  Hopwood 
ruling  on  minority  enrollments  and,  as 
reported  by  the  American  Association 
of  Medical  Colleges,  an  overall  down- 
turn in  the  number  of  minorities  choos- 
iing  to  pursue  a career  in  medicine. 

I Minorities  will  represent  52%  of 
Texas’  population  by  2020,  and  meet- 
ing their  health  care  needs  may  be 
'challenging.  Many  are  underinsured  or 
[uninsured.  Anecdotal  information  sug- 
Igests  that  minority  individuals  may  de- 
ilay  seeking  health  care  in  the  absence 
.of  minority  physicians,  which  would  re- 
jsult  in  more  serious  illnesses  and  less 
ipreventive  care. 

, At  the  1998  House  of  Delegates  In- 
Iterim  Session,  TMA  President  John  P. 

I Howe  III,  MD,  San  Antonio,  unveiled 
jthe  TMA  Minority  Scholarship  Program 
ito  help  send  the  message  across  the 
: state  and  nation  that  Texas  physicians 
not  only  care  about  diversity  in  medi- 
cine, but  also  are  willing  to  fund  efforts 
toward  its  increase. 

The  program  is  designed  to  increase 
the  state’s  minority  applicant  pool, 
make  Texas  medical  schools  more  com- 
, petitive  with  out-of-state  schools,  and 
I improve  medical  access  for  Texans  in 
' underserved  areas  by  encouraging 
scholarship  recipients  to  practice  in  ar- 
eas of  the  state  where  they  are  needed 
most.  The  first  scholarship  will  be 
awarded  next  month. 

For  more  information,  call  Marcia 
Collins  at  (800)  880-1300,  ext  1451,  or 
(512)  370-1451;  or  e-mail  marcia_c@ 
texmed.org.  ★ 


ESSMYER,  TRITICO  & CLARY,  LLP* 


CHRISTOPHER  L.  TRITICO 
ATTORNEYS  AND  COUNSELORS  AT  LAW 
4300  Scotland,  Houston,  Texas  77007 


Representing  individuals  and  businesses  in  criminal  law  and  civil  matters: 

• State  and  Federal  Court  • Conspiracy 

• juvenile  Court  • Money  Laundering 

• [Health  Care  Fraud  • Defense  and  Personal  Counsel 

• Mail/Wire  Fraud  In  Medical  Malpractice 


Phone  (713)  869- 1 1 55  Toll  Free  (800)  691-5571 
Fax  (713)  869-8957  E-mail:  etritico@flash.net 

'Not  Certified  by  the  Texas  Board  of  Legal  Specialization  in  the  areas  advertised 


Now! 

Malpractice 

Insurance 

Alternatives! 

Cunningham 

Group 

“Insurance  and  Risk  Management  Services  Since  1947" 

As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for: 

e Individual  and  Group  Practice  Physicians  and  Surgeons  • 
• Clinics  e Surgery  Centers  e IPA's  e PHO's  e MSO's  • 

• Multi-Specialty  Practices  e 

For  Additional  Information,  Contact: 

Scott  Pullen 

9901  IH  10  West,  Suite  800 
San  Antonio,  Texas  78230 
Telephone:  Toll  Free  888.558.2825 
or  210.561.7909 
Fox:  210.561.2859 

Office  Locations: 

San  Antonio,  Texas  • Chicago,  Illinois  • Stevensville,  Michigan 
Cleveland,  Ohio  • Columbus,  Ohio 
Pittsburgh,  Pennsylvania  • San  Diego,  California 


Tel  800.880.1300 
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Got  E-mail? 


Then  get  up-to-the-minute 
legislative  news  delivered 
right  to  your  computer 
every  day,  or  every  week. 

To  subscribe,  visit  the 
members-only  section 
of  the  TAAA  website  at 
www.texmed.org. 

Then  go  to  Physicians  Lounge, 
then  E-mail  Lists.  Or  send  your 
e-mail  address  to 
ken_o@texmed.org. 


Public  health  school 
approved  at  UNT 


The  Texas  Higher  Education  Coor- 
dinating Board  has  approved  a 
new  public  health  school  at  the 
University  of  North  Texas  (UNT) 
Health  Science  Center  in  Fort 
Worth.  The  board  recommended  that 
the  legislature  fund  the  school  for  the 
next  5 years  for  $13.2  million. 

The  UNT  School  of  Public  Health 
will  offer  a master’s  degree  in  public 
health,  a doctorate  in  public  health, 
and  a doctorate  of  philosophy  degree 
in  epidemiology.  ★ 


Newspaper  misinterprets 
Baylor  polio  findings 


A Baylor  College  of  Medicine  sci- 
entist says  the  London  Sunday 
Telegraph  misinterpreted  her 
study  about  a possible  link  be- 
tween an  early  polio  vaccine  and 
cancer,  according  to  a February  18  As- 
sociated Press  report. 

The  London  Sunday  Telegraph  based 
its  story  on  a study  published  in  Janu- 
ary in  the  Journal  of  the  National  Can- 
cer Institute.  In  this  study,  Janet  S. 
Butel,  PhD,  head  of  the  Division  of 
Molecular  Virology  at  Baylor,  reviewed 
her  research  and  that  of  others  on  the 
spread  and  disease  potential  of  a mon- 
key virus  called  simian  virus  40 
(SV40).  The  virus  was  found  to  have 
contaminated  a polio  vaccine  used 
from  1955  through  1962.  Dr  Butel’s  re- 
search found  that  the  SV40  virus 
causes  cancers  in  laboratory  animals 
and  is  present  in  a variety  of  human 
cancer  tumors.  In  her  study.  Dr  Butel 
said  the  association  of  SV40  with  hu- 
man cancers  is  strong  enough  to  war- 
rant serious  concern  but  that  further 
studies  are  needed  to  prove  whether 
the  virus  actually  causes  cancer. 

The  London  Sunday  Telegraph  said 
the  monkey  virus  in  pre-1963  polio 
vaccines  was  “cancer-causing”  and 
might  be  responsible  for  causing  hun- 
dreds of  cancer  deaths  a year  among 
people  who  were  inoculated  with  the 
vaccine.  ★ 


Medicine,  public  health  act 
on  disaster  response 


Members  of  the  Texas  Medical  As- 
sociation Council  on  Public 
Health  and  the  Texas  Public 
Health  Association  (TPHA)  will 
meet  this  month  and  next 
month  to  discuss  disaster  response  and 
emergency  preparedness  as  part  of  a 
$14,650  grant  the  groups  earned  from 
the  Medicine  and  Public  Health  Initia- 
tive’s Cooperative  Actions  for  Health 
Program  (CAHP). 

The  sessions,  which  will  be  held 
during  the  TPHA  Annual  Meeting  in 
April  and  TexMed  ’99  in  May,  are  de- 
signed to  reach  a wide  range  of  health 
care  professionals,  including  physicians 
from  the  private  and  public  health  sec- 
tors, nurses,  epidemiologists,  social 
workers,  vital  statisticians,  health  edu- 
cators, and  local  public  health  officers. 

Case  studies  of  the  emergency  re- 
sponses to  the  tornado  disaster  in  Jar- 
rell, Tex,  and  the  bombing  in  Oklahoma 
City  will  be  presented,  as  well  as  the 
critical  components  of  the  public 
health  infrastructure  including; 

• The  continuum  between  popula- 
tion-based medicine  and  the  med- 
ical approach; 

• The  differences  between  population- 
based  medicine  and  indigent  care; 

• The  impact  of  managed  care  on  pub- 
lic health  and  the  recent  transforma- 
tion in  public  health  from  service 
delivery  to  core  functions; 

• The  top  10  causes  of  death  and 
morbidity; 

• The  role  of  local  health  departments 
and  the  need  for  a competent  public 
health  workforce;  and 
• The  role  of  physician  interaction 
with  local  public  health  officers  and 
the  role  of  public  health  officers  as 
liaisons  in  the  medical  community. 

For  information,  call  Kristine 
Niemeyer  at  (800)  880-1300,  ext  1462, 
or  (512)  370-1462;  or  e-mail  kristine_ 
n@texmed.org.  CAHP  is  cosponsored 
by  the  American  Medical  Association 
and  the  American  Public  Health  Associ- 
ation. ★ 
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•••of  services  to  help  you  with  managed  care  is  HERE! 

Texas  Medical  Association  Physician  Services,  previously 
known  as  TMA's  Texas  Physician  Services 
Organization,  provides  you  with  one-stop  shopping 
for  all  of  your  managed  care  needs. 

From  TMA  in-house  consultants  to  a 
managed  care  contract  checklist,  to 
facilitating  access  to  services  that 
help  you  monitor  claims  payments, 

TMA  Physician  Services  can  help! 


Call  today  to  order  a FREE  managed  care  contract  checklist 

and  a FREE  catalog  of  services! 


(800)  523-8776 


Tex 


TexasMedical 

Association 
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Services 


UT  M.D.  Anderson's  Albert  B.  and  Margaret  M.  Alkek  Hospital 


TIPS  ON  HOW  TO  PUT  YOUR  PATIENTS  FIRST 


Practices 


Texas  Medicine  recently  received  the  following  anonymous  tips  from  our 
readers  on  how  to  improve  the  patient-physician  relationship. 

• Organize  often  to  support  community  issues.  Give  tetanus  shots  after  a 
flood.  Get  on  the  radio  to  tell  patients  where  they  can  get  immunizations. 
At  Christmas,  collect  coats  and  blankets  for  the  homeless,  and  give 
them  medical  exams. 

• Conduct  straw  polls  in  physicians’  offices  whereby  patients  can  vote  on 
health  care  plan  policies,  benefits,  and  restrictions.  Use  this  data  re- 
garding patient  preferences  as  leverage  with  health  maintenance  organ- 
izations that  attempt  to  limit  appropriate  care. 

• Have  managed  care  organizations  educate  patients  regarding  updated 
and  viable  physician  lists,  with  special  reference  to  independent  physi- 
cian associations  within  the  managed  care  organization. 

Please  send  your  suggestions  for  putting  patients  first  and  improving  patlent* *physiclan  communication  to 
president@texmed.org. 


M.D.  Anderson  opens 
13-story  inpatient  tower 


More  than  120  patients  were  moved 
into  The  University  of  Texas  M.D. 
Anderson  Cancer  Center’s  new 
Albert  B.  and  Margaret  M.  Alkek 
Hospital  in  early  January. 

The  13-story  Alkek  Hospital,  which 
increases  M.D.  Anderson’s  central  cam- 
pus to  4.1  million  square  feet,  has 
nearly  200  private  rooms,  a 26-bed  pe- 
diatric inpatient  unit,  26  operating 
rooms  designed  for  the  latest  technol- 
ogy, a comprehensive  intensive  care 
unit,  and  the  latest  in  diagnostics  facil- 
ities and  pathology  laboratories.  The 
new  building  also  houses  expanded  ra- 
diation oncology  services  and  occupa- 
tional and  rehabilitation  therapy 
facilities  complete  with  an  apartment 
for  practicing  home  routines.  ★ 


Don’t  just  read  us  — 
write  for  us! 


Texas  Medicine  is  looking  for  a few 
good  scientific  articles  to  be  pub- 
lished in  the  magazine’s  Journal 
section.  Submissions  for  the  sec- 
tion must  be  high-quality,  prefer- 
ably Texas-specific  review  articles  or 
original  observations  of  particular  in- 
terest to  the  broad  range  of  Texas 
physicians.  They  may  deal  with  med- 
ical, public  health,  social,  or  economic 
issues  related  to  the  health  and  well- 
being of  Texans. 

Material  for  the  Journal  section  may 
be  sent  to  the  Managing  Editor,  Texas 
Medicine,  401  W 15th  St,  Austin,  TX 
78701.  Articles  are  screened  for  appropri- 
ateness for  Texas  Medicine.  Those  selected 
for  peer  review  are  reviewed  by  consult- 
ant specialists  and  an  editorial  commit- 
tee, and  accepted  or  rejected  on  the  basis 
of  individual  merit,  appropriateness,  and 
the  availability  of  other  material.  Reviews 
usually  take  10  to  12  weeks. 

For  more  information,  call  Larry  Be- 
Saw  at  (800)  880-1300,  ext  1383,  or 
(512)  370-1383;  or  e-mail  larry_b@ 
texmed.org.  Also,  see  “Information  for 
Authors”  on  p 71.  ★ 
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Free  videos  extinguish 
tobacco  use  in  kids 


Commentary; 

Multiple  thoughts 
about  multiole  births 


By  John  G. 


ennings, 


The  Harris  County  Medical  Soci- 
ety videotaped  a recent  visit  by 
“The  Extinguisher,”  the  Ameri- 
can Medical  Association’s  antito- 
bacco superhero,  to  promote 
awareness  in  children,  protect  them 
from  the  dangers  of  tobacco,  and  pre- 
vent them  from  starting  the  habit. 
County  medical  societies  may  order 
multiple  copies  of  the  free  video,  which 
lasts  7 minutes  and  30  seconds,  from 
the  Texas  Medical  Association. 

“The  Extinguisher,”  along  with  “Dr 
Nola  Know”  and  students  from  Hous- 
ton’s MacGregor  Elementary  School,  dis- 
cusses on  the  video  how  kids  can  fight 
tobacco  and  tobacco  advertising,  how 
smoking  affects  the  body,  and  how  kids 
can  prevent  their  friends  from  lighting 
up.  The  video,  which  targets  third  and 
fourth  graders  and  is  a good  educational 
tool  for  physicians  visiting  schools,  also 
includes  the  following  statistics: 

• In  the  United  States,  3,000  kids  a 
day  light  up  for  the  first  time. 

• Nine  out  of  10  people  who  smoke 
began  the  habit  when  they  were 
kids. 

• The  average  age  people  begin  smok- 
ing is  13  years  old. 

• More  than  90%  of  6-year-olds  recog- 
nized Joe  Camel  and  could  link  him 
with  cigarettes.  This  equals  the  per- 
centage of  6-year-olds  who  recog- 
nize Mickey  Mouse. 

TMA  has  100  videos,  so  order  them 
while  supplies  last  by  calling  Megan 
Haley  at  (800)  880-1300,  ext  1464,  or 
(512)  370-1464;  or  by  e-mailing 
megan_h@texmed.org. 

The  video’s  label  reads,  “The  Extin- 
guisher: Anti-Tobacco  Message  from 
the  Physicians  in  Harris  County.” 
County  medical  societies  that  would 
like  to  change  the  label  to  include  their 
names  must  pay  a fee  of  $50.  ★ 


Last  year’s  birth  of  octuplets  in 
Houston  was  celebrated  with 
mixed  feelings.  The  community 
and  the  medical  profession  ral- 
lied to  support  the  parents  and 
the  eight  newborns.  There  is  no 
doubt  that  the  simultaneous  birth  of 
so  many  infants  is  phenomenal  and 
worthy  of  the  publicity.  But  the  event 
also  raises  complex  questions  that 
the  medical  community  and  society 
in  general  must  address. 

Assisted  reproductive  technology 
has  advanced  rapidly  and  has  made 
fertility  possible  for  many  people 
who  otherwise  would  remain  child- 
less. Patients  and  physicians  share 
the  desire  for  a healthy  and  un- 
eventful pregnancy  culminating  in  a 
healthy  child.  Our  increased  knowl- 
edge of  the  mechanisms  of  ovula- 
tion, fertilization,  and  implantation 
can  reduce  the  risk  of  abnormalities 
of  pregnancy.  Techniques  are  becom- 
ing widely  available  to  patients,  suc- 
cess rates  have  increased,  and 
insurance  carriers  have  made  cover- 
age available  for  specific  infertility 
treatments.  Neonatal  care  has  ad- 
vanced to  a level  where  very  prema- 
ture infants  who  are  products  of  the 
fertility  technology  survive.  The  di- 
rect beneficiaries  of  assisted  repro- 
ductive techniques  are  many 
fortunate  parents  and  children. 

As  with  most  medical  advances, 
there  are  downsides  and  risks.  Finan- 
cial resources  required  to  develop 
and  execute  infertility  technology 


are  limited.  Insurance  companies  are 
understandably  reluctant  to  cover 
advanced  infertility  treatment  that 
can  result  in  high-risk  pregnancies, 
neonatal  intensive  care,  and  enor- 
mous ongoing  medical  costs. 

Assisted  reproduction  also  creates 
ethical  dilemmas,  such  as  multifetal 
reduction,  that  are  difficult  to  resolve. 
It  is  nearly  impossible  for  a desperate, 
infertile  couple  to  resist  achieving 
pregnancy  even  at  great  risk.  Ovarian 
hyperstimulation  can  be  life-threaten- 
ing, but  most  of  the  major  maternal 
and  fetal  risks  are  associated  with 
multiple  pregnancy.  Poor  outcomes 
have  been  variously  blamed  on  inad- 
equately trained  physicians,  misuse  of 
ovulation-induction  medications,  and 
lack  of  resources  for  monitoring  pa- 
tients. The  American  Society  for  Re- 
productive Medicine  is  continually 
revising  and  proposing  guidelines 
that  address  these  issues. 

The  psychological,  physical,  and  fi- 
nancial risks  associated  with  assisted 
reproduction  should  be  thoroughly 
understood  by  all  participants.  It  is 
obvious  that  further  research  is 
needed  to  improve  the  outcome  of 
these  techniques.  Excessive  regulation 
of  reproductive  technology  likely  can 
be  avoided  by  the  responsible  devel- 
opment and  safe  delivery  of  infertility 
services  by  the  medical  profession. 
The  birth  of  octuplets  should  be  a rare 
event  and  is  mostly  preventable.  The 
best  outcome  of  assisted  reproductive 
technology  is  a single  healthy  baby. 


Dr  Jennings  is  a professor  and  regional  chair  of  the  Department  of  Obstetrics  and  Gynecology  at  the  Texas  Tech 
University  Health  Sciences  Center  in  Amarillo.  He  also  is  chair  of  the  Texas  Medicine  Editorial  Committee. 
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Compassion 
by  the  bedside 


ByFazlur  Rahman  JD 

As  an  oncologist,  sometimes  I have 
to  take  a disconcerting  stand  — a 
stand  against  giving  chemother- 
apy to  certain  patients.  An  82- 
year-old  woman  presented  with 
acute  myeloid  leukemia  (AML)  and  its 
complications  — bleeding,  infection, 
and  anemia.  Her  husband  had  died  of 
the  same  disease  after  protracted  treat- 
ments and  suffering.  That  experience 
weighed  heavily  on  her  daughter  and 
son,  who  now  asked  for  only  palliative 
care.  The  patient  and  I agreed  with  her 
children.  Many  oncologists,  in  fact,  are 
against  treating  AML  in  this  age  group 
because  complications  of  therapy  are 
harsh,  and  many  patients  never  recover 
from  these  complications. 

1 referred  her  to  a hospice  program. 
Then  came  the  dilemma:  her  grand- 
daughter, a nurse  in  a large  teaching  hos- 
pital, intervened.  She  disagreed  with  our 
approach  and  demanded  chemotherapy 
treatment.  “Everyone,  young  or  old, 
should  be  given  a chance,”  she  said. 

The  poor  woman  was  in  a terrible 
quandary,  but  she  adored  her  grand- 


Dr  Rahman  is  an  oncologist  in  San  Angelo  and  a 
member  of  the  Texas  Medicine  Editorial  Committee. 


daughter  and  did  not  want  to  disap- 
point her.  “I  am  going  to  die  anyway,” 
the  patient  said.  “Let  me  just  try  one 
treatment.  What  have  I got  to  lose?” 

We  go  to  great  lengths  to  please  our 
loved  ones,  at  times  to  our  detriment.  I 
sensed  this  was  such  a case.  I reiterated 
my  worries  about  the  undue  distress 
from  the  agonizing  side  effects.  The  pa- 
tient understood  my  position,  and  I 
urged  her  to  rethink  her  decision.  If  she 
was  still  firm  in  her  belief,  I would  start 
chemotherapy  the  next  morning. 


The  next  morning,  however,  she  was 
ready  to  spend  her  last  days  at  home 
under  hospice  care.  She  lapsed  into  a 
coma  and  died  3 days  later,  most  likely 
due  to  cerebral  hemorrhage  caused  by 
severe  thrombocytopenia. 

This  patient’s  condition  raises  a ques- 
tion that  we  can’t  ignore.  The  80-plus  age 
group  is  the  fastest  growing  population  in 
the  United  States,  and  cancer  is  a signifi- 
cant problem  for  them.  Breast  cancer  is 
the  most  common  cancer  in  women. 
While  early  breast  cancer  is  a curable  dis- 
ease, metastatic  breast  cancer  is  a relent- 
less condition.  Hormones  such  as 
tamoxifen  and  the  like  are  well-tolerated, 
but  chemotherapy  brings  up  a host  of 
problems.  The  same  issues  apply  to  men 
as  well:  prostate  cancer  is  the  No.  1 cancer 
in  men,  and  for  hormone-refractory 
prostate  cancer,  there  is  very  little  effec- 
tive chemotherapy,  serious  toxicides  aside. 

Complex  academic  treatises  on  ethi- 
cal, moral,  and  medicolegal  principles 


of  patient  care  are  fine  in  theory,  but 
clinicians  have  to  make  decisions  at  pa- 
tients’ bedsides,  one  patient  at  a time. 
They  can’t  be  guided  by  abstract  ideas. 
And  they  have  to  consider  the  possibil- 
ity of  worsening  their  patients’  quality 
of  life  from  treatments,  regardless  of 
the  prevailing  sentiment. 

Over  the  years,  I have  had  a meta- 
morphosis in  my  own  thinking.  After 
coming  out  of  training,  I felt  that  all 
patients  needed  active,  not  necessarily 
heroic,  measures.  After  all,  that’s  why 


they  were  sent  to  a specialist.  But  more 
than  20  years  of  practicing  oncology 
has  taught  me  that  restraint  is  also  part 
of  compassion. 

We  should  remember  that  age  is  only 
one  factor  in  deciding  about  chemother- 
apy. Functional  status  and  the  type  and 
extent  of  the  malignancy  have  more  im- 
portant bearings.  Most  adult  patients  of 
any  age  understand  what  they  are  fac- 
ing, and  they  accept  or  reject  therapy  af- 
ter knowing  the  facts. 

Rare  individuals  and  their  families, 
however,  will  not  acknowledge  adverse 
diagnoses,  prognoses,  or  treatment  lim- 
itations, no  matter  what.  All  reasoning 
will  be  futile,  and  they  will  go  from 
place  to  place  in  search  of  a cure  de- 
spite their  daily  ordeal.  But  that  is  their 
choice,  as  it  should  be. 

A 58-year-old  woman  with  poorly  dif- 
ferentiated endometrial  cancer  was  re- 
ferred to  me  for  relapse,  with  extensive 
intraabdominal  metastasis,  massive  as- 


More  than  20  years  of  practicing  oncology  has 
taught  me  that  restraint  is  also  part  of  compassion. 


Texas  Medicine  welcomes  comments  about  issues  discussed  in  the  Forum  on  Ethics.  If  you  would  like  to  comment  or  submit  a column  for  possible  publication,  please  contact 
Teri  Moran,  senior  editor,  at  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  phone  (800)  880-1300,  ext  1371,  or  (512)  370-1371;  fax  (512)  370-1632;  or  e-mail  teri_m@texmed.org. 
Proposed  columns  must  be  no  longer  than  900  words  and  written  in  a case  study  format. 
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cites,  pleural  effusion,  and  dyspnea. 
(Surgery  and  radiation  already  had 
failed  her.)  Paracentesis  and  diuretics  re- 
lieved some  of  her  symptoms,  riien  she 
jreceived  the  first  course  of  chemother- 
japy,  which  made  her  very  sick.  And  even 
with  the  treatment,  her  disease  pro- 
jgressed.  informed  of  the  ineffectiveness 
of  further  chemotherapy  and  the  dan- 
gers of  cumulative  toxicities,  she  chose 
ihospice.  But  her  brother,  who  initially 
[stayed  away  from  her  bedside,  now 
came  to  take  part  in  her  care.  “Not  giv- 
ing any  more  treatment  means  you  have 
igiven  up  on  her,”  he  said.  He  enumer- 
iated  his  own  findings  gathered  through 
the  Internet:  the  ways  to  cure  cancer 
with  such  and  such  methods,  and  that  it 
was  just  a matter  of  going  to  the  right 
place.  He  then  took  his  sister  to  Mexico. 

Would  it  have  been  better  to  con- 
tinue some  sort  of  treatment  to  sustain 
jher  and  her  family’s  hope?  At  times,  it’s 
an  almost  insurmountable  problem  to 
solve:  how  do  you  tell  a patient  she  or 
he  is  “terminal”  without  taking  away 
'hope?  Hope,  as  we  all  know,  is  an  es- 
jsential  part  of  medical  care.  Yet  false 
jhope  can  undermine  patients’  confi- 
dence in  their  doctors. 

We  all  want  the  best  for  our  pa- 
tients, and  it’s  not  an  easy  task  to  be 
detached  emotionally  while  making 
medical  Judgments.  Still,  we  do  a dis- 
service to  patients  and  often  put  them 
through  unnecessary  trauma  by  not  be- 
ing frank  with  them. 

Reflect  on  these  facts:  the  vast  ma- 
jority of  patients  with  cancers  of  the 
lung,  pancreas,  and  stomach;  advanced 
melanoma;  and  resistant  colon  cancer 
fare  no  better  than  the  victims  of  pro- 
gressive breast  and  prostate  cancers. 
They  have  short  lives  with  long  hurdles. 

So  what  does  all  this  mean?  I be- 
lieve that  under  particular  circum- 
stances, we  are  obligated  to  discourage 
active  cancer  treatment.  Our  overriding 
concern  then  must  be  to  improve  the 
quality  of  the  patient’s  remaining  life. 

Author’s  acknowledgments:  I am  in- 
debted to  Gulshan  Rahman  and  Yasmin 
Rahman  for  their  encouragement  and 
for  sharing  their  ideas  with  me;  and  to 
Susanne  Tripodi  and  Lea  Henderson, 
RN,  OCN,  for  their  assistance.  ★ 


Cancer  journal  recipients 
must  resubscribe 


Because  of  a publisher  change, 
subscribers  who  want  to  con- 
tinue to  receive  CA  - A Cancer 
Journal  for  Clinicians,  must  re- 
subscribe. A peer-reviewed  jour- 
nal that  covers  all  aspects  of  cancer 
management  and  serves  as  a profes- 
sional education  vehicle  for  the  Ameri- 
can Cancer  Society,  CA  - A Cancer 
Journal  for  Clinicians  is  written  for  the 
clinician  in  primary  care,  oncology,  and 
related  specialties. 

Subscriptions  for  the  bimonthly 
journal  are  still  free  and  can  be  re- 
quested by  calling  the  American  Can- 
cer Society  at  (888)  ACS-5552,  by 
e-mailing  journals@cancer.org,  or  by 
writing  to  Publishing  Director,  Ameri- 
can Cancer  Society,  1599  Clifton  Rd 
NE,  Atlanta,  CA  30329.  Include  your 
name,  title,  clinical  specialty,  address, 
and  e-mail  address  in  your  subscription 
order.  The  journal  also  is  available  on 
the  Internet  at  www.ca-journal.org.  ★ 

Texas  ranks  fourth 
in  number  of  JAN  calls 


During  the  1998  fiscal  year,  em- 
ployers, service  providers,  and 
individuals  with  disabilities  in 
Texas  placed  more  than  2,000 
calls  to  the  Job  Accommodation 
Network  (JAN),  a service  of  the  Presi- 
dent’s Committee  on  Employment  of 
People  with  Disabilities. 

Texas  ranked  fourth  behind  Califor- 
nia, Pennsylvania,  and  New  York  in  the 
number  of  calls  placed  to  JAN,  which  is 
a toll-free,  confidential  telephone  serv- 
ice that  provides  technical  assistance 
on  workplace  accommodations  and  in- 
formation about  the  employment  pro- 
visions of  the  Americans  with 
Disabilities  Act.  Calls  are  answered  by 
trained  consultants  who  have  handled 
more  than  200,000  cases  and  have  ac- 
cess to  the  most  up-to-date  strategies 
and  products  available. 

Anyone  can  call  JAN  at  (800)  ADA- 
WORK  between  7 am  and  7 pm,  Mon- 
day through  Thursday,  and  between  7 
am  and  6 pm  on  Friday.  ★ 
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Uniting  the  profession 


Medical  specialties  unite  to  fight  optometry’s  encroachment  into  medical  practice’ 


wo  years  ago,  legislation  to  allow 
Texas  optometrists  to  treat  glau- 
coma and  perform  some  surgical 
procedures  on  the  eye  never  made 
it  to  the  House  or  Senate  floor  for 
debate.  But  that  has  not  discour- 
aged optometrists  from  aggres- 


sively pursuing  a similar  agenda  this  year. 

Legislation  has  been  filed  in  the  76th 
Texas  Legislature  to  authorize  what  oph- 
thalmologists are  calling  a dangerous  ex- 
pansion of  optometrists’  scope  of 
practice.  And,  physicians  from  specialties 
such  as  family  practice,  dermatology,  on- 
cology, surgery,  internal  medicine,  and 
pediatrics  are  closing  ranks  with  ophthal- 
mologists to  fight  what  they  see  as  a seri- 
ous threat  to  the  vision  and  health  of 
Texas  eye  patients.  > 


By  Ken  Ortolon,  Associate  editor 
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Kim  Ross,  vice  president  for  public 
policy  for  the  Texas  Medical  Association, 
"says  the  pending  debate  in  Texas  is  be- 
ing played  out  in  virtually  every  state 
legislature  across  the  country.  And,  op- 
tometrists are  backing  their  play  with  all 
[the  political  muster  they  can  assemble. 

I “Optometry,  perhaps  more  so  than 
[any  other  allied  health  profession,  con- 
Itinues  to  pursue  through  the  ballot  box 
I quasi-medical  legal  status,”  Mr  Ross  said. 

Optometrists  scored  a major  victory 
llast  year  when  Oklahoma  became  the 
first  state  to  allow  them  to  perform 
ilaser  surgery.  That  success  likely  will 
bolster  their  arguments  before  the 
^ Texas  Legislature. 

1; 


. Setting  the  agenda 

Two  bills  filed  by  State  Rep  Kim  Brimer 
(R- Arlington)  would  radically  expand 
^optometrists’  scope  of  practice  to  in- 
clude full  medical  treatment  and  man- 
agement of  glaucoma  with  no  physician 
input  and  grant  them  authority  to  per- 
form 17  specific  surgical  procedures  that 
do  not  involve  the  use  of  lasers.  Fur- 
thermore, the  bill  gives  the  Texas  Op- 
tometry Board  unprecedented  authority 
to  decide  what  is  within  optometrists’ 
scope  of  practice  and  set  the  standards 
for  who  can  perform  these  new  duties. 

Finally,  one  of  the  bills  requires  the 
University  of  Houston  College  of  Optom- 
etry and  The  University  of  Texas-Hous- 
ton  Health  Science  Center  to  conduct  a 
study  of  the  efficacy  of  allowing  op- 
tometrists to  perform  laser  surgery.  Iron- 
' ically,  the  Houston  medical  school  did 
not  ask  to  be  part  of  the  study. 

The  measures  are  almost  identical  to 
those  filed  in  1997  on  optometry’s  be- 
half and  would  put  Texas  on  the  list 
with  only  six  other  states  that  allow  op- 
tometrists to  treat  glaucoma.  In  a video 
produced  to  help  support  the  1997  leg- 
islation, optometrists  argued  that  the 
state’s  “outdated”  optometry  act  pre- 
vented them  from  providing  all  the 
care  they  are  trained  to  provide  and 
that  optometrists  are  on  a level  playing 
field  with  physicians  with  regard  to  the 
use  of  lasers. 

“Optometrists  are  educated  and 
trained  to  care  for  most  of  the  people’s 
problems  most  of  the  time,  including  ex- 
ternal eye  disease,  glaucoma,  and  the 
use  of  lasers,”  said  Jerald  Strickland,  OD, 


PhD,  dean  of  the  University  of  1 louston 
College  of  Optometry,  in  that  video. 

Houston  ophthalmologist  Jeffrey  D. 
Lanier,  MD,  says  the  “training”  op- 
tometrists receive  falls  well  short  of 
what  ophthalmologists  receive  and 
well  short  of  what  they  need  to  compe- 
tently perform  the  procedures  or  to  use 
the  drugs  for  which  they’re  asking. 

“The  problem  here  is  they  have 
trained  themselves,”  said  Dr  Lanier, 
who  was  part  of  the  negotiating  team 
for  the  Texas  Ophthalmological  Associ- 


tives how  he  would  treat  a corneal  lac- 
eration. The  optometrist  replied  that  he 
would  suture  it  with  a silk  suture. 

“Well,  I’ve  been  a corneal  surgeon 
for  25  years,  and  I’ve  never  seen  any- 
body put  a silk  suture  in  the  cornea  be- 
cause there’s  just  too  much  reaction 
and  you  get  too  much  scarring,”  Dr 
Lanier  told  the  optometrist.  That  ex- 
change was  witnessed  by  and  appeared 
to  have  quite  an  impact  on  the  chair  of 
the  House  committee  that  considered 
that  bill.  Dr  Lanier  adds. 


“They  haven’t  gone  to  medical  school, 
they  haven’t  had  any  training  in  ophthalmology, 
and  yet  they  keep  increasing  what  they  feel 
their  abilities  are  by  training  themselves.” 


ation  (TOA)  during  the  last  legislative 
session.  “They  haven’t  gone  to  medical 
school,  they  haven’t  had  any  training  in 
ophthalmology,  and  yet  they  keep  in- 
creasing what  they  feel  their  abilities 
are  by  training  themselves.” 

Dr  Lanier  receives  frequent  referrals 
from  optometrists  and  believes  they  are 
well  trained  for  their  current  role  in  eye 
care.  He  also  occasionally  lectures  on 
issues  such  as  infectious  diseases  at  the 
University  of  Houston  optometry 
school.  But  he  says  lectures  cannot  re- 
place the  hands-on  clinical  experience 
needed  to  diagnose  adequately  and 
treat  complex  diseases  of  the  eye. 

“You  can’t  learn  medicine  listening 
to  a lecture  or  reading  a book,”  Dr 
Lanier  said.  “You  have  to  see  tons  of 
pathology  and  tons  of  patients  to  ap- 
preciate all  the  extreme  ramifications 
of  clinical  signs  and  the  disease  presen- 
tations. The  analogy  I use  is,  it’s  like 
120  people  sitting  somewhere  watch- 
ing someone  play  the  piano.  You’ll 
never  learn  to  play  the  piano  that  way.” 

Ignorant  of  ignorance 

Dr  Lanier  says  optometrists  simply 
“don’t  know  what  they  don’t  know.” 
That  was  well  demonstrated  during  the 
1997  negotiations  between  optometrists 
and  ophthalmologists  when  Dr  Lanier 
asked  one  of  optometry’s  representa- 


Optometrists also  argued  in  their 
1997  video  that  access  to  eye  care  would 
be  improved  greatly  by  granting  addi- 
tional authority  to  optometrists  because 
large  areas  of  the  state  have  no  access  to 
ophthalmologists.  Jay  Propes,  TOA  exec- 
utive director,  says,  however,  that  more 
than  95%  of  Texas  has  access  to  an  oph- 
thalmologist within  a 50-mile  radius. 

“Our  position  is  that  the  state  has  no 
compelling  need  to  lower  the  quality  of 
eye  care  by  lowering  the  standards  for 
eye  care  providers  in  the  name  of  in- 
creased access,”  Mr  Propes  said. 

The  Oklahoma  experience 

These  same  arguments  were  made 
against  optometry’s  bill  in  Oklahoma 
to  no  avail.  Optometrists  there  actually 
had  been  performing  laser  procedures 
for  several  years  before  a 1997  court 
ruling  that  held  laser  surgery  was  be- 
yond their  legal  scope  of  practice. 

In  the  wake  of  their  significant  vic- 
tory in  the  courts,  Oklahoma  physi- 
cians were  caught  off  guard  when 
legislation  was  filed  to  restore  that  au- 


All  articles  in  Texas  MedicineXhai  mentionTexas  Med* 
ical  Association's  stance  on  state  legislation  are 
defined  as  "legislative  advertising,"  according  toTexas 
Govt  Code  Ann  §305.027.  That  law  requires  disclosure  of 
the  name  and  address  of  the  person  who  contracts  with 
the  printer  to  publish  the  legislative  advertising  in 
Texas  Medicine:  Louis  J.  Goodman,  PhD,  Executive 
Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 


Tel  800.880.1300 


Volume  95  Number  4 


33 


Are  you  making  the  most 

of  your  valuable  time? 

We’ll  help  you  fintd  the  right 

Physician  Assistant 

to  help  buil(d  your  practice. 

When  you  want  to  increase  your  income,  find 

more  tree  time,  or  just  fit  more  patients  into 

your  busy  day,  a Physician  Assistant  may  be 

the  solution.  ProSearch  can  help  you  find  the 

ProSearch 

perfect  match  for  your  office  — a PA  with  the 

Medical  Placement 

skills,  experience,  qualifications  and  personal 

Diana  McGill,  PA-C,  President 

attributes  to  help  you  succeed.  ProSearch  is 

PO  Box  41134 

operated  by  an  experienced  PA  who  under- 

Houston,  Texas 

77241-1  134 

stands  the  challenges  you  face  in  your  practice. 

Phone 

We  provide  qualified,  thoroughly-screened 

Fax 

PAs,  along  with  strategies  lor  using  your  new 

Physician  Assistant  most  effectively. 

281  890  5983 

Pager 

281  928  1988 

We  have  successfully  handled  and  are  currently  handling  cases 
based  on  insurance  companies'  refusals  to  pay  long  term  disability 
benefits.  We  have  obtained  favorable  settlements  in  these  cases  even 
where  the  client  had  a mental,  nervous,  or  emotional  disorder, 
including  drug  or  alcohol  dependence.  Of  course,  results  obtained 
depend  on  the  facts  of  each  case.  If  your  insurance  carrier  has 
stopped  paying  benefits  or  has  denied  your  long-term  disability 
claim,  you  may  wish  to  consult  with  an  attorney  experienced  in  these 
matters.  Your  confidential  inquiries  are  welcome,  and  there  is  no 
charge  for  the  initial  consultation.  Contact  either: 


Jim  Mallios 

Mallios  & Associates,  P.C. 
1607  West  Avenue 
Austin,  TX  78701 
(800)966-6766  or 
(512)499-8000 
e-mail:  mallios@texas.net 


Joe  K.  Longley 
Longley  & Maxwell,  LLP 
1609  Shoal  Creek  Blvd.,  Ste.  100 
Austin,  TX  78701 
(800)  792-4444  or 
(512)477-4444 
e-mail:  jl(longley@msn.com 


Not  certified  by  the  Texas  Board  of  Legal  Specialization. 
This  ad  paid  for  by  |im  Mallios  and  |oe  K.  Longley. 


Legislative  Affairs 


thority;  optometrists  already  had  con- 
siderable support  for  their  bill  before 
organized  medicine  could  sufficiently 
counter  its  attack. 

Edmond,  Okla,  ophthalmologist  Jef- 
frey T.  Shaver,  MD,  then  the  president 
of  the  Oklahoma  Academy  of  Ophthal- 
mology, says  that’s  because  op-  , 
tometrists  were  driving  a “well-oiled 
political  machine”  when  they  pushed 
their  bill  through  the  Oklahoma  Legis- 
lature in  1998.  In  an  article  published  ' 
in  the  August  1998  issue  of  the  Review 
of  Ophthalmology,  Dr  Shaver  said  op- 
tometrists had  been  laying  the  political 
groundwork  for  their  success  for  years. 

“Optometrists  here  have  worked 
very  hard  to  get  close  to  their  legisla- 
tors,” he  wrote.  “They’ve  made  friends, 
held  fundraisers,  and  helped  them 
campaign  for  office.” 

Brian  Foy,  executive  director  of  the 
Oklahoma  State  Medical  Association 
(OSMA)  agrees.  “They  are  very  politi- 
cally savvy,  as  are  most  of  the  allied 
health  organizations,”  Mr  Foy  said.  “They 
believe  in  the  political  process,  they  get 
involved,  they  participate  locally,  they 
get  to  know  their  legislators,  and,  when 
they  need  something,  they  go  for  it. 
They’ve  built  the  kind  of  legislative  rela- 
tionships we  in  the  physician  community 
have  never  been  as  successful  at.” 

Mr  Foy  says  OSMA  fought  the  bill 
with  assistance  from  TOA,  Mr  Propes, 
the  Oklahoma  Academy  of  Ophthal- 
mology, the  New  Mexico  Academy  of 
Ophthalmology,  the  American  Acad- 
emy of  Ophthalmology,  and  the  Ameri- 
can Medical  Association  but  could  not 
overcome  optometry’s  head  start. 

“It  was  clearly  a sinking  ship,”  Mr  Foy 
said.  “We  did  everything  we  could  but 
the  legislators  had  already  made  up  their 
minds.  Politics  won  out  over  science.” 

The  Oklahoma  bill  gives  op- 
tometrists the  authority  to  perform  any 
laser  surgical  procedure  not  expressly 
prohibited  by  the  bill,  including  glau- 
coma surgery,  YAG  capsulotomy,  and 
photo  refractive  keratectomy. 

I 

Preventing  a repeat  | 

TMA  physician  leaders  and  lobbyists  1 
warn  that  optometrists  are  just  as  well  I 
organized  here  in  Texas.  We  could  see  a \ 
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i repeat  of  the  Oklahoma  situation  un- 
I less  physicians  unify  to  use  their  politi- 
cal clout  to  counter  that  of  the 
optometrists,  they  say. 

Toward  that  end,  TMA  and  TOA  are 
working  with  other  medical  specialties  to 
present  a united  front  to  lawmakers.  Mr 
Propes  says  medicine’s  message  is  sim- 
i pie.  “A  patient  goes  to  see  somebody  in  a 
; white  coat  called  the  doctor.  He  or  she 
1 doesn’t  know  if  the  doctor  is  a doctor  of 
, this  or  a doctor  of  that,  but  the  patient 
expects  the  state  to  protect  him  or  her. 

I We’ve  got  to  make  sure  that  the  person 
! called  the  doctor  is  doing  only  what  he  or 
; she  is  trained  and  competent  to  do.” 

[ In  a letter  sent  to  every  member  of  the 
; legislature,  Robert  W.  Sloane,  Jr,  MD,  of 
; Fort  Worth,  chair  of  the  TMA  Council  on 
I Legislation,  said,  “We  strongly  oppose 
this  attempt  to  achieve  status  through 
' political  effort  rather  than  through  rigor- 
^ ous  and  extensive  training.” 

\ Troy  Alexander,  who  until  recently 
1 served  as  director  of  legislative  and 
; public  affairs  for  the  Texas  Academy  of 
i Family  Physicians,  says  family  practi- 
: doners  are  concerned  with  the  across- 
; the-board  push  of  allied  health 
, professionals  to  expand  their  scope 
! into  the  realm  of  medical  practice. 

: “We  are  concerned  because  when 

one  area  of  allied  health  expands  its 
; practice,  it  only  helps  other  areas  make 
! their  case  to  infringe  on  the  practice  of 
! medicine,”  Mr  Alexander  said.  “We  see 
: the  threat  by  optometrists  as  a threat  to 
I family  practice.” 

; Mr  Alexander  says  it’s  crucial  for 
I medicine  to  stick  together  on  this  issue 
i to  protect  the  public,  something  Dr 
1 Shaver  says  Oklahoma  ophthalmolo- 
1 gists  failed  to  do. 

“If  medicine  doesn’t  stand  together 
on  these  cases,  then  one  by  one  they 
j will  be  picked  off  until  the  practice  of 
medicine  is  compromised  across  the 
board,”  Mr  Alexander  said, 
i Even  if  medicine  succeeds  in  beating 
■ back  this  year’s  legislation,  optometrists 
: won’t  quit.  Dr  Lanier  adds. 

I “They  are  going  to  keep  coming 
I back  until  they  make  headway  and 
they  will  make  headway  when  they 
have  the  right  people  in  the  right  spots 
in  the  legislature,”  Dr  Lanier  said.  ★ 
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Do  I really  do  what  I say  I do? 

Texas  heart  doctors  find  out  for  themselves 


] ver  known  any  physicians  just 
itching  for  a chart  audit  of  their 
own  records  and  whose  eyes  liter- 
ally light  up  at  the  mere  mention 
of  one?  Look  no  further  than  at  a 
group  of  Texas  physicians  who  are 
so  gung  ho  to  battle  the  No.  1! 


killer  of  Americans  they  can’t  wait  to 
spread  the  gospel  of  a trailblazing  program 
called  the  HeartCare  Partnership.  > >* 


By  Teri  Moran,  Senior  editor 
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Designed  for  physicians  to  better 
their  medical  management  of  patients 
who  have  cardiovascular  disease, 
HeartCare  is  a joint  project  between 
(the  American  Heart  Association  (AHA), 
Texas  Affiliate,  and  the  Texas  Medical 
Association,  with  support  from  Merck 
‘Pharmaceuticals. 

Unlike  some  programs  of  dubious 
value  that  are  imposed  on  physicians 
by  government  or  hospital  administra- 
tors, HeartCare  is  physician  led,  from  A 
to  Z.  Doctors  decide  what’s  important 
in  managing  patients  with  cardiovascu- 
lar disease  and  then  they  figure  out  the 
best  way  to  go  about  doing  it  and  mak- 
ing sure  it  gets  done. 

No  mystery  to  secondary 
prevention 

By  following  a few  relatively  simple 
therapeutic  steps,  patients  who  have 
had  a heart  attack  or  some  other  acute 
event  can  reduce  drastically  their 
chances  of  having  a second  one.  It’s 
(Common  medical  knowledge  that  the 
AHA  issued  guidelines  in  1995  outlining 
ithose  steps  (see  “Comprehensive  Risk 
■Reduction  for  Patients  with  Coronary 
land  Other  Vascular  Disease,”  p 40). 
They  include  measures  as  simple  as 
telling  patients  to  take  aspirin  daily  and 
lexercise.  In  fact,  low-tech  therapies 
seem  to  have  the  greatest  impact  on 
morbidity  and  mortality. 

One  study  of  150,000  elderly 
Medicare  patients  who  were  hospital- 
ized between  1995  and  1997  was  pub- 
lished in  the  January  28,  1999,  issue  of 
The  New  England  Journal  of  Medicine. 
iResearchers  found  that  patients  with 
jcardiovascular  disease  who  were 
’treated  in  the  top  60  hospitals,  as 
measured  by  US  News  & World  Report, 
had  a significantly  lower  mortality  rate 
ithan  patients  treated  in  other  hospitals. 
But  apparently,  the  reason  patients 
ifared  better  in  those  hospitals,  re- 
searchers said,  was  simple  — greater 
juse  of  beta-blockers  and  aspirin. 

, Secondary  prevention  of  cardiovascu- 
dar  disease  doesn’t  take  a lot  of  exotic 
Testing  or  fancy  medicine,  says  Dallas 
^cardiologist  Melbert  Hillert,  MD,  chair  of 
The  HeartCare  subcommittee  under 
iTMA’s  Committee  on  Cardiovascular  Dis- 
eases. “What  it  takes  is  physicians  paying 
attention  to  the  basics  of  care,”  he  said. 


“If  a hospital  in  Texas  wants  to  be 
ranked  among  the  top  40  US  hospitals 
in  cardiovascular  care,  all  the  medical 
staff  has  to  do  is  pay  attention  to  risk 
factor  modification,”  Dr  Hillert  said. 
“We  already  know  from  published, 
large  clinical  trials  that  these  preven- 
tive measures  work.” 

How  HeartCare  works 

In  a nutshell,  a cardiologist  attends  a 
seminar,  ideally  with  a nurse  and  family 
physician  with  whom  he  or  she  works. 


Then  the  team  goes  back  home  to  imple- 
ment its  own  self-designed,  tailor-made 
program.  The  seminar  is  accredited  for  4 
hours  of  Category  1 continuing  medical 
education  (CME)  credit. 

Using  AHA  guidelines,  physicians 
are  asked  to  audit  50  patient  charts  and 
bring  the  results  to  the  seminar,  which 
gives  them  and/or  their  institutions  a 
benchmark.  Using  an  interactive  ap- 
proach to  CME  rather  than  straight  lec- 
ture, HeartCare  facilitators  work  with 
the  teams  to  custom-design  a program 
that  meets  their  needs. 

“Then,  we  go  home  and  incorporate 
AHA  guidelines  into  our  routine  prac- 
tice of  medicine,”  said  Houston  cardiol- 
ogist A.  Tomas  Garcia  III,  MD,  who 
chairs  TMA’s  Committee  on  Cardiovas- 
cular Diseases.  “And  based  on  that  first 
chart  audit,  we  can  see  whether  we’re 
improving  when  we  audit  again  in  3 
months  or  6 months.” 

Dr  Garcia  bemoans  how  physicians 
seem  to  get  “hung  up”  on  the  chart  au- 
dit aspect  of  the  program,  even  though 
physicians  audit  themselves  on  the 
honor  system  if  they  want  to.  “The 
chart  audit’s  not  the  problem.  The  issue 
is  whether  we  are  doing  what’s  proper 
for  our  patients.” 

Dr  Hillert  says  his  first  self-audit  was 
somewhat  disconcerting.  “You  realize 
you  have  to  intensify  your  focus  and 
make  sure  you  pay  attention  to  the  risk 
factors.”  He  said  he  and  other  cardiolo- 
gists found  that  they  weren’t  testing  for 
LDL  cholesterol  levels  often  enough. 


And  even  when  they  did,  they  often 
didn’t  push  hard  enough  to  get  levels 
lowered  with  medication  or  by  urging 
patients  to  exercise  and  eat  right.  “You 
have  to  emphasize  it  to  patients  and 
monitor  them,  and  they  must  be  part- 
ners with  the  health  care  team.” 

HeartGare  is  focused,  above  all,  on  a 
team  approach,  but  it  is  physician  led. 
“This  is  a grassroots  effort;  we’re  work- 
ing from  the  ground  up,”  Dr  Garcia 
said.  “We  know  what  we’re  supposed  to 
be  doing.  The  rubber  meets  the  road 


when  we  can  look  at  ourselves  and 
honestly  answer  the  question,  ‘Well, 
are  we  doing  it?”’ 

Self-evaluation  is  used  as  a guide  to 
achieve  targeted  goals.  Dr  Hillert  says. 
“There’s  no  one  telling  us  to  do  this  — 
not  the  federal  government,  not  the  in- 
surance companies,  not  anyone  else. 
It’s  physicians  themselves  with  TMA 
and  AHA.” 

In  other  words,  physicians  are  tak- 
ing back  medicine.  Dr  Hillert  said. 
“That’s  the  important  part.  Through  ev- 
idence-based medicine,  through  trying 
to  close  the  treatment  gap,  we  can  now 
have  the  documentation  to  prove  to  the 
world  that  we  are  doing  what’s  right.” 

TMA’s  House  of  Delegates  voted  to 
support  the  HeartGare  Partnership  dur- 
ing its  interim  session  last  November.  A 
few  Merck-sponsored  programs  already 
had  begun  in  Houston  and  Dallas  in 
late  1997.  But  the  first  pilot  program  of 
the  three-member  partnership  began  in 
Lubbock  last  December.  The  second  be- 
gan in  Dallas  in  February. 

HeartGare  Partnership  is  gaining 
momentum,  thanks  in  part  to  its  en- 
thusiastic champions  such  as  Drs 
Hillert  and  Garcia,  but  also  because  of 
its  demonstrable  benefit  to  patients. 

“Our  ultimate  goal  will  be  that  once 
we  can  take  the  best  care  of  people  who 
have  proven  disease,  then  we  can  ex- 
pand into  the  even  more  difficult  area  of 
primary  prevention,  said  Dr  Hillert.”  ★ 


“The  chart  audit’s  not  the  problem.The  issue  is 
whether  we  are  doing  what’s  proper  for  our  patients’’ 


I Tel  800.880.1300 


Volume  95  * Number  4 


39 


Science 


Comprehensive  risk  reduction  for 

patients  with  coronary  and  other  vascular  disease 


Consensus  Panel  Statement 

Preventing  heart  attack  and  death  in  patients  with  coronary  disease.  Circulation.  1995;92:2-4. 


Risk  Intervention 


Recommendations 


Smoking: 

Goal 

complete  cessation 


Strongly  encourage  patient  and  family  to  stop  smoking. 

Provide  counseling,  nicotine  replacement,  and  formal  cessation  programs  as  appropriate. 


BP  control: 

Goal 

<140/90  mm  Hg  or 
<130/85  mm  Hg 
if  heart  failure,  renal 
insufficiency  or  diabetes. 


Initiate  lifestyle  modification  — weight  control,  physical  activity,  alcohol  moderation,  and  moderate  sodium  restriction  — in  all 
patients  with  blood  pressure  >130  mm  Hg  systolic  or  85  mm  Hg  diastolic. 

Add  blood  pressure  medication,  individualized  to  other  patient  requirements  and  characteristics  (ie,  age,  race,  need  for  drugs  with 
specific  benefits)  IF  blood  pressure  is  not  less  than  140  mm  Hg  systolic  or  90  mm  Hg  diastolic  OR  if  blood  pressure  is  not  <130  mm 
Hg  systolic  or  85  mm  Hg  diastolic  for  Individuals  with  heart  failure,  renal  Insufficiency,  or  diabetes. 


Lipid  management: 
Primary  goal 
LDL<100mg/dL 
Secondary  goals 

HDL>35  mg/dL; 
TG  <200  mg/dL 


Start  AHA  Step  II  Diet  in  all  patients:  <30%  fat,  <7%  saturated  fat,  <200  mg/d  cholesterol,  and  promote  physical  activity. 

Assess  fasting  lipid  profile.  In  post-MI  patients,  lipid  profile  may  take  4 to  6 weeks  to  stabilize.  Add  drug  therapy  according  to  the 
following  guide: 


LDL<100md/dL 


LDLIOOto  130  m 


g/dL 


LDL  >130  mg/dL 


HDL<35  mg/dL 


No  drug  therapy 


Consider  adding  drug  Add  drug  therapy 

therapy  to  diet,  as  follows:  to  diet,  as  follows: 


Suggested  drug  therapy  ^ 

TG  <200  mg/dL 

TG  200  to  400  mg/dL 

TG  >400  mg/dL 

Statin 

Statin 

Consider  combined 

Resin 

Niacin 

drug  therapy 

Niacin 

(niacin,  fibrates, 

statin) 

Emphasize  weight 
management  and 
physical  activity. 

Advise  smoking  cessation. 

If  needed  to  achieve 
LDL  goals,  consider 
niacin,  statin,  fibrates. 


If  LDL  goal  not  achieved,  consider  combination  drug  therapy. 


Physical  activity: 
Minimum  goal 
30  minutes  3 to  4 times 
per  week 


Assess  risk,  preferably  with  exercise  test,  to  guide  prescription. 

Encourage  minimum  of  30  to  60  minutes  of  activity  3 or  4 times  weekly  (walking,  jogging,  cycling,  or  other  aerobic  activity) 

supplemented  by  an  increase  in  daily  lifestyle  activities  (eg,  walking  breaks  at  work,  gardening,  household  work).  Maximum 
benefit  5 to  6 hours  a week. 

Advise  medically  supervised  programs  for  moderate- to  high-risk  patients. 


Weight  management: 
Goal 

BM I 21-25  kg/m^ 


Measure  patient's  weight  and  height,  BMI,  and  waist-to-hip  ratio  at  each  visit  as  part  of  routine  evaluation. 
Start  weight  management  and  physical  activity  as  appropriate.  Desirable  BMI  range:  21-25  kg/m^ 

Desirable  waist  circumference  <40  inches  in  men  and  <36  inches  in  women. 


Diabetes  management: 

Near  normal  fasting 
plasma  glucose  and  near 
normal  HbAlc  (<7) 


Appropriate  hypoglycemic  therapy  to  achieve  near  normal  fasting  plasma  glucose  as  indicated  by  HbAlc. 

Treatment  of  other  risks  (eg,  physical  activity,  weight  management,  blood  pressure,  and  for  cholesterol  management,  see 
recommendations  above). 


Antiplatelet  agents/ 
anticoagulants: 


Start  aspirin  80  to  325  mg/d  if  not  contraindicated. 

Manage  warfarin  to  international  normalized  ratio  = 2 to  3.5  post-MI  patients  not  able  to  take  aspirin. 


ACE  inhibitors  post-MI: 


Start  early  post-MI  in  stable  high-risk  patients  (anterior  Ml,  previous  Ml,  Killip  class  II  [S3  gallop,  rales,  radiographic  CHF]). 
Continue  indefinitely  for  all  with  LV  dysfunction  (ejection  fraction  ^0%)  or  symptoms  of  failure. 

Use  as  needed  to  manage  blood  pressure  or  symptoms  in  all  other  patients. 


Beta-blockers: 


Start  in  high-risk  post-MI  patients  (arrhythmia,  LV  dysfunction,  inducible  ischemia)  at  5 to  28  days.  Continue  6 months  minimum. 
Observe  usual  contraindications. 

Use  as  needed  to  manage  angina,  rhythm,  or  blood  pressure  in  all  other  patients. 


Estrogens: 


Estrogen  replacement:  individualize  consistent  with  other  health  risks. 


ACE  indicates  angiotensin-converting  enzyme;  Ml,  myocardial  infarction;  TG,  triglycerides;  and  LV,  left  ventricular. 
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THOUSANDS  OF  YEARS  AGO, 

a sage  old  man  said  that  it  is  better  to  go  to 
a house  of  mourning  than  to  a house  of 
feasting,  “for  death  is  the  destiny  of  every 
man;  the  living  should  take  this  to  heart." 
That  adversity  is  more  instructive  than 
happiness  was  probably  the  aged  King 
Solomon’s  main  point  in  Ecclesiastes  7;2.  But  his  advice  also 
could  suggest  the  folly  in  denying  death  or  fighting  it 
overmuch  — something  of  which  both  American  culture  and 
American  medicine  are  guilty. 

Studies  have  shown  that  medicine  has  fallen  short  in  caring 
for  dying  patients.  According  to  one  8-year  study  of  10,000 
critically  ill  patients,  too  many  die  alone,  in  unnecessary  pain, 
and  while  receiving  unjustifiably  aggressive  care.  That  same 
study,  published  in  the  November  22-29,  1995,  issue  of  The 
Journal  of  the  American  Medical  Association,  found  that  too 
many  physicians  either  misunderstand  or  ignore  their  dying 
patients’  treatment  wishes. 

Cultural  forces  are  pushing  end-of-iife  care  onto  center 
stage  — a culminate  example  being  televised  euthanasia  a la 
Dr  Jack  Kevorkian  - - proving  that  American  society  is  thinking 
about  the  dying  process  and  looking  for  improvements. 

Recognizing  that  need,  medicine  has  begun  to  teach 
physicians  how  to  improve  their  dying  patients’  care.  >-  > 
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Systematic  approach 

One  notable  example  is  the  American  Medical  Association’s  In- 
stitute for  Ethics  Education  for  Physicians  on  End-of-life  Care 
(EPEC)  program.  (See  “Improving  End-of-life  Care:  A Challenge 
for  the  Profession,  p 46.)  Physicians  who  complete  the  2-day 
' course,  which  was  launched  in  January, 
learn  everything  from  hands-on  pallia- 
tive medicine  to  how  to  break  bad  news 
to  patients.  “It  is  very  much  a train-the- 
trainer  program,”  said  Linda  Emanuel, 

MD,  PhD,  director  of  AMA’s  Institute  for 
Ethics.  “For  it  to  be  successful,  partici- 
pants must  take  what  they  learn  and 
share  it  with  others.” 

Texas  Medicine  spoke  with  three  Texas  physicians  who  were 
among  the  first  EPEC  “graduates”  and  with  Ira  Byock,  MD, 
past  president  of  the  American  Academy  of  Hospice  and  Pal- 
liative Medicine  and  author  of  Dying  Well:  The  Prospect  for 
Growth  at  the  End  of  Life. 

“What’s  wonderful  about  this  program  is  that  it  goes  beyond 
just  addressing  deficiencies,”  Dr  Byock  said.  “It  really  provides  a 
framework  in  which  physicians  can  serve  their  patients  and 
their  families  in  a way  that  is  satisfying  and  that  truly  integrates 
- end-of-life  care  into  the  mainstream  of  physicians’  practices.” 

Although  their  reasons  for  it  vary,  the  physicians  Texas 
^Medicine  interviewed  share  a commitment  to  improve  end- 
I of-life  care  in  their  own  practices  and,  after  attending  EPEC, 

' to  help  other  physicians  do  the  same. 

Lack  of  training 

‘ Fort  Worth  internist  Kendra  Belfi,  MD,  vividly  recalls  her  days 
as  a medical  student  almost  30  years  ago  in  Dallas,  doing 
code  after  code  on  dying  heart  patients.  “You  just  kept  trying, 
because  the  emphasis  was  on  doing  everything  you  could  to 
save  lives.  There  wasn’t  any  guidance  for  when  you  had  hit  a 
i futile  situation.”  Such  attitudes  were  born  of  that  era’s  tech- 
nological medical  revolutions.  Dr  Belfi  says.  “People  in  my 
I generation  were  taught  how  to  do  everything  but  wind  things 
t down  and  transition  into  palliative  care  or  comfort  care.” 

Jump  ahead  a couple  of  decades  to  the  late  1980s  when 
San  Antonio  pediatrician,  internist,  and  palliative  care  spe- 
[ cialist  Dennis  Pad,  MD,  did  his  residency.  “In  4 years,  I recall 
just  one  lecture  about  care  at  the  end  of  life,  and  it  didn’t  in- 
clude pain  management,”  Dr  Pad  said,  describing  such  lack  of 
training  as  typical  for  the  times.  “It’s  not  that  physicians  prac- 
ticing now  aren’t  sensitive  to  their  patients’  needs,  it’s  just  that 
they  haven’t  been  taught  how  to  deal  with  dying  patients.” 

At  least  now,  hospice  programs  are  widespread  and  physi- 
cians do  refer  patients  to  them.  Dr  Pad  says,  but  usually 
many  months  later  than  they  could.  “The  typical  hospice  pa- 
tient spends  just  2 weeks  in  hospice  care  before  dying,  when 
hospice  is  designed  for  patients  in  their  last  6 months  of  life.” 

It’s  the  insidious,  cyclical  nature  of  disease  and  the  ubiquitous 
death-denial  mindset  in  patients’  families  that  keep  patients  “in 
and  out  of  hospitals  getting  ineffective  care,”  Dr  Pad  said.  “You 
can’t  always  call  it  completely  futile  care  either,”  he  added,  be- 


cause conventional  medicine  leads  physicians  to  believe  that 
somehow,  through  careful  medical  management,  they  might  add 
a few  quality  days  of  life  to  those  patients  with  NYHA  Class  IV 
heart  failure.  “Symptom  management  is  only  a small  part  of 
what  the  patients  need  as  they  approach  life’s  end.” 


Public  expectations 

Physicians  didn’t  resuscitate  80-year-old  people  repeatedly  to 
be  goulish,  but  because  that  was  the  scientific  and  public 
mindset,  according  to  San  Antonio  pediatric  oncologist 
Javier  Kane,  MD.  “For  ages,  medicine  could  do  next  to  noth- 
ing for  patients.  And  then  the  wonders  of  new  technology 
gave  us  the  ability  to  cure  disease  and  prolong  life.” 

But  along  with  scientific  advancement  came  what  Dr 
Kane  calls  the  separation  of  the  objective  and  subjective, 
where  science  dealt  with  the  body  and  disease,  and  religion 
dealt  with  the  mind  and  spirit.  “Our  culture  views  death  as 
a medical  problem  that  should  be  solved  — a technical 
problem  that  requires  a technical  solution  — instead  of  see- 
ing it  as  a mystery  that  we  all  should  learn  to  witness  and 
experience.”  Such  dichotomous  thinking  is  “very  hard  for  all 
of  us  to  let  go  of,”  he  says,  because  our  culture  has  thought 
that  way  for  so  long. 

Dr  Byock  says  denial  of  death  is  still  rampant.  “It’s  a con- 
stant that  runs  through  the  confused  and  conflicted  way 
Americans  approach  life’s  end.  We  don’t  want  to  admit  that 
dying  is  happening  even  when  it  is  right  in  front  of  us.  We 
sometimes  don’t  attend  to  even  the  basic  needs  of  our  loved 
ones  because  we  are  unable  or  unwilling  to  accept  that 
their  time  is  short.” 

Because  everybody  involved  may  conspire  to  deny  that 
Grandpa,  who  has  cancer  and  advanced  heart  failure,  is  dy- 
ing, the  tendency  is  to  put  him  in  the  hospital  when  he  has 
problems,  Dr  Byock  says.  “Then  the  doctors  are  exhorted  to 
do  something  to  correct  the  current  problem,  whether  it  be 


TexMed  '99  offers  physicians 
end-of-life  training 


The  2-day  Education  for  Physicians  on  End-of-life 
Care  (EPEC)  program  will  be  offered  May  6-7  at 
TexMed  ’99  Educational  Showcase  & Expo  at  the 
Wyndham  Anatole  Hotel  in  Dallas.  For  more  details, 
see  the  TexMed  Web  site  at  virtual.texmed.org. 
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sensitive  to  their  patients’  needs,  it’s  just  that  they 
haven’t  been  taught  how  to  deal  with  dying  patients’’ 
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fever  or  chest  pains  or  breathing  problems.  And  then  where 
does  he  die?  In  a hospital,  surrounded  by  the  bleeps  and 
hisses  of  machines,  with  strangers  poking  him,  instead  of  be- 
ing surrounded  by  the  ones  he  loves,  perhaps  listening  to 
children  playing  outside.” 


Denial  often  becomes  even  more  pronounced  when  chil- 
dren face  death.  Dr  Kane  says,  because  children  are  supposed 
to  outlive  their  parents.  He  would  like  to  see  EPEC  include  a 
pediatric  module,  and  at  this  year’s  TexMed  ’99,  May  6-9,  at 


the  Wyndham  Anatole  Hotel  in  Dallas,  a pediatric  module 
may  be  included  in  the  EPEC  seminars. 

Family  communications 

Most  physicians  at  one  time  or  another  have  encountered  the 
kind  of  case  Dr  Pad  describes  that 
shows  the  difficulty  of  breaking  down 
the  wall  in  the  dying  process  that  sep- 
arates science  and  humanity  — even 
in  a family  with  good  communication. 

A 70-year-old  man  had  been  ro- 
bust all  his  life  and  was  still  running 
3 miles  a day  when  nagging  chest 
pains  drove  him  to  the  hospital 
where  he  was  diagnosed  with  adeno- 
carcinoma of  an  unknown  primary 
site.  When  Dr  Pad  was  called  in  as  a 
pain  management  consultant,  the 
patient  had  been  hospitalized  for  several  weeks,  was  in 
the  intensive  care  unit,  and  was  being  urged  to  consider 
chemotherapy.  Although  board-certified  in  palliative  care. 
Dr  Pad  had  trouble  managing  the  man’s  severe  pain,  and 


“We  don’t  want  to  admit  that  dying  is  happening 
even  when  it  is  right  in  front  of  us. 

We  sometimes  don’t  attend  to  even  the  basio  needs 
of  our  loved  ones  because  we  are  unable  or 
unwilling  to  accept  that  their  time  is  short.’’ 


Improving  end-of-life  care: 

A challenge  for  the  profession 


The  Education  for  Physicians  on  End-of-life  Care  (EPEC) 
Project,  supported  by  a grant  from  the  Robert  Wood 
Johnson  Foundation,  is  an  ambitious,  2-year  initiative 
designed  to  educate  physicians  across  the  United 
States  on  the  essential  clinical  competencies  in  end-of- 
life  care  that  every  physician  should  have.  Housed 
within  the  End-of-life  Care  Section  of  the  American 
Medical  Association  Institute  for  Ethics,  the  EPEC  Pro- 
ject involves  several  complementary  components.  At  the 
heart  of  the  project  is  a standardized  core  curriculum 
that  will  train  physicians  in  the  basic  knowledge  and 
skills  they  need  to  appropriately  care  for  dying  patients. 

The  EPEC  Curriculum,  which  has  been  designed  with 
input  from  nationally  respected  experts  in  the  field,  com- 
bines didactic  sessions,  videotape  presentations,  interac- 
tive discussions,  and  practical  exercises  in  a 2-day 
conference  format.  Consisting  of  four  30-minute  plenary 
modules  and  twelve  45-minute  workshop  modules,  the  cur- 
riculum is  uniquely  practical,  transportable,  and  self-con- 
tained. It  teaches  fundamental  skills  in  communication, 
ethical  decision-making,  palliative  care,  psychosocial 
considerations,  and  symptom  management. 

There  are  also  several  EPEC  Project  companion  prod- 
ucts. The  first,  the  EPEC  Speakers  List,  is  a detailed  list- 
ing of  recommended  individuals  who  are  available  to 
speak  on  topics  related  to  end-of-life  care.  Accompanying 
each  name  will  be  information  about  the  speaker’s  back- 


ground and  expertise,  suggested  content  areas  and  titles, 
and  presentation  style.  A second  product,  the  EPEC  Re- 
source Guide,  is  also  intended  to  assist  organizers  of  edu- 
cational programs  on  end-of-life  care.  This  guide  provides 
an  annotated  list  of  resource  materials  and  how  to  obtain 
them.  These  products  are  available  upon  request  or  on  the 
AMA’s  Web  site.  A third  product,  the  EPEC  Compendium, 
will  contain  a listing  of  learning  opportunities  for  physi- 
cians within  hospices  and  palliative  care  units.  Finally,  a 
self-directed  learning  manual  called  the  EPEC  Monograph 
will  be  developed  and  made  available  to  physicians  across 
the  country  this  year.  Physicians  who  complete  the  mono- 
graph’s self-directed  learning  program  will  be  eligible  to 
apply  for  continuing  medical  education  credit. 

For  more  information  on  the  EPEC  Project  or  EPEC 
Team,  see  AMA’s  Web  site  at  www.ama-assn.org/ethic/ 
epee,  or  write  or  call: 

The  EPEC  Project 
Institute  for  Ethics 
American  Medical  Association 
515  N State  St 
Chicago,  IL  60610 
(312)  464-4979 


Reprinted  with  permission  from  the  American  Medical  Association. 
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,a  meeting  of  his  physicians  and  family  members  was  held 
to  discuss  his  care. 

I “The  patient  had  made  it  clear  to  me  how  he  wanted  to 
jispend  his  last  few  weeks  of  life,  and  it  didn’t  include  the 
ladded  agony  of  chemotherapy,”  Dr  Pad  said.  “He  was  scared 
jto  death  because  he  didn’t  want  his 
family  to  think  he  was  giving  up  by  re- 
fusing chemotherapy.” 

At  the  meeting.  Dr  Pad  gently  ad- 
vocated on  his  patient’s  behalf,  and 
everyone  agreed  hospice  care  was  the 
best  choice.  When  that  stressor  was 
eliminated,  the  patient’s  pain  control 
i improved  immediately. 

Dr  Pad  says  it  has  been  his  experi- 
ience  that  you  cannot  always  get  pa- 
tients’ pain  under  control  unless  you 
address  their  social  suffering  as  well. 

That  suffering  often  is  exacerbated  by  the  death-denial 
thinking  of  families,  he  adds,  and,  in  cases  too  numerous  to 
jicount,  is  worsened  when  patients  are  unconscious  and  can- 
jnot  make  their  own  decisions. 

Although  the  case  he  relates  had  an  uncommonly  good 
ending,  as  death  experiences  go,  it  also  qualifies  as  a com- 
mon example  of  what  happens  to  someone  diagnosed  with 
an  incurable  disease.  “One  thing  leads  to  another  and  the  pa- 
tient gets  drawn  down  the  road  of  escalating  care  and  treat- 
liment-related  morbidity  in  our  medical  system,”  he  said. 

IFullness  of  life  in  death 

iTo  put  the  brakes  on  escalating,  painful,  and  often  futile 
treatment,  physicians  must  be  prepared  to  look  at  the  big  pic- 
ture, Dr  Kane  says.  “That’s  what  we  need  to  learn  to  do  — to 
combine  science  and  our  competency  in  treating  disease  with 
compassionate  medical  care.” 

As  disease  progresses  and  death  is  inevitable,  physicians 
imust  change  from  a position  of  science  and  having  to  do  some- 
thing for  the  patient  “to  the  position  of  being  with  the  patient 
and  keeping  him  or  her  from  pain  as  much  as  possible,”  Dr 


"*‘IV!A  Advantage: 
Out-of-ho$pital  DNR 


In  1995,  the  Texas  Legislature  passed  a law 
establishing  out-of-hospital  “do  not  resusci- 
V tate"  (DNR)  orders  designed  to  prevent  un- 

wanted resuscitation  in  dying  patients.  Patients 
complete  DNR  forms  and  may  also  wear  DNR  bracelets. 

Sold  in  minimum  quantities  of  20,  sets  of  one  form 
and  one  bracelet  sell  for  $2  per  set  plus  tax.  Forms  and 
bracelets  are  sold  separately  but  also  in  minimum 
quantities  of  20.  To  order  forms  or  bracelets,  call  (800) 
880-1300,  ext  1306,  or  (512)  370-1306. 


Kane  said.  “It  becomes  a personal  experience.”  It’s  a simple 
matter  of  shifting  the  goals  of  care.  Dr  Belfi  says.  “It’s  just  a 
change  in  thinking.  If  we  know  we  can’t  cure  them,  then  we 
must  determine  what  our  patients  want  from  us  to  enhance  the 
quality  of  their  last  days  of  life.  That  becomes  the  new  goal.” 


“It’s  just  a change  in  thinking. 

If  we  know  we  can’t  cure  them,  then  we  must 
determine  what  our  patients  want  from  us  to 
enhance  the  quality  of  their  last  days  of  life. 
That  becomes  the  new  goal.” 


Dr  Belfi  says  she  came  away  from  the  EPEC  program  with 
many  new  tools  and  skills,  including  a step-by-step  guide  to 
follow  when  talking  to  patients  about  difficult  situations. 
“There  was  a huge  pain  module  and  a section  on  dealing 
with  symptoms  in  the  last  24  hours  of  life.”  The  EPEC  train- 
ing also  stresses  the  importance  of  psychosocial  issues  that 
need  to  be  addressed  as  well  as  advanced  care  planning. 

Drs  Belfi,  Kane,  and  Pad  say  that  while  they  regret  not 
having  the  opportunity  to  learn  such  skills  in  medical  school 
or  residency,  they  hope  that  progress  will  continue  and  are 
glad  to  be  instruments  of  it. 

Dr  Byock  pointed  out  that  every  medical  student  takes  a 
monthlong  rotation  in  obstetrics,  but  only  a small  percentage 
of  physicians  ever  care  for  pregnant  women  or  deliver  babies. 
“When  you  total  what  most  schools  teach  about  end-of-life 
care,  it’s  maybe  4 to  10  hours  in  4 years.  It’s  ludicrous,”  he 
said.  End-of-life  care  as  yet  does  not  rate  highly  in  the  health 
care  delivery  system’s  economy,  Dr  Byock  says.  “Until  the 
public  makes  it  clear  that  this  is  not  just  another  issue,  it  may 
remain  just  another  ‘issue.’” 

But  medicine  is  being  called  upon  to  exercise  leadership 
and  to  help  society  reintegrate  dying  into  the  fullness  of  life. 
Dr  Byock  says.  As  do  many  other  palliative  care  physicians. 
Dr  Byock  says  he  realizes  incredible  satisfaction  as  a clinician 
in  helping  patients  and  their  families  confront  life’s  end.  “It 
enriches  our  practices  and,  in  a real  way,  can  return  to  us  the 
richness  that  drew  us  to  medicine  in  the  first  place.”  ★ 
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Right  place,  right  time  | 

Texas  medical  student  helps  Colombian  earthquake  victims 


e met  at  the  Red  Cross  head- 
quarters in  Medellin  on  Feb- 
ruary 4 to  take  a bus  to 
Cordoba,  the  epicenter  ol 
the  Colombian  earthquake 
of  January  25.  Most  of  our 
group  of  17  was  already 
there  when  I arrived.  Ten  were  Colom- 
bian medical  students  in  their  fifth  of  6 
years,  three  were  interns  in  their  last  year 
of  school,  and  three  were  licensed  physi- 
cians. 1 was  the  “token  gringo.”  > >- 


By  David  Ross 
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We  got  a short  introduction  on  what 
to  expect  and  what  our  joh  would  entail, 
^,tnd  we  received  letters  identifying  us  as 
jtruz  Rqja  (Red  Cross)  volunteers.  We 
iiivere  told  Cordoba  is  controlled  by  the 
police  and  the  right-wing  paramilitary 
.groups,  while  the  countryside  where  we 
would  be  working  belongs  more  to  the 
IfARC  (Fuerzas  Armadas  Revolucionar- 
ias  de  Colombia)  guerrillas.  We  also 
were  told,  to  my  relief,  that  there  had 
been  no  trouble  since  the  earthquake. 

The  US  State  Department  had 
warned  US  citizens  not  to  travel  to 
Colombia  unless  necessary  because  of 
the  dangers  from  city  crime  and  politi- 
i:al  violence  from  both  guerrillas  and 
paramilitary  forces.  These  warnings  are 
enough  to  make  you  think  twice  about 
(going  there,  so  during  the  first  couple 
of  weeks  I was  there,  my  imagination 
ran  pretty  wild  about  getting  mugged, 
kidnapped,  murdered,  or  caught  in 
jjguerrilla-army  crossfire.  Needless  to 
.say,  I did  not  personally  encounter  any 
f*of  what  the  State  Department  de- 
ijscribed.  That  isn’t  to  say  it  doesn’t  hap- 
Ipen  because  I met  people  directly 
Ijaffected  by  the  violence  of  Colombia, 
■either  by  having  a relative  murdered  or 
(kidnapped  or  by  being  displaced  by  the 
'guerrilla  war.  I was  a bit  wary  about 
traveling  outside  the  city  even  though  I 
wanted  to  see  as  much  of  Colombia  as 
possible.  So  when  the  opportunity  to 
go  to  the  area  affected  by  the  earth- 
quake arose,  I thought  it  would  be  a 
great  chance  to  help  as  well  as  a chance 
to  see  more  of  the  country  in  a rela- 
tively safe  manner. 

I was  impressed  by  the  beauty  of 
Colombia.  It  is  an  incredibly  rich  coun- 
try in  its  geographic  and  cultural  diver- 
sity and  the  spirit  of  its  people.  Yet  it  is 
still  a country  that  is  very  poor  in  many 
parts.  Colombia  holds  huge  potential  for 
prosperity  were  it  not  in  large  part  for 
the  guerrillas  and  paramilitary  forces 
that  destabilize  the  population  and 
economy,  plus  the  corruption  and  vio- 
lence generated  by  the  cocaine  trade. 


Editor's  Note:  David  Ross,  38,  is  a fourth-year  medical 
student  at  The  University  of  Texas  Health  Science 
Center  at  San  Antonio.  He  was  in  Colombia  when  a 
devastating  earthquake  occurred  there  in  January  and 
volunteered  his  services  to  the  Red  Cross  to  help  dis- 
aster victims.  This  article,  originally  written  as  a letter 
to  his  family,  is  an  account  of  some  of  his  experiences. 
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Before  we  left,  several  members  of 
the  group  joked  about  plastering  Red 
Cross  letters  across  our  chests  to  make 
sure  everyone  knew  who  we  were.  That 
may  not  have  been  a good  idea;  in 
nearby  Armenia  some  Red  Cross  workers 
were  attacked  by  people  thinking  they 
had  food  and  supplies.  When  the  bus  ar- 
rived with  Red  Cross  symbols  on  all 
sides,  we  loaded  up  and  headed  south. 


Police  were  at  every  corner  guarding 
against  looting.  I’he  most  disturbing 
parts  were  the  sidewalks  and  open 
spaces  filled  with  makeshift  shacks  made 
of  any  kind  of  material  the  people  could 
gather  — plastic  and  tin  sheeting,  wood, 
cardboard,  whatever.  These  were  people 
who  didn’t  have  luxurious  houses  to  be- 
gin with,  but  who  had  decent,  cozy 
homes  they  were  proud  of  nonetheless. 


In  the  span  of  a few  minutes, 
their  homes  were  turned  into  either  piles  of  debris 
or  shaky  structures  that  were  uninhabitable. 


Into  the  disaster  zone 

By  the  time  we  reached  Pereira  and  Ar- 
menia (the  two  biggest  cities  in  the 
earthquake  area),  it  was  already  dark  so 
it  was  hard  to  assess  the  damage.  Yet 
when  we  went  through  Armenia,  I 
could  see  more  than  enough  to  give  me 
an  idea  of  what  the  quake  had  done. 
Block  after  block  was  filled  with  shops 
and  apartment  buildings  that  were  va- 
cant and  dark  with  walls  and  windows 
missing.  More  than  an  occasional  build- 
ing had  turned  into  a pile  of  rubble. 


In  the  span  of  a few  minutes,  their  homes 
were  turned  into  either  piles  of  debris  or 
shaky  structures  that  were  uninhabitable. 

We  arrived  in  Cordoba  (population 
about  5,000),  where  we  were  to  stay, 
by  10:30  pm.  The  slogan  Cordoba,  mas 
futuro  que  pasado  (more  future  than 
past)  recently  had  been  spray-painted 
on  walls  and  in  several  other  places  at 
the  entrance  to  the  town. 

Our  group  was  there  to  take  a general 
survey  of  the  health  status  — a sort  of 
health  diagnosis  — of  the  veredas,  small 
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Homes  like  this  one  were  destroyed,  and  thousands  of  people  were  left  homeless  when  an  earthquake  that  meas- 
ured 6.0  on  the  Richter  scale  hit  Colombia  in  January. 
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rural  communities  outside  Cordoba.  We 
relieved  a group  of  social  workers  who 
had  run  their  own  diagnosis  of  the  social 
structure  of  the  veredas,  and  we  were  to 
be  relieved  in  2 days  by  a group  of  engi- 
neering students  who  would  inventory 
the  structural  damage  to  rural  buildings 
and  houses.  We  slept  in  sleeping  bags  on 
the  floor  in  the  Red  Cross  headquarters 
in  Cordoba  because  it  was  one  of  the 
strongest  structures  in  town  and  appar- 
ently had  suffered  only  minor  damage. 
Water  service  was  only  occasional,  and 
electricity  came  and  went  as 
it  pleased.  We  unloaded  our 
stuff  as  the  social  workers 
loaded  theirs  for  the  trip 
back  to  Medellin. 

We  were  greeted  by  the 
Red  Cross  medical  coordina- 
tor and  Andres  Ospina,  the 
Red  Cross  coordinator,  who 
gave  us  the  general  low-down 
on  living  and  eating  arrange- 
ments. We  also  were  told 
more  about  our  job  there,  and 
we  learned  it  would  not  be  as 
demanding  as  we  were  first 
led  to  believe.  They  had 
painted  a picture  of  us  walk- 
ing hours  into  the  country, 
taking  medical  surveys,  eat- 
ing rice  and  beans,  sleeping 
under  coffee  trees  in  the  rain, 
and  then  making  the  long 
walk  back  the  next  day.  How- 
ever, the  Red  Cross  volunteers 
had  all  made  trips  with  the 
social  workers  before,  and 
none  had  any  problems  re- 
turning that  day  in  time  for 
dinner  at  headquarters.  We 
were  served  our  first  of  many 
meals  of  canned  salchichas 
(wieners),  tuna  fish,  and  sardines,  and 
then  we  hit  the  sack. 

We  were  awakened  at  5:30  am  by  loud 
tropical  music  and  the  clang  of  dishes  by 
someone  washing  dishes  and  preparing 
breakfast  to  the  accompaniment  of  his 
jambox.  By  6:30,  everyone  had  made  it 
down  to  the  river  to  bathe  because  the 
city  water  service  was  not  functioning 
yet.  Plunging  into  the  river  was  a pretty 
cold  way  to  wake  up,  but  I was  getting 
used  to  cold  baths  there. 


After  a gut-filling  breakfast  of  a 
warmed-up  mix  of  Spam  and  who- 
knows-what-else,  we  divided  into 
groups  with  a doctor  or  medical  stu- 
dent, a Red  Cross  volunteer,  and  a local 
health  promoter.  These  promoters  are 
similar  to  home  health  nurses  who  go 
out  into  the  veredas  on  a regular  basis 
and  check  up  on  the  people  to  manage 
their  health  needs.  Because  there  were 
more  students  than  veredas  we  doubled 
up  some.  At  first,  they  were  reluctant  to 
send  me  out  at  all  into  the  rural  areas 


for  fear  of  the  guerrillas  and  they 
wanted  to  keep  me  in  the  local 
makeshift  clinic.  But  I pled  my  case  and 
I was  allowed  to  go  with  another  doc- 
tor to  veredas  that  were  closer  to  the 
main  town  and  supposedly  safer. 

We  were  supplied  with  a ration  of 
salchichas,  beans,  tuna,  sardines,  and 
water.  We  also  were  given  some  oral  re- 
hydration powder  mixes  for  children 
with  diarrhea,  some  feminine  napkins 
for  women,  and  a pat  on  the  back.  Our 


health  promoter,  Amanda,  arrived  with 
some  help  of  her  own  — two  other 
health  promoters  — and  we  went  to  the 
fire  station  in  search  of  a ride.  One  of 
the  local  firefighters,  along  with  his 
trusty  firedog.  Rocky,  gave  us  a ride  in 
his  well-used,  red  Nissan  4WD 
firetruck/Jeep.  The  firefighter  and  his 
dog  took  us  as  far  as  the  vereda’s  ele- 
mentary school,  where  we  began  our 
survey  with  three  families  sharing  an 
improvised  shack  on  school  grounds. 

We  were  warmly  welcomed,  proba- 
bly in  large  part  because  the 
health  promoter  was  knotvn 
to  the  people,  and  our  Red 
Cross  volunteer,  Carolina, 
had  been  to  the  same  vereda 
a couple  of  days  earlier  with 
the  social  workers.  The  peo- 
ple welcomed  us  and  almost 
everyone  pulled  up  chairs 
for  us  and  served  black  cof- 
fee or  water  sweetened  with 
unrefined  cane  sugar.  When 
we  stopped  for  lunch  at  one 
finca  (something  like  a farm 
or  country  house),  they 
served  us  soft  drinks  and 
gave  us  rice  to  eat  with  our 
salchichas  and  tuna  fish. 

At  each  finca,  we  began 
by  asking  how  many  families 
lived  there  and  how  the 
adults  and  children  were  do- 
ing. We  asked  about  diar- 
rhea, respiratory  infections, 
and  skin  conditions  in  the 
children  because  these  are 
prevalent  when  sanitary 
conditions  suffer  and  living 
conditions  are  crowded.  We 
also  asked  the  adults  about 
chronic  conditions  they 
might  suffer  from,  such  as  hypertension, 
diabetes,  or  cancer.  I brought  my  blood 
pressure  cuff  and  we  monitored  those 
with  hypertension  and  found  two  people 
with  extremely  high  blood  pressure 
(greater  than  210/110  mmHg).  We  were 
able  to  treat  their  conditions  initially 
with  an  ACE  inhibitor  that  the  health 
promoter  brought  along.  If  we  didn’t 
have  the  medication  we  needed,  we 
noted  the  name  of  the  finca,  the  patient, 
and  the  prescription  so  that  the  health 


David  Ross  and  fellow  volunteers  Carolina  and  “Dr  Catalina"  pose  in  front  of  Red 
Cross  headquarters  in  Cordoba  during  earthquake  relief  efforts. 
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promoter  could  take  it  by  later  when  she 
f made  the  rounds  with  the  engineers, 
i At  the  first  finca,  we  prescribed  di- 
icloxacillin  for  a man  with  an  infected 
;sldn  wound  and  Garaniycin  eye  drops  for 
la  child  with  an  eye  infection  and  gave  in- 
[structions  to  keep  the  child’s  hands 
washed  so  that  he  didn’t  stick  dirty  fin- 
gers into  his  eyes.  One  of  the  children 
mlso  had  diarrhea,  so  we  left  a few  pack- 
lets  of  the  oral  rehydration  mixes  with  in- 
structions on  how  to  prepare  it. 

I We  went  from  finca  to  finca  with  our 
! health  promoter  leading  the  way  and 
introducing  us  as  “Dr  David”  and  “Dr 
t Catalina”  from  the  Cruz  Roja. 

The  views  along  our  walks  between 
fincas  were  absolutely  gorgeous  from 
one  mountain  across  to  the  other. 
Wherever  you  looked,  you  could  see 
green  mountains  with  fertile  valleys  in 
between.  I enjoyed  the  walks  between 
the  fincas  almost  as  much  as  the  home 
visits.  The  countryside  was  so  peaceful 
compared  with  the  busy  noise  of 
Medellin,  and  the  views  were  some- 
thing to  put  on  a postcard.  Almost 
every  house  we  visited  had  suffered 
some  sort  of  damage  because  of  the 
earthquake,  some  destroyed  or  unin- 
habitable. Yet  most  people  had  already 
come  to  grips  with  the  situation.  Many 
had  not  ventured  into  the  cities  and 
didn’t  know  the  extent  of  the  damage. 
Many  were  afraid  to  go  back  into  the 
houses  for  fear  of  being  trapped  during 
one  of  the  frequent  aftershocks.  Sev- 
eral of  the  people  we  saw  were  suffer- 
ing post-traumatic  stress  disorder 
(PTSD)  with  insomnia,  fear  of  enclosed 
places,  headaches,  and  nightmares. 
One  young  woman  was  suffering  from 
PTSD  and  grief  over  the  loss  of  her  only 
child,  who  was  28  months  old. 

One  family  we  saw  was  cleaning  up 
the  huge  pile  of  rubble  left  when  their 
house  collapsed,  but  they  seemed  re- 
signed to  the  loss.  They  told  us  they 
had  just  moved  to  the  finca  4 months 
ago  from  Armenia,  one  of  the  hardest- 
hit  cities. 

In  probably  the  strictest  sense  of  the 
word,  the  people  we  saw  were  “poor.” 
These  people  had  few  possessions  and 
even  fewer  luxuries.  They  worked  hard 
in  the  home  or  in  the  fields,  yet  they 
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did  not  seem  burdened  with  their  lack 
of  fortune.  The  homes  they  lived  in, 
what  was  left  of  them,  were  modest. 
The  ones  I saw  had  electricity  but  none 
had  phones;  several  had  refrigerators 
and  televisions.  Most  seemed  to  be 
constructed  of  either  cinder  blocks  or 
bajareque,  a common  technique  involv- 
ing a frame  made  of  guadua  cane  in 
which  they  pack  mud  and  then  cover  it 
with  stucco.  When  these  collapsed  — 


windshield  wipers  weren’t  working  and 
we  would  have  to  stay  another  night. 

The  Red  Cross  headquarters  build- 
ing already  was  crowded  without  the 
new  group  and  now  it  was  going  to  be 
even  worse,  especially  because  the  toi- 
lets were  not  working  and  the  water 
had  shut  down  again.  I was  not  looking 
forward  to  spending  another  night 
there  but  we  had  no  choice.  We  organ- 
ized our  sleeping  arrangements  as  best 


Almost  every  house  we  visited  had  suffered  ^ 
some  sort  of  damage  because  of  the  earthquake, 
some  destroyed  or  uninhabitable.  ( 


and  they  seemed  to  be  susceptible  to  it 
— they  left  huge  piles  of  cane  and 
dried  mud.  None  of  the  houses  had  air- 
conditioning;  most  of  them  just  had 
open  window  frames,  which  the  mild 
climate  allows.  Most  of  the  people 
seemed  to  get  their  water  from  rainwa- 
ter or  by  piping  it  in  from  one  of  the 
many  streams  and  then  boiling  it.  For 
cooking,  people  relied  on  wood-burn- 
ing stoves.  Catalina,  the  physician  I 
was  with,  told  me  that  many  of  the 
women  suffered  from  chronic  obstruc- 
tive pulmonary  disease,  not  from 
smoking  tobacco  but  from  the  many 
years  of  working  in  kitchens  and  being 
around  the  wood  smoke. 

The  first  day  we  went  out,  we  found 
many  people  with  minor  medical  con- 
ditions that  needed  treatment.  On  the 
second  day,  we  went  to  a smaller 
vereda,  where  almost  everyone  we  met 
was  in  good  health,  so  our  day  was 
much  shorter  and  easier. 

Back  to  Medellin 

That  night,  a bus  was  to  arrive  with  the 
engineers  who  would  check  the  struc- 
tural integrity  of  the  rural  buildings. 
We  would  return  to  Medellin  on  the 
same  bus  that  night  once  they  had  un- 
loaded. When  they  finally  arrived  at  11 
pm,  it  had  been  raining  hard  for  several 
hours.  There  was  confusion  when  ar- 
riving and  departing  groups  met  at  the 
door.  We  soon  learned  that  the  bus’s 


we  could.  Around  midnight,  when  we 
had  already  gotten  ready  to  go  to  sleep, 
we  heard  they  had  fixed  the  bus  and 
we  would  leave  immediately.  We  hur- 
riedly said  our  good-byes  and  boarded 
the  bus.  When  we  arrived  back  in 
Medellin  the  following  morning,  I felt 
glad  to  be  back  and  looked  forward  to 
a hot  shower  and  a soft,  warm  bed. 

I never  imagined  when  I traveled  to 
Colombia  that  I would  be  involved  in 
an  earthquake  relief  effort.  I had  mixed 
feelings  about  the  whole  event.  It  was  a 
terribly  tragic  time  for  so  many  people, 
but  for  me  it  was  a unique  experience 
that  allowed  me  to  see  the  destruction 
that  an  earthquake  can  cause,  partici- 
pate in  a small  part  of  a disaster  relief 
effort,  discover  an  unknown  part  of 
Colombia,  see  the  way  many  people 
live  in  the  countryside,  help  in  what 
small  way  I could,  and,  probably  best  of 
all,  experience  the  hospitality  and  gen- 
erosity of  all  the  people  we  saw  in  the 
veredas  of  Cordoba.  ★ 
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Educational  Showcase  & Expo 


May  6-9,  1999  ■ Dallas,  Texas  ■ Wyndham  Anatole  Hotel 

Even  More  Improvements  in  Store  for  TexMed  ’99:  Educational  Showcase  & Expo 

The  annu'.il  meeting  of  Texas  Medical  Association  continues  to  evolve  as  TexMed  '99!  Six  new  educational  tracks  designed  to  provide 
learning  opportunities  offered  nowhere  else  in  the  medicid  community  will  be  featured  in  1999.  Clinicid  ;md  socioeconomic  programs 
round  out  the  meeting’s  attractions,  along  with  family  activities,  spoils,  :md  social  events.  Don’t  miss  it!  Register  today! 


IgHWOW 

Sports  Events 

C.  Lincoln  Williston  tJolf  Toumtunent 


TEXMED  '99  AT  A GLANCE 


8-9:30  am 

House  of  Delegates  Opening  Session 

8 am-5  pm 

Texas  Academy  of  Family  Physicians  - 
Add  a Day  to  TMA 

10  am-l:30  pm 

Reference  Committees 

Scientific  Sections 

Digestive  Diseases  (9  am-noon) 

Symposia 

Emergency  Medicine  (9  am-1  pm) 

2-5  pm 

General  Session  (Underwritten  by  Texas 
Medical  Liability  Trust) 

5-6  pm 

Meet  the  Speakers  Reception/Book  Signing 

After  6 pm 

CMS  Meet  the  Candidates  Reception 
Alumni  Events 

.Alliance  Dallas  World  Aquarium  Dinner 
With  Ross  Perot 


Nightlife  Shuttle 
7:30  am-5:30  pm 
Exliibits 

9 am-noon;  1:30-4  pm 

House  of  Delegates 

9-10:30  am 

Mercer  Investment  Seminar 


SAIJJftOAT 


ifT 


FOR  TEXMED  '99! 

You  make  the  call.  Simply  pick  up  the 
phone  and  call  the  Wyndham  Anatole 
Hotel  in  Dallas  to  make  your  reservations 
directly  with  the  hotel. 

RATES:  Single  Occupancy:  $150 
Double  Occupancy:  $170 

(214)  761-7500 
CAU  TODAY! 

Deadline  for  Rates: 
March  29,  1 999 


8 am-5  pm 
Educational  Tracks 

The  Business  Aspects  of  Medical  Practice 
Ethics  EPEC  End-of-Life  Care  (7:30  am-5:30  pnj>j|j)p' 
Technological  Advances  in  Medicine  (2-5  pm)lff^ 

8 am-5  pm 
Sections 

Endocrinology  (8  am-12:10  am) 

Family  Practice  (9  am-5  pm) 

Neurological  Surgery 
Obstetrics  and  Gynecology  (2-5  pm) 

Ophthalmology 
Otolaryngology  (9  am-5  pm) 

Plastic,  Reconstnictive  and  Maxillofacial  Surgery 
Psychiatry  (9  'am-5  pm) 

Public  Health  (8  am-4:15  pm) 

Surgery 

8 am-5  pm 
Symposia 

Blood  and  Tissue  Usage  (2-5  pm) 

Diabetes  (2-5  pm) 

Sports  Medicine 

8 am-5  pm 
Specialty  Societies 

Texas  Dermatological  Society  (2-5  pm) 

Texas  Orthopaedic  Association 

Noon- 1:30  pm 

TMA/TMAA  Presidents’  Installation  Luncheon 
2-3:30  pm 

Mercer  Investment  Seminar 

6-11  pm 

TMA  Foundation  Benefit  - New  York  Nights 

After  6 pm 

Alumni  Events 
Specialty  Society  Functions 
Family  Night  Out  Shuttle 


Nightlife  Shuttle 
Sports  Events 
Tennis 

7:30  am-4  pm 
Exhibits 
8-9  am 
General  Session 
8:30  am-2  pm 

He-ard  Natural  Science  Museum  and  Wildlife  Sanctuary 

9 am-4  pm 
Culture  Bus  Tour 
9 am-5  pm 
Educational  Tracks 

The  Clinical  Practice  of  Medicine  (9  am-3:30  pm) 

Computers  in  Medicine 

Ethics  EPEC  End-of-Life  Care  (7  am-5:30  pm) 

The  Science  of  Altemative/Complementary  Practices 
(9  am-3  pm) 

Socioeconomics  (8:30  'am-5  pm) 

9 am-5  pm 
Specially  Societies 

Texas  Dermatologic'al  Society  (8:30  am-noon) 

Texas  Orthopaedic  Association 
Texas  Society  of  Anesthesiologists 

9 am-5  pm 
Scientific  Sections 

Allergy,  Asthma  and  Clinical  Immunology  (7  am-5  pm) 
Colon  and  Rectal  Surgery  (9  am- 1 2:30  pm) 
Neurological  Surgery 
Ophthalmology 

Otolaryngology  (8:30  am-noon) 

Pediatrics  (9  am- 12  pm) 

Physical  Medicine  and  Rehabilitation 

9 am-5  pm 
Symposia 

Adolescent  Risk  Assessment  (9  am-noon) 

Cancer:  What  Primary  C'are  Physicians  Need  to  Know 
Diabetes  (9  am-noon) 

Heart  Care  Partnership  (9  am-1  pm) 

Pain  (9  am-noon) 

Sleep  Disorders  (8  am-noon) 

House  of  Delegates  Sections 

Organized  Medical  Staff 

Medical  Student 

Resident  Physician 

Young  Physician 

After  6 pm 

Alumni  Events 

Specialty  Society  Functions 

SOHD^ 

MAY  9 

EPEC  Train-the-Trainer  Workshop  (8  am-noon) 

Tex'as  Dermatological  Society  (8:30  am-noon) 


'I»iMeil99 


' Educational  Showcase  & Expo 


REGISTRATION  FORM 

May  6-9,  1 999  ■ Wyndham  Anatole  Hotel,  Dallas 

One  form  per  person.  Duplicate  as  needed. 


Complete  registration  form  following  steps  I through  I I and  return  by  fax  or  mail  with  payments. 
Pick  up  tickets  and  badges  at  the  registration  area  in  the  Atrium  I lobby  at  the  Wyndham  Anatole. 


Name  Member  License  # □ □□□□ 

Address  

City State  Zip Specialty 

Phone  # ( ) Fax  # ( ) 

E-mail: 

Please  check  all  applicable  spaces  below: 

□ TMA  Delegate  O TMA  Council  Member  Chair  O TMA  Foundation  Donor  Q TEXPAC  Q CMS  Officer 

O TMA  Alternate  Delegate  □ TMA  Committee  Member  Chair  □ AMA  Member  □ TEXPAC  300  Club 


Registration  Fees 

MEMBERS  (Please  check  the  applicable  box) 

□ Physician  FREE  □ Medical  Student  FREE  □ Intern,  Resident,  Fellow  FREE  QTMA  Member’s  Family  (attach  names)  FREE 


NONMEMBERS 

□ Physician  @ $200  □ Intern,  Resident,  Fellow  @$  1 0 □ Medical  Student  @$  1 0 □ Allied  Health  Personnel  @$  1 0 

□ Approved  Visitor  @$50  □ Nonmember’s  family  over  age  2 1 (attach  names)  @$  1 0 □ Speaker  (waived) 


REGISTRATION  SUBTOTAL  $ 


O 


Educational  Tracks 


Please  indicate  which  of  the  following  educational  tracks  you  plan  to  attend: 


□ The  Business  Aspects  of  Medical  Practice  (Friday) 

□ Technology  Subtrack  #1:  Technological  Advances  in  Medicine  (Friday) 

□ Ethics  EPEC  End  of  Life  Care  (Friday  and  Saturday) 

□ The  Clinical  Practice  of  Medicine  (Saturday) 

Please  indicate  which  specialty  program  you  plan  to  attend 


□ The  Science  of  Alternative/Complementary  Practices  (Saturda) 

□ Socioeconomics  (Saturday) 

□ Technology  Subtrack  #2:  Computers  in  Medicine  (Saturday) 

□ EPEC  Train-the-Trainer  Workshop  (Sunday,  8 am-noon) 


Installation  Luncheon 

Friday,  May  7,  noon- 1 :30  pm,  Chantilly  Ballroom  West  @ $ 1 5 per  person  x. 


0 FAMILY  ACTIVITIES 

□ Dallas  World  Aquarium  Dinner  with  Ross  Perot  (Thursday)  @ $ 65  per  person  x = $ 

□ Concurrent  Dallas  World  Aquarium  Children’s  Activities  @ $ 15  per  child  = 

□ Culture  Bus  Tour  (Saturday) 

□ Heard  Natural  Science  Museum  and  Wildlife  Sanctuary  (Saturday)  @ $10  per  person  x = $, 


Q ON-SITE  CHILD  CARE 


Child  care  will  be  offered  at  the  Wyndham  Anatole  forThurs.-Sun.  daytime  functions. 


Thurs. -Sat.,  7:30  am-5:30  pm:  Daily  rates-Children  6 weeks  to  3 years  (not  toilet  trained)  $39  per  child;  3 years  and  up 

(toilet  trained)  $29  per  child.  Half-day  rate  for  Sunday:  Children  6 weeks  to  3 years  $29  per  child;  children  3 years  and  up  $20  per  child. 


Q SPORTS  EVENTS 

□ C.  Lincoln  Williston  TMA  Golf  Tournament  (Wednesday)  @ $125  per  person  x = $ 

□ Tennis  (Saturday)  @ $25  per  person  x = $ 


New  York  Nights  - TMA  Foundation  Benefit 

Friday,  May  7, 6-1  I pm,  Wyndham  Anatole  Dallas  Hotel 

Option  I:  Regular  Tickets  $100  per  ticket  x = Regular  Ticket  total  $ 

Option  2:  NYC  Sponsor  $ 1 25  per  ticket  x = NYC  Sponsor  total  $ 


Advance  Copy  of  Final  Program  with  presentation  summaries  and  complete  details  (available  early  April)  @ $10 

Medical  Student/Resident  Sponsorships 

Help  defray  expenses  for  medical  student/resident  scientific  poster  displays  by  donation  of  $100,  $50,  or  $25 


$ 


$ 


total  FEES  (Steps  2- 1 0)  - $ (No  refunds  after  April  IS,  1999) 

□ Enclosed  is  my  check  # for  $ payable  to  TMA.  Charge  to  my  □Visa  □ MasterCard  □AMEX  Amount  $ 

Acct.No.  □□□□□□□□□□□□□□□□  Exp.Date  □□□□□□ 

Name  on  Card Signature  


Return  form  and  payment  information  to  TMA  Conference  and  Meeting  Management  Department,  401  West  15th  Street,  Austin, TX  7870 1 - 1 680,  fax  (S  1 2)  370-1635 

L □ Check  here  if  special  assistance  is  required  to  fully  participate.  We  will  contact  you  to  discuss  your  needs.  We  cannot  assure  the  availability  of  disability  assistance 
without  prior  notification  of  need.  Questions?  Call  TMA  Conference  and  Meeting  Management  Department,  (800)  880- 1 300  or  (5 1 2)  370- 1 300,  ext  1 452  or  1453. 


=>ACV  OTBpB^can  Medical  Aiso«ttion'p8J/|^MPA0)  arem 
% are  limited  to  tt 

orfailure  to'fm^ienntribuifons.  Cont(^^orto<iire  subject  to 


itabie  contributions  fotf ' 

,.  Neither  TMA  rror  AMA  will 
H^sion  regulations.  ;; 
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Putting  Patients  First 


Above  and  beyond 

Physicians  demonstrate  the  meaning  of'putting  patients  first’ 


“For  where  there  is  love  of  man, 
there  is  also  love  of  the  art.  ” 

— Hippocrates 


G,  ash  flow.  Staffing  problems. 

I Workers’  compensation  and  mal- 
!l  practice  laws.  Piles  of  paperwork.' 

With  so  many  distracting  details 
I competing  for  their  attention, 
IJ  physicians  often  must  struggle  to 
' keep  alive  the  ideals  that  com- 
pelled them  to  enter  medical  school. 

But  throughout  Texas,  many  doctors 
robustly  live  those  ideals  every  day. 
“Putting  Patients  First”  isn’t  just  a slogan 
for  Kenneth  E.  Salyer,  MD,  who  battles 
insurers  for  children  with  facial  deformi- 
ties; for  Janet  Gildea,  MD,  and  Lisa 
Rouse,  MD,  who  provide  free  or  low-cost 
care  to  those  in  need;  or  for  Oscar  Fon- 
seca, MD,  who  helped  procure  medical 
supplies  for  Central  American  hurricane 
victims.  Their  stories  remind  us  that 
sometimes  — as  physicians  and  as  hu- 
mans — doing  what’s  right  means  doing 
what’s  extraordinary.  > > 


By  Sherri  Deatherage  Green 


56 


Texas  Medicine  ★ April  1999 


www.texmed.org 


Putting 

Patients 

First 


Kenneth  E.  Salyer,  MD 

while  a resident  at  the  University  of 
Kansas,  Dr  Salyer  treated  a young 
woman  whose  face  had  been  smashed 
in  a traffic  accident.  The  technology 
available  in  the  1960s  was  not  suffi- 
cient to  restore  the  patient  to  a normal 
appearance.  For  2 years,  Dr  Salyer 
watched  the  woman  struggle  to  over- 
.come  not  only  the  physical  but  also  the 
social  and  psychological  consequences 
.of  her  tragedy. 

“I  knew  there  had  to  be  a better 
:way,”  Dr  Salyer  said. 

! Years  later,  he  observed  a daylong 
j procedure  demonstrated  by  Paul 
Tessier,  MD,  the  French  pioneer  of  the 
craniofacial  specialty.  Excited  by  this 
breakthrough  in  reconstructive  surgery. 
Dr  Salyer  dedicated  his  career  to  help- 
ing people  with  facial  deformities  lead 
normal  lives.  In  1970,  he  performed  the 
first  such  operation  in  the  Southwest. 
The  founder  and  first  professor  of  the 
Division  of  Plastic  Surgery  at  The  Uni- 
versity of  Texas  Southwestern  Medical 
School,  Dr  Salyer  continues  to  research 
and  teach  craniofacial  techniques.  He 
serves  as  a clinical  professor  at  The  Uni- 
versity of  Texas  Health  Science  Center 
in  San  Antonio  and  as  an  adjunct  pro- 
fessor of  the  Baylor  College  of  Dentistry. 

Most  of  the  patients  treated  in  Dal- 
las’ International  Craniofacial  Institute 
are  children  born  with  birth  defects 
such  as  cleft  lips  and  palates,  syn- 
dromic and  simple  craniosynostosis, 
and  other  disfiguring  conditions.  Dr 
Salyer  founded  the  institute  in  1986 
and  also  treats  conditions  that  result 
I from  trauma,  tumors,  and  disease. 

I “It’s  a surgery  of  self-esteem,”  Dr 
I Salyer  said.  The  institute’s  motto  is 
“Reconstruct  a face,  create  a new  life.” 
He  treats  many  children  when  they  are 

Kenneth  Salyer,  MD,  founded  the  International 
Craniofacial  Institute  in  Dallas  and  helps  people  with 
facial  deformities  lead  normal  lives. 


so  young  they  never  remember  the  sur- 
gery. “We  try  to  work  on  them  before 
they  go  to  school.  That’s  when  the  kids 
start  making  fun  of  them.” 

But  craniofacial  surgery  does  more 
than  improve  a patient’s  looks.  In  many 
cases,  facial  injuries  or  birth  defects  can 
hinder  breathing,  hearing,  speech,  or 
other  vital  functions.  Yet  increasingly,  in- 
surance companies  deny  coverage  for 
such  procedures,  claiming  they  are 
merely  cosmetic.  The  American  Medical 
Association  defines  cosmetic  surgery  as 


reshaping  normal  body  structures  to  im- 
prove appearance  and  self-esteem.  Re- 
constructive surgery  involves  procedures 
to  correct  abnormal  body  structures. 

One  look  at  before-and-after  photos 
of  Dr  Salyer’s  patients  reveals  the  weak- 
ness of  the  managed  care  argument. 
“Even  5 years  ago,  this  problem  didn’t 
exist  at  all,”  Dr  Salyer  said.  “Managed 
care  has  been  a major  roadblock.” 

To  help  patients  overcome  those 
roadblocks.  Dr  Salyer  founded  the 
World  Craniofacial  Eoundation.  It  has 
provided  education,  transportation, 
and  housing,  and  donated  medical  care 
to  families  all  across  the  United  States 


and  from  60  countries.  The  foundation 
survives  on  financial  donations  and  on 
services  volunteered  by  about  50  Dal- 
las-area  doctors.  A quarter  of  Dr 
Salyer’s  patients  receive  some  type  of 
assistance  from  the  foundation. 

Dr  Salyer  also  is  involved  with  the 
Coalition  for  Insurance  Coverage  of 
Children’s  Deformities  and  is  featured 
in  a video  the  organization  uses  to  raise 
awareness  of  the  problem.  So  far,  14 
states  have  passed  statutes  requiring 
health  insurance  policies  to  cover  at 


least  some  types  of  birth  defects  and 
deformities.  State  Sen  John  J.  Carona 
(R-Dallas)  has  sponsored  Senate  Bill 
161  to  create  such  a law  in  Texas.  In 
Congress,  Rep  Sue  W.  Kelly  (R-NY)  has 
introduced  House  Bill  49,  the  Treat- 
ment of  Children’s  Deformities  Act. 

In  addition.  Dr  Salyer  has  worked  to 
raise  awareness  of  craniofacial  surgery 
by  appearing  on  national  and  interna- 
tional television  programs,  coauthoring 
seven  books,  and  being  featured  in  Pa- 
rade magazine. 

“I  think  most  doctors  don’t  have  a 
problem  putting  patients  first,”  Dr 
Salyer  said.  “We’re  humanitarians.  The 


“I  think  most  doctors  don’t  have  a problem 
putting  patients  first.” 


i Tel  800.880.1300 
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Putting  Patients  First 

interference  has  mainly  come  about  as 
a result  of  managed  care.  It’s  making  it 
more  and  more  difficult  to  put  patients 
first  because  [doctors]  are  so  caught  up 
in  the  business  aspects  of  medicine.” 

Lisa  Rouse,  MD 

Visit  the  Raphael  Community  Free 
Clinic  in  Kerrville  on  any  given  Thurs- 
day night  and  you  probably  will  find  Dr 
Rouse  treating  uninsured  or  underin- 
sured obstetrics  patients. 

The  year-old  clinic  is  named  after 
the  Archangel  Raphael,  whose  name 
translates  as  “God  heals,”  explains  Sis- 
ter Marge  Novak.  A Franciscan  nun  and 
nurse  practitioner.  Sister  Novak  met  Dr 
Rouse  when  the  two  worked  together 
at  a local  medical  practice.  When  the 
sister  decided  to  start  a free  clinic.  Dr 
Rouse  became  one  of  her  most  enthusi- 
astic supporters  and  helpers. 

“I  just  wanted  to  do  something  in  our 
church  to  help  people  who  couldn’t  get 
to  the  doctor,”  Sister  Novak  recalled. 

The  community  quickly  jumped  on 
Sister  Novak’s  bandwagon.  A local  busi- 
nessman built  a new  facility  for  the  clinic. 

Volunteer  doctors  staff  the  clinic  on 
Thursday  nights,  and  Sister  Novak  sees 
patients  an  additional  3’A  days  a week. 
Local  restaurants  feed  the  physicians  and 
lay  volunteers  who  staff  the  office.  Med- 
icines are  donated,  while  Sid  Peterson 
Memorial  Hospital  and  an  Austin  labora- 
tory help  provide  x-rays  and  lab  work. 
Funding  comes  from  grants  and  private 
donations,  and  the  community  dedicated 
last  year’s  charity  ball  to  the  clinic. 

“Fve  seen  a lot  of  free  clinics,  but  I’ve 
never  seen  one  with  these  types  of  serv- 
ices and  these  hours  available.  There’s  a 
much  wider  range  of  what  we  can  do 
than  just  trying  to  put  a Band-Aid  on 
it,”  Dr  Rouse  said.  “I  think  there’s  this 
kind  of  need  in  any  community.” 

Dr  Rouse  has  delivered  15  or  20  ba- 
bies in  the  last  6 months  for  women 
she  has  treated  at  the  clinic.  Since  it 
opened,  almost  no  expectant  mothers 
have  shown  up  to  deliver  at  the  local 
emergency  room  without  prenatal  care. 

Practically  all  of  the  women  Dr 


Lisa  Rouse,  MD,  talks  to  a patient  at  the  Raphael 
Community  Free  Clinic  In  Kerrville. 




Rouse  treats  at  the  clinic  are  uninsured 
or  underinsured.  Many  of  the  clinic’s 
patients  are  undocumented  aliens  from 
Mexico,  but  a significant  number  are 
working  people  who  don’t  have  insur- 
ance or  who  have  high  deductibles. 

Dr  Rouse  worked  for  2 years  in 
Alaska  and  another  2 in  Arlington.  She 
moved  to  Kerrville  so  that  she  could 
provide  a full  range  of  medical  services 
“like  the  old  GPs  did.”  She  doesn’t  toot 


helping  people,  you  should  give  some- 
thing back,”  said  Dr  Rouse,  who  started 
a solo  practice  last  year.  “I  consider  my 
patients  to  be  part  of  my  family.” 

Janet  Gildea,  MD 

Ministering  to  the  health  care  needs  of 
poor  patients  in  southeast  El  Paso 
County  is  part  of  a larger  calling  for  Dr 
Gildea.  In  addition  to  being  a family 
physician,  she  is  a nun  of  the  Cincin- 


“I  believe  that  if  you  have  the  capability 
of  helping  people,  you  should  give  something  back. 

I consider  my  patients  to  be  part  of  my  family.” 

• ' ~ I TiTtWiT 

nati-based  Sisters  of  Charity  order. 

“I  found  out  during  college  that 
there  were  such  things  as  sister  physi- 
cians,” she  said.  “I  didn’t  realize  that 
you  could  be  both  a sister  and  a doctor.” 

For  the  last  4 years.  Dr  Gildea,  along 
with  two  other  sisters  and  a small  staff, 
has  operated  a primary  care  clinic  that 
is  open  5 days  a week  for  residents  of 
nine  desert  colonias.  Only  three  of  the 
communities  have  running  water. 

The  sisters  have  chosen  to  keep  La 
Clinica  Guadalupana  small  and  its 
processes  simple  so  that  it  is  accessible  to 


her  own  horn  much,  but  Sister  Novak 
is  quick  to  sing  the  praises  of  the  physi- 
cian who  was  given  the  1998  Health- 
care Leadership  Award  by  the  Kerrville 
Chamber  of  Commerce.  Eight  physi- 
cians rotate  Thursday-night  duty  at  the 
free  clinic,  but  Dr  Rouse  is  there  practi- 
cally every  week  and  always  is  willing 
to  help  out  over  the  phone  when 
needed.  “It’s  a service  for  her,  not  a 
business,”  Sister  Novak  said. 

“There’s  a big  gap  in  the  availability 
of  health  care  to  a certain  population.  I 
believe  that  if  you  have  the  capability  of 
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Putting  Patients  First 


patients.  Funding  comes  from  grants,  pri- 
vate donations,  and  what  little  money 
the  patients  are  able  to  pay.  Costs  are 
kept  relatively  low,  in  part  because  the 
sisters  receive  only  stipends  and  not  pro- 
fessional salaries.  The  Texas  Tech  Univer- 
sity Health  Sciences  Center  in  El  Paso 
helps  out  by  sending  its  mammogram 
van  once  a month  and  by  delivering  ba- 
bies born  to  the  clinic’s  obstetric  patients. 


“Virtually  no  one  in  our  patient  pop- 
ulation has  private,  third-party  insur- 
ance,” Dr  Gildea  said,  “but  everyone  is 
seen,  regardless  of  ability  to  pay.”  Most 
are  women  and  children.  The  area’s  un- 
employment rate  is  very  high,  and  al- 
though most  heads  of  households 
work,  they  generally  labor  in  low-pay- 
ing or  part-time  jobs. 

Dr  Gildea  is  the  former  chair  of 
TMA’s  Preventive  Medicine  Task  Force, 
and  much  of  the  clinic’s  efforts  are  fo- 
cused toward  prevention.  Pap  smears, 
breast  examinations,  immunizations, 
prenatal  care,  and  diabetes  and  tuber- 
culosis screening  are  provided  regard- 
less of  the  patient’s  ability  to  pay.  The 


clinic  also  offers  educational  materials 
in  Spanish,  teaches  CPR  classes  in  the 
remote  colonias,  and  has  established  a 
walking  program  for  patients  with  dia- 
betes and  hypertension. 

Dr  Gildea  also  makes  what  she  terms 
“colonia  calls.”  The  area  lacks  public 
transportation,  and  some  residents 
would  not  visit  the  clinic  because  they 
have  no  money  or  they  fear  being  turned 


in  to  immigration  officials.  So  every 
Tuesday  afternoon.  Dr  Gildea  and  her 
staff  set  up  in  a house  or  office  in  one  of 
the  colonias  to  treat  patients,  perform 
checkups,  and  provide  immunizations. 

“Family  practice  belongs  out  in  the 
community,  and  that’s  where  we  are,” 
Dr  Gildea  said.  “Sisters  have  always 
gone  out  to  where  the  needs  are,  often 
in  places  where  other  people  didn’t 
want  to  go.” 

Oscar  Fonseca,  MD 

“I’m  just  a regular  guy,  nothing  spe- 
cial,” insists  Dr  Fonseca,  a Houston 
physician  who  specializes  in  internal 
medicine  and  endocrinology. 


Janet  Gildea,  MD,  examines  a child  at  La  Clinica 
Guadalupana  in  El  Paso. 

Although  modest  about  his  own  ac- 
complishments, Dr  Fonseca  is  proud  of 
the  work  being  done  by  the  Hispanic 
American  Medical  Association  of  Hous- 
ton (HAMAH).  In  its  9 years  of  exis- 
tence, the  organization  has  given  its 
members  a voice  in  national  policymak- 
ing societies  on  issues  that  affect  them 
and  the  Hispanic  community.  Dr  Fon- 
seca has  held  several  offices  and  served 
last  year  as  the  group’s  president. 

During  his  year  as  HAMAH  presi- 
dent, Hurricane  Mitch  devastated  parts 
of  his  native  Honduras.  Although  Dr 
Fonseca  downplays  his  own  role  in  the 
relief  effort,  he  helped  coordinate  the 
donation  of  medical  supplies  the  organ- 
ization sent  to  Honduras. 

“Our  profession  is  a profession  of 
help  to  people  having  difficulties  with 
health  problems,”  he  said.  “This  was  a 
very  clear  situation  in  which  there  was 
a health  problem  in  the  areas  affected.” 

One  of  Dr  Fonseca’s  loves  is  teaching. 
He  worked  as  a professor  of  medicine 
for  3 years  at  his  alma  mater,  the  Uni- 
versity of  El  Salvador.  Now,  he  is  a clin- 
ical professor  at  The  University  of 
Texas-Houston  Medical  School  and 
teaches  a course  on  physical  diagnosis 
each  year  as  a volunteer.  Dr  Fonseca’s 
chief  goal  during  his  year  as  HAMAH 
president  was  to  provide  Category  I con- 
tinuing medical  education  (CME)  credit 
for  its  scientific  programs.  HAMAH  ac- 
complished that  goal,  and  now  mem- 
bers will  receive  6 hours  of  CME  credit 
for  the  price  of  the  annual  membership. 
Dr  Fonseca  also  helped  organize  a local 
health  fair  in  association  with  the 
Knights  of  Columbus.  In  addition, 
HAMAH  provides  five  scholarships  a 
year  to  students  from  local  medical 
schools  to  provide  stipends  for  intern- 
ship interviews. 

Like  their  colleagues  throughout 
Texas,  Drs  Salyer,  Rouse,  Gildea,  and 
Fonseca  demonstrate  on  a daily  basis 
what  it  means  to  put  their  patients 
first.  ★ 


Sherri  Deatherage  Green  is  a freelance  writer  in  Farm- 
ers Branch. 


“Family  practice  belongs  out  in  the  community, 
and  that’s  where  we  are.” 
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Increasing  diversity  in  Texas  medicine 


members  now  have  the  oppor- 
tunity to  help  underrepresented 
minorities  attend  a Texas  medical 
school.  Improve  access  to  Texas’ 
underserved  by  making  a tax- 
deductible  donation  today.  Make 
your  check  payable  to  TMA 
Minority  Scholarship  Program  and 


mail  to: 


TMA  Minority  Scholarship  Program 
Texas  Medical  Association 
401  West  15th  Street 
Austin,  TX  78701-1680 

Or  give  us  a call  if  you  prefer 
to  use  a credit  card. 


For  more  information,  call 
Marcia  Collins  (800)  880-1300,  ext.  1451. 
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Injuries  are  the  leading  cause  of  morbid- 
ity and  mortality  in  children  older  than  1 
year,  with  a significant  proportion  occur- 
ring in  the  school.  This  article  reviews  the 
past  1 0 years  of  literature  on  school-re- 
lated injuries.  The  incidence,  types, 
anatomic  locations,  sites,  and  activities 
related  to  injuries  on  school  premises  are 
presented.  Comprehensive  studies  in  a 
population  where  injuries  occur  in  a su- 
pervised environment  are  needed.  The 
role  that  cooperative  programs  involving 
schools,  parents,  and  other  agencies  can 
play  in  developing  school  safety  policies  is 
discussed.  Because  injuries  are  common 
in  the  daily  lives  of  thousands  of  school 
children,  a proactive  attitude  coupled 
with  intensive  research  on  the  causes, 
prevention,  and  better  on-site  manage- 
ment would  impact  immensely  on  the 
health  status  of  school-going  Texans. 


Send  reprint  requests  to  Samir  M.  Haq,  207  Stan- 
ley Court,  Friendswood,  TX  77546. 


Injuries  at  school:  a review 

SAMIR  M.  HAQ 
M.M.  HAQ,  MD 


INTRODUCTION 

The  National  Center  for  Health 
Statistics  reported  in  1987  that 
unintentional  injuries  were  the 
leading  cause  of  mortality  and 
morbidity  among  school-aged 
children  (1).  A recent  study  estimated 
that  3.7  million  children  suffer  a sub- 
stantial injury  at  school  every  year  (2). 
The  National  Academy  of  Sciences  has 
called  injuries  a major  underrecognized 
public  health  problem  (3).  Injuries  at 
school  are  a cause  for  concern  because 
they  occur  in  a supervised  environment 
and,  thus,  could  be  potentially  prevent- 
able (4).  The  cost  of  treating  these  in- 
juries is  estimated  at  $3.2  billion  per 
year  (2).  The  number  of  studies  evalu- 
ating school-related  injuries  is  limited. 
This  article  reviews  the  published  litera- 
ture on  the  subject  and  discusses  strate- 
gies for  decreasing  the  mortality  and 
morbidity  attributable  to  school  injuries. 

MATERIALS  AND  METHOD 

A MEDLINE  search  of  the  articles  pub- 
lished in  the  English  language  on  school- 
related  injuries  for  the  past  10  years  was 
performed.  Articles  were  reviewed  along 
with  selected  references  from  them. 

RESULTS 

The  results  of  various  studies  including 
5 large-scale  studies  of  injuries  at 
school  were  remarkably  similar  (Table). 

Incidence 

The  overall  rate  of  injuries  reported  has 
ranged  from  1.6  to  9.22  per  100  stu- 
dents per  academic  year  (5,6).  Retro- 
spective studies  in  general  have 
reported  lower  incidence  than  have 
prospective  studies,  probably  related  to 
lack  of  careful  monitoring  of  the  data, 
underreporting,  and  differences  in  def- 
inition and  classification  of  injuries 
(6,7).  Males  consistently  had  an  ap- 


proximately 1.5  times  higher  risk  than: 
females  in  all  the  reported  studies  (8).  j 
The  middle  school  years  (grades  6 ' 
through  8)  had  the  highest  incidence,  1 
which  was  thought  to  be  related  to  in-  j 
creased  activity  level,  participation  in ' 
sports,  and  puberty-related  years,  I 
termed  “the  clumsy  age”  (9).  High 
school  students  had  the  lowest  inci- 
dence (10).  The  Texas  Department  of 
Health  does  not  have  accurate  data  on 
the  incidence  of  injuries  at  school. 

Risks  related  to  variables  such  as 
month,  day,  and  time  of  injury  have  not 
been  analyzed  consistently.  However,  2 
studies  noted  a seasonal  variation  with 
increased  incidence  in  the  first  2 months 
of  school  (5,6).  This  finding  was  thought 
to  be  secondary  to  the  excitement  of  re- 
turning to  school  after  summer  recess 
and  to  football  practices  in  autumn.  The 
risk  was  lowest  in  the  months  from  Feb- 
ruary though  June.  The  Boulder  Valley 
school  injury  study  reported  that  41%  of 
all  the  injuries  occurred  in  the  morning 
session,  and  fewer  injuries  were  re- 
ported after  school  hours  in  spite  of  high 
participation  in  organized  and  unorgan- 
ized sports  activities  (6). 

Types  of  injuries 

Cuts,  abrasions,  and  contusions  were 
the  most  frequently  reported  injuries. 
Contusions  became  more  frequent  with 
advancing  grades  (6).  High  school  stu- 
dents were  more  likely  to  have  sprains 
and  dislocations  than  any  other  types  of 
injuries,  probably  related  to  sports  and 
athletics.  Fractures,  though  uncommon 
with  an  incidence  of  0.27  to  1.29  per 
100  students  per  year,  were  the  most 
frequent  of  serious  injuries  (6,7).  Frac- 
tures were  more  common  in  grades  7 
through  9,  and  among  males  (11).  Up- 
per extremity  was  the  most  common 
site  of  fractures.  A Seattle  public  school 
review  showed  the  following  frequency 
of  the  more  commonly  seen  fractures: 
fingers,  22%;  wrist,  16%;  and  arm, 
15%  (11).  In  general,  boys  had  higher 
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rates  for  all  types  of  injuries  than  did 
girls,  except  for  elementary  level  girls 
who  sustained  fractures  3 times  more 
often  than  boys  (6). 

Anatomic  distribution  of  injuries 
Extremities  (41.3%)  are  the  most  com- 
mon site,  followed  by  head  injuries 
(39.2  %)  (12).  However,  head  and  facial 
injuries  are  the  most  common  injuries  in 
elementary  school  children  (7),  and  up- 
per extremity  injuries  are  the  most  com- 
mon in  the  secondary  school  age  group. 
Injuries  to  the  neck,  back,  spine,  chest, 
abdomen,  and  pelvis  occurred  with  com- 
parable frequency  in  both  groups.  Multi- 
ple injuries  were  rare.  Girls  had  a higher 
incidence  of  injuries  to  the  torso,  feet, 
and  eyes  compared  with  boys  at  the  ele- 
mentary level.  Two  percent  of  the  in- 
juries involved  the  spinal  cord  and 
resulted  mostly  from  sports  (12). 

Site  of  injury 

In  general,  playgrounds  exceeded  all 
other  sites  of  injury  for  all  age  groups 
(1.09  per  100).  Activity  on  the  play- 
ground accounted  for  3 times  as  many 
injuries  as  any  other  site  among  ele- 
mentary school  students  (6),  while  the 
gymnasium  was  the  next  common  lo- 
cation. Middle  school  students  were 
more  likely  to  be  injured  on  the  athletic 
field  or  in  the  gymnasium.  Equipment 
such  as  climbing  bars  was  associated 
with  38%  of  the  injuries  occurring  on 
the  playground  (6).  One  quarter  of  the 
playground  injuries  were  classified  as 
severe.  Kindergarten  students  had  the 
lowest  incidence  at  3 per  10,000  stu- 
dents each  year  (13).  First-grade  stu- 
dents had  the  highest  incidence  at  19 
per  10,000  (13).  The  role  of  play- 
ground surface  in  the  incidence  and 
severity  of  injury  has  been  studied 
(13).  At  7.1  per  10,000  student-years, 
sand  has  the  lowest  incidence  (13). 
The  injury  rate  for  asphalt  was  almost 
6 times  greater  than  that  of  sand  (13). 
Mats,  gravel,  and  grass  had  incidences 


School  injuries. 


Incidence 

1.6-9.22  per  100  students  annually 

Maleifemale  occurrence  ratio 

1.5:1 

Anatomic  distribution,  % 

Head  and  neck 

29-64 

Upper  extremities 

17-25 

Lower  extremities 

14-18 

Eyes 

7-8 

Torso 

3-7 

Dental 

3 

Type  of  injury,  % 

Playground 

59 

Falls 

32-77 

Athletics  and  gymnastics 

9-22 

Time  of  day,  % 

Morning 

41 

Lunch 

27 

Afternoon 

16 

Month  of  injury 

Highest  — first  2 months  of  school 

Lowest  — February  through  June 

Injury  occurrence  by  grade,  % 

Junior  high  school 

40-50 

Elementary  school 

30-40 

High  school 

15-20 

Data  summarized  from  references  6,  7,  and  18. 


ranging  from  12.4  to  15.8  per  10,000 
student-years  (13). 

Risk  of  injury  by  grade  level 
Children  aged  10  to  14  years  were 
more  prone  to  injuries  than  were  other 
age  groups  (12).  Targeting  this  group 
for  intensive  injury-prevention  strate- 
gies could  be  most  cost-effective. 

Types  of  activities  related  to  injury 
Organized  sports,  athletics,  and  unor- 
ganized sports  are  the  most  frequent 
injury-causing  activities.  Seventy  per- 
cent of  the  playground  accidents  result 
from  falls  (14).  Injuries  from  falls  are 
among  the  most  serious,  accounting  for 
approximately  75%  of  playground-re- 
lated deaths  (15).  Falls  led  also  to  the 
highest  rate  of  emergency  room  visits 
and  hospitalization  (16).  Swings  have 


been  associated  with  a disproportion- 
ate number  of  head  injuries  (17).  Strik- 
ing mechanical  or  other  objects  was 
another  cause  of  injury  (18). 

Recurrent  injuries 

A small  number  of  school  children  sus- 
tain a disproportionate  share  of  injuries 
(19).  These  children  have  been  called 
“injury-prone  children.”  However,  some 
authors  have  questioned  the  idea  of  an 
“injury-prone  child”  (20).  The  propor- 
tion of  recurrently  injured  children  is 
small.  Most  of  them  sustained  only  2 in- 
juries, and  most  of  the  injuries  were 
clustered  within  a short  time  (19).  Re- 
current injuries  are  more  common 
among  junior  high  school  boys  engaged 
in  athletic  activity  (9)  and  in  children 
attending  alternate  school  programs 
with  prolonged  hours  (10). 
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Causes  of  injury 

Children  are  inherendy  at  an  increased 
risk  for  injury  because  of  their  limited 
perceptions  and  inexperience.  They  are 
often  absorbed  in  themselves  and, 
therefore,  oblivious  to  their  surround- 
ings. Besides  sports  and  athletics,  ag- 
gressive behavior  has  been  cited  as  a 
cause  of  injury  by  Johnson  and  Carter 
(21).  They  found  that  13%  of  all  acci- 
dents were  caused  by  aggressive  behav- 
ior such  as  fighting,  pushing,  and 
throwing  objects.  The  Boulder  Valley 
school  study  reported  that  41  of  the  501 
injuries  recorded  were  related  to  fight- 
ing, with  the  highest  rate  of  aggression- 
related  injuries  occurring  in  grades  7 to 
9 and  in  males  with  a ratio  of  4.7:1  (6). 
Angle  found  increased  risk  of  injury  in 
children  with  deficient  locomotor  skills 
such  as  balancing  and  coordination  in 
the  group  aged  6 to  9 years  (22).  Chil- 
dren with  preexisting  musculoskeletal 
disorders  have  higher  morbidity  with 
trauma;  therefore,  recognizing  these 
conditions  is  important  for  prevention 
and  optimal  treatment  (23). 

Weapons-related  injury 
Violent  deaths  in  school  are  more  com- 
mon than  previously  estimated  (24). 
Firearms  are  responsible  for  a majority 
(77.1%)  of  them  (24).  According  to  the 
US  Department  of  Justice,  135,000  stu- 
dents carry  guns  to  school  each  year 
(25).  Gun  carrying  has  been  on  the  in- 
crease in  Texas  schools,  and  we  can  an- 
ticipate increasing  numbers  of  gunshot 
wounds  (25).  Significant  predictors  of 
gun  carrying  include  male  gender,  not 
living  with  both  parents,  drinking  alco- 
hol heavily,  participating  in  fights,  dam- 
aging school  property,  and  perceiving 
that  at  least  a few  other  students 
brought  weapons  to  school  (26).  Most 
shootings  were  intentional  (65%),  with 
drug  or  gang-related  activity  being  the 
most  common  reason  given  (24).  The 
Texas  Department  of  Health  does  not 
have  any  specific  data  on  gunshot  in- 
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Juries  at  school.  Weapons-related  in- 
juries cannot  be  viewed  in  isolation 
from  other  behavioral  problems.  Inter- 
ventions should  target  not  Just  individu- 
als but  the  larger  school  and  community 
contexts  in  which  this  behavior  occurs. 

DISCUSSION  AND  CONCLUSION 

The  National  Academy  of  Sciences  con- 
cluded in  1988  that  injuries  are  a major 
unrecognized  health  problem.  In  spite  of 
its  significance,  this  subject  has  received 
insufficient  attention.  Only  about  half  a 
dozen  studies  have  evaluated  the  epi- 
demiology of  school  injuries.  Five  large- 
scale  studies  reveal  rather  similar 
findings.  The  annual  overall  injury  rate 
varied  from  1.6  to  9.22  per  100  stu- 
dents. Males  sustained  1.5  times  more 
injuries  than  did  females.  Elementary 
school  students  were  more  frequently 
injured  in  the  playground,  while  mid- 
dle/junior high  students  were  injured 
on  the  athletic  field  and  high  school  stu- 
dents in  the  gymnasium.  On  the  play- 
ground, climbing  bars  accounted  for 
38%  of  the  injuries. 

The  injury-reporting  system  is  not 
uniform.  A comprehensive  and  com- 
plete data-reporting  form  needs  to  be 
developed.  Clear  and  standardized  def- 
initions for  various  injuries  and  a com- 
puterized reporting  system  across  the 
state  and  perhaps  the  country  would  be 
helpful.  The  various  professional  or- 
ganizations dealing  with  school  health 
such  as  the  American  School  Health  As- 
sociation, the  American  Academy  of 
Pediatrics,  and  the  National  Associa- 
tion of  School  Nurses  could  develop 
guidelines  and  pathways  that  could  be 
followed  uniformly.  Strict  adherence  to 
reporting  would,  of  course,  be  needed 
since  a previous  study  pointed  out  that 
75%  of  injuries  were  not  reported  (27). 

Research  in  the  field  of  prevention  is 
needed.  Langley  et  al,  reviewing  data 
from  a school  district  in  New  Zealand, 
thought  that  preventing  falls  from  play- 
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ground  equipment  offered  one  of  thei 
best  potential  preventions  (28).  Climb- i 
ing  bars  have  been  recognized  as  a fre-. 
quent  cause  of  injury,  but  little  work  has 
been  done  to  devise  safer  climbing  bars. 
Uniform  impact-absorbing  surface  needs 
to  be  developed  under  the  climbing  bars 
because  it  has  been  shown  to  decrease 
the  injury  rate  (13).  Other  dynamic  vari- 
ables associated  with  injury-prone  activ- 
ities need  to  be  studied,  such  as  control  ! 
of  student  behavior  and  interaction  with 
schoolmates.  A Swedish  study  reported 
that  unsatisfactory  schoolmate  relation- 
ships were  an  important  determinant  of 
risk  of  injury  at  school  (29).  The  proper 
ratio  of  adult  supervisors  to  the  number 
of  children  at  play  with  various  activities 
needs  to  be  established.  A policy  for 
playground  safety  and  in-service  work- 
shops by  the  school  nurse  for  mentors 
and  students  could  be  developed  and 
implemented  on  the  model  proposed  by 
Utah  State  University  (14). 

The  need  for  vigilance,  research,  and 
development  of  safer  methodologies  is 
evident  from  the  fact  that  88%  of  the  in- 
juries occur  while  students  are  being  su- 
pervised (30).  Clearly,  the  middle  school 
grades  need  extra  attention.  A proactive 
program  involving  state  and  local  gov- 
ernment agencies  in  cooperation  with 
community  groups,  schools,  parents, 
and  local  hospitals  following  the  model 
of  the  Harlem  hospital  injury  prevention 
program  could  be  adopted  in  other  parts 
of  the  country,  especially  in  urban  areas 
(31).  This  program  decreased  hospital 
emergency  visits  by  12%  as  a result  of’ 
an  intervention  that  involved  various 
community  agencies  in  improving  the 
safety  of  the  playground. 

Other  programs,  like  the  one  at  John 
Radcliff  Hospital  in  Oxford,  UK,  could  be  i 
explored  on  a pilot  basis  in  the  United  j 
States  (32).  This  program  established  an  j 
injury-minimization  team  consisting  of  a j 
trauma  consultant,  a liaison  health  visi- 
tor, 2 emergency  room  nurses,  and  a pri- 
mary school  teacher.  They  developed 
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pamphlets  and  other  educational  mate- 
Irials  regarding  safety  skills  for  road 
[safety,  home  safety,  sports  and  leisure 
safety,  and  resuscitation  science.  The 
iprogram  incorporated  age-appropriate 
jactivities  such  as  poster  board  drawings, 
lessay  writing  competitions,  and  viewing 
injury-minimization  videos, 
j Feldman  reported  that  on-site  first  aid 
iwas  administered  most  often  by  teachers 
(9).  He  noted  further  that  trained  per- 
jsonnel  were  seldom  present  during  play- 
Iground  activities  and  athletic  events, 
and  he  proposed  that  all  adults  involved 
in  scholastic  athletics  and  playground 
supervisors  be  trained  in  first  aid.  School 
[nurses  in  Texas  do  not  undergo  a stan- 
dard injury-minimization  course.  The 
state  health  department  should  develop 
and  mandate  such  a course,  and  it 
•should  provide  appropriate  audiovisual 
[tools  for  injury-minimization  programs. 
lAn  injury-minimization  team,  headed  by 
jthe  school  nurse,  should  exist  at  every 
school;  its  activities  should  include  over- 
seeing playground  equipment  safety.  Pe- 
'riodic  inspections  of  the  playground 
'equipment  and  evaluation  of  the  play- 
iground  surface  should  be  mandated. 
Clear  and  consistent  rules  of  behavior 
around  playground  equipment  need  to 
be  posted  and  followed.  A system  of  dis- 
icipline  for  negative  behavior  should  be 
implemented.  The  playground  monitors 
should  receive  regular  in-service  training 
in  injury  minimization. 

Methodologies  for  communicating 
with  parents  need  to  be  evaluated  and 
improved.  School  personnel  must  be 
well  informed  regarding  the  legal  re- 
sponsibilities for  the  standard  of  care, 
breach  of  duty,  and  other  aspects  of 
tort  law  (33). 

Because  school  injuries  are  common 
in  the  daily  lives  of  thousands  of  school 
children,  a proactive  attitude  with  in- 
tensive research  on  the  causes,  preven- 
tion, and  better  on-site  management 
would  impact  immensely  on  the  health 
status  of  school-going  Texans. 
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Winning  the  Stanley  Cup  Final  Series  is  related  to 
incurring  fewer  penalties  for  violent  behavior 

STEVEN  T.  McCAW,  PHD 
JOHN  D.  WALKER,  MD 


Catastrophic  and  disabling  injuries  are  be- 
ing reported  more  frequently  in  ice  hockey. 
Within  the  science  of  injury  prevention,  all 
possible  avenues  are  being  explored  to  ad- 
dress this  devastating  problem,  especially 
in  the  areas  of  protective  equipment,  play- 
ing rules,  teaching  techniques,  and  aware- 
ness programs.  Ice  hockey  injuries  are  in 
many  cases  caused  by  violent  player  behav- 
ior, which  may  be  supported  by  coaches 
who  believe  that  such  behavior  contributes 
to  winning.  To  determine  whether  a rela- 
tionship existed  between  violent  player  be- 
havior and  game  outcome,  1462  recorded 
penalties  from  all  18  Stanley  Cup  Final  Se- 
ries from  1980  through  1997  were  ana- 
lyzed with  a 2 X 2 chi-square  analysis.  A 
statistically  significant  association  (chi- 
square  = 7.111,  P = .008)  was  found  be- 
tween violent  player  behavior  and  series 
outcome,  with  the  team  drawing  fewer  vio- 
lent penalty  minutes  being  the  winner  of 
13  of  the  18  series.  A period-by-period 
analysis  of  violent  penalties  incurred  by  the 
losing  teams  revealed  a statistically  signifi- 
cant difference  between  the  first  and  third 
periods,  with  losing  teams  demonstrating 
more  violent  player  behavior  in  the  first  pe- 
riod than  in  the  third  period.  The  results 
suggest  that  violent  player  behavior  may  be 
counterproductive  to  a favorable  game  out- 
come. Coaches  at  the  highest  level  of  com- 
petition may  wish  to  adjust  their  team 
policies  and  recruiting  practices  to  benefit 
from  the  plausible  strategic  advantage  of 
reducing  violent  player  behavior. 

This  research  was  presented  at  the  1998 
Ice  Hockey  World  Championship  Inter- 
national Symposium  on  Medicine  and 
Science  in  Ice  Hockey  in  Zurich,  Switzer- 
land, on  Saturday,  May  9,  1998,  and 
published  in  the  symposium’s  supple- 
ment, “Safety  in  Ice  Hockey  IlHF  1 998.  ” 


Dr  McCaw,  Department  of  Health,  Physical  Edu- 
cation & Recreation,  Illinois  State  University;  Dr 
Walker,  Texas  Youth  Commission.  Send  reprint  re- 
quests to  Dr  Walker,  Texas  Youth  Commission  Of- 
fice of  Prevention,  4900  N Lamar  Blvd,  Austin,  TX 
78765. 


INTRODUCTION 

Catastrophic  and  disabling  injuries 
are  being  reported  more  fre- 
quently in  ice  hockey  (1,2).  Many 
players  have  suffered  career-end- 
ing concussions  and  even  perma- 
nent paralysis  from  irreversible  injury  to 
the  brain  and  spinal  cord  (3,4).  With  the 
growing  popularity  of  ice  hockey,  this 
tragic  trend  will  continue  unless  the  fun- 
damental cause  of  the  problem  is  found 
and  corrected.  No  effective  treatment 
exists  for  neurological  damage  to  the 
brain  and  spinal  cord.  Prevention  is  the 
key,  and  it  is  becoming  increasingly 
clear  that  coaches  may  hold  that  key 
(5,6).  Ice  hockey  injuries  are  in  many 
cases  caused  by  violent  player  behavior, 
which  may  be  supported  by  coaches 
who  believe  that  such  behavior  con- 
tributes to  winning  (7-10). 

Within  the  science  of  injury  preven- 
tion, all  possible  avenues  are  being  ex- 
plored to  address  the  devastating 
problem  of  catastrophic  and  disabling  in- 
juries in  ice  hockey,  especially  in  the  ar- 
eas of  protective  equipment,  playing 
rules,  teaching  techniques,  and  aware- 
ness programs  (11).  Without  question, 
the  scientific  advances  and  technological 
improvements  have  merit.  However, 
when  the  puck  is  dropped,  the  coach  has 
the  decisive  influence  over  the  player; 
the  coach  is  the  final  arbiter  of  behavior 
on  the  ice;  and  the  coach  can  also  play  an 
important  role  in  injury  prevention 
(12,13).  Coaching  attitude  powerfully 
influences  player  behavior,  which,  in 
turn,  affects  directly  the  rate  and  severity 
of  injury  (14,15).  Coaching  expectations 
define  the  limits  of  appropriate  player 
conduct  during  games  and  effectively  es- 
tablish the  threshold  for  injury,  as  most 
injuries  occur  during  games  (16,17). 

Many  coaches,  even  at  the  highest 
levels,  still  allow  inappropriate  player 
conduct  during  games,  not  realizing  that 
this  undisciplined  behavior  can  cause 
catastrophic  injury  (12,13,6).  A 20-year 


Canadian  study  of  spinal  injuries  in  ice|i 
hockey  players  demonstrated  that  30%  ij, 
of  cervical  injuries  resulted  from  illegal 
checking  from  behind  (12,6).  Despitej: 
the  clearly  defined  relationship  between  f 
undisciplined  behavior  and  catastrophic  j 
and  disabling  injury  in  hockey,  manyji 
coaches  still  tolerate  or  even  covertly  en-  jj; 
courage  violent  behavior  for  a very  sim-  ^ 
pie  reason:  they  believe  it  to  be  essential  i 
to  winning  games  (18,19,10,13).  In  thet 
words  of  James  A.  Michener,  “.  . . thei 
lure  of  fielding  a winning  team  is  so 
great,  and  the  rewards  to  any  coaching 
staff  so  attractive,  that  outright  cheating 
is  condoned.  A coach  . . . gains  long-last- 
ing accolades  for  having  produced  a 
winner.  And  if  such  coaches  are  building 
character,  I must  not  understand  the 
meaning  of  that  word”  (20). 

Is  the  use  of  violence  an  effective 
coaching  strategy  for  ice  hockey  as  it  is 
currently  played?  Do  teams  penalized 
for  violent  behavior  experience  greater 
success  than  teams  who  display  less  vio- 
lent behavior?  Previously  published  re- 
search (21,22,18,19,23-30)  has  not 
provided  a consistent  answer  to  these 
questions  for  2 reasons:  first,  failure  to 
sample  a sufficient  number  of  games 
over  a considerable  span  of  time,  and 
second,  failure  to  break  down  the  aggre- 
gate statistic  “total  penalty  minutes”  to 
permit  a more  specific,  detailed  analysis 
of  violent  player  behavior  with  the  po- 
tential for  injury.  In  an  attempt  to  correct 
both  of  these  shortcomings,  we  analyzed 
the  18  Stanley  Cup  Final  Series  from 
1980  through  1997  (31)  to  determine 
whether  a relationship  existed  between 
the  frequency  of  penalties  for  violent 
player  behavior  and  game  outcome. 

MATERIALS  AND  METHODS 

This  consecutive  18-year  archival  study 
focused  only  on  the  Einal  Series  of  the 
Stanley  Cup  for  the  seasons  1979-1980 
through  1996-1997,  consisting  of  a total 
of  90  Stanley  Cup  Final  Series  games. 
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I Using  official  National  Hockey 

* League  rule  definitions  (32)  and  previ- 
' ously  published  guidelines  for  the  delin- 
^ eation  of  aggressive  and  nonaggressive 
^ infractions  (33,34,26,28),  we  identified 
'H8  violent  player  behaviors:  attempt  to 

* injure,  boarding,  butt-ending,  charging, 

* checking  from  behind,  cross-checking, 
''deliberate  injury,  elbowing,  fighting, 
'fgoaltender  interference,  instigating, 

‘ head-butting,  high-sticking,  kneeing, 

‘ kicking,  roughing,  slashing,  and  spear- 
ing. A tally  was  made  of  each  officially 

' recorded  episode  of  violent  player  be- 
‘'havior,  without  regard  for  the  actual 
length  of  time  of  the  penalty  or  com- 
bined penalties  given  for  each  infrac- 
tion. Penalties  for  behavior  without 
significant  potential  for  injury,  such  as 
delay  of  game,  holding,  hooking,  inter- 
ference, too  many  men  on  the  ice,  trip- 
ping, and  unsportsmanlike  conduct 
were  not  included  in  the  tally. 

For  each  series,  the  number  of  offi- 
cially recorded  episodes  of  violent 
player  behavior  was  determined  across 
games  for  each  of  the  2 participating 
teams.  Based  on  the  outcome  of  the  se- 
ries and  the  number  of  officially 
recorded  episodes  of  violent  player  be- 
havior across  the  series,  each  team  was 
categorized  to  either  “won  series”  or 
“lost  series,”  and  to  either  “more  vio- 
lence” or  “less  violence.”  Although  the 
results  represent  the  entire  population 
of  Stanley  Cup  Final  games  between 
1980  and  1997,  a 2 x 2 chi-square  test 
(less  violence  versus  more  violence;  se- 
ries won  versus  series  lost)  was  used  to 
evaluate  the  statistical  significance  of 
the  categorization  (a  = 0.01),  and 
I Cramer’s  phi  was  calculated  to  quantify 
the  strength  of  the  association  (35). 

Violent  penalties  for  the  losing  teams 
were  further  analyzed  by  time  of  occur- 
rence to  consider  whether  more  violent 
player  behavior  took  place  in  the  first 
period  or  the  third  period.  A paired  t test 
was  used  to  evaluate  the  statistical  sig- 
nificance of  the  difference  (a  =0.05). 


Table  I.  Frequency  of  violence  and  serie.s  outcome. 


Won  Series 

Lost  Series 

Less  violence 

13 

5 

More  violence 

5 

13 

Violent  penalties  for  the  winning 
teams  were  further  analyzed  by  period 
to  compare  the  number  of  shots  on  goal 
during  periods  that  had  more  violent 
penalties  with  the  number  of  shots  on 
goal  during  periods  that  had  fewer  vio- 
lent penalties.  The  shots-on-goal  differ- 
ential was  used  as  a performance 
measure  and  was  corrected  to  reflect  the 
effect  of  the  frequency  of  violent  player 
behavior  during  each  period.  The  fol- 
lowing formula 

pc  = p X 20 

t - (nl  - n2) 

was  used  to  control  for  the  possible  in- 
fluence of  nonviolent  penalties  on  team 
performance,  where  pc  = corrected  per- 
formance measure,  p = performance 
measure,  t = total  minutes  playing  time, 
nl  = total  nonviolent  penalty  minutes 
given,  and  n2  = total  nonviolent  penalty 
minutes  not  served  because  of  early 
penalty  termination  due  to  a power  play 
goal.  A paired  t test  was  used  to  evaluate 
the  statistical  significance  of  the  differ- 
ence in  performance  (a  =0.01). 

RESULTS 

As  indicated  in  Table  1,  the  team  with 
fewer  episodes  of  violent  player  behavior 
was  the  winner  of  13  (72.2%)  of  the  18 
Stanley  Cup  Final  Series  contested  from 
1979-1980  through  1996-1997.  The 
chi-square  value  of  7.111  indicates  that 
the  observed  difference  in  series  out- 
come was  statistically  significant  (P  = 
.008).  Cramer’s  phi  value  was  computed 
as  0.444,  indicating  a moderately  strong 
relationship  between  the  frequency  of  vi- 
olent penalties  and  series  outcomes. 


Fig  1.  Losing  team  violence  during  first  and  third 
periods. 


First  Period  Third  Period 

Fig  2.  Winning  team  performance  during  periods 
played  with  less  and  more  violence. 


3.5 


Less  Violence  More  Violence 

Losing  teams  were  called  for  more 
episodes  of  violent  player  behavior  in 
the  first  period  than  in  the  third  period 
(Fig  1).  Losing  teams  averaged  8.9  vio- 
lent episodes  in  the  first  period  com- 
pared with  6.1  violent  episodes  in  the 
third  period.  The  difference  in  violent 
penalties  was  statistically  significant 
(t,7  = 2.33,  P = 0.032). 

Winning  teams  produced  more  shots 
on  goal  during  periods  with  fewer  vio- 
lent penalties  (Fig  2).  During  periods 
with  fewer  episodes  of  violent  player  be- 
havior, winning  teams  generated  an  av- 
erage shots-on-goal  differential  of  -F2.5. 
During  periods  with  more  episodes  of  vi- 
olent player  behavior,  winning  teams 
generated  an  average  shots-on-goal  dif- 
ferential of  0.07.  The  difference  in  per- 
formance was  statistically  significant 
(tie  = 3.01,  P = .008). 

DISCUSSION 

The  analysis  of  the  data  suggests  an  evo- 
lution in  the  North  American  game  of 
professional  ice  hockey  at  the  champi- 
onship level  over  the  past  2 decades.  The 
team  with  fewer  episodes  of  violent 
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player  behavior  was  the  winner  of  13 
(72.2%)  of  the  18  Stanley  Cup  Final  Se- 
ries contested  from  1979-1980  through 
1996-1997.  The  results  are  even  more 
dramatic  since  1987-1988.  In  9 of  the  last 
10  seasons,  the  team  with  fewer  episodes 
of  violent  player  behavior  has  won  the 
Stanley  Cup.  The  winners  of  the  8 series 
before  1987-1988  were  evenly  split  be- 
tween the  team  drawing  fewer  and  the 
team  drawing  more  violent  penalties. 

Attributing  victory  in  the  Stanley 
Cup  Final  Series  to  drawing  more  or 
fewer  violent  penalties  is,  of  course,  an 
oversimplification.  Reducing  the  num- 
ber of  violent  penalties  incurred  will 
not,  in  itself,  guarantee  victory.  A sta- 
tistically significant  association  be- 
tween more  episodes  of  violent  player 
behavior  and  losing  the  Stanley  Cup 
does  not,  by  itself,  imply  causality  and 
must  be  interpreted  with  caution.  Offi- 
cially recorded  episodes  of  violent 
player  behavior  may  only  represent  a 
marker  for  yet  another  variable  affect- 
ing both  violent  player  behavior  and 
game  outcome.  For  example,  when  a 
player  who  is  intent  on  violence  steps 
on  the  ice,  that  same  player  may  lose 
full  capacity  to  anticipate  the  play,  to 
break  open  for  a pass,  to  support  a 
teammate,  or  to  immediately  read  and 
react  to  a turnover  by  assuming  a de- 
fensive position.  That  player  may  not 
be  able  to  perform  as  effectively  as  a 
team  player  while  distracted  by 
thoughts  of  revenge,  retaliation,  or  in- 
tentional injury  (36,24).  The  number 
of  officially  recorded  episodes  of  vio- 
lent behavior  measured  in  this  study 
may  only  represent  a partial  reflection 
of  a much  less  visible  and  yet  possibly 
far  more  pervasive  underlying  cogni- 
tive orientation  towards  violence, 
which  may  impact  a player’s  ability  to 
focus  throughout  the  period,  whether 
or  not  an  official  penalty  is  called.  Neg- 
ative player  attitudes  in  response  to  ad- 
versity have  been  found  to  be 
predictive  of  disappointing  athletic  per- 
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formance,  both  at  the  individual  and 
team  levels  (37,38). 

The  strength  of  the  association  be- 
tween the  frequency  of  violent  penalties 
and  Stanley  Cup  Final  Series  outcomes 
over  the  past  18  seasons,  especially  over 
the  last  decade,  makes  it  interesting  to 
contemplate  possible  explanations  for 
the  observed  relationship.  That  more  vi- 
olent penalties  are  incurred  during  the 
first  period  compared  with  the  third  pe- 
riod suggests  that  the  violent  penalties 
are  not  a reflection  of  frustrated  behav- 
ior that  might  stem  from  falling  behind 
in  the  game.  Instead,  incurring  penalties 
for  violent  behavior  early  in  the  game 
may  reduce  the  effectiveness  of  the  pro- 
posed game  plan  by  disrupting  line 
changes,  causing  earlier  fatigue,  and 
providing  an  opportunity  for  the  oppo- 
nent to  take  more  shots  on  goal.  Win- 
ning teams  averaged  2.55  more  shots  on 
goal  per  period  when  demonstrating 
fewer  episodes  of  violent  player  behav- 
ior. This  amounts  to  an  average  of  7.65 
more  shots  on  goal  per  game,  and  over 
the  course  of  a 7-game  series,  would 
provide  an  additional  53.5  more  shots 
on  goal  to  teams  playing  with  fewer 
episodes  of  violent  player  behavior.  The 
potential  practical  significance  of  this  as- 
sociation may  be  of  some  interest  to 
coaches,  although  it  must  be  interpreted 
with  caution,  as  this  association,  al- 
though statistically  significant,  does  not, 
by  itself,  imply  causality  (39).  The  mod- 
erately strong  relationship  between 
more  episodes  of  violent  player  behavior 
and  decreased  team  productivity,  as 
measured  by  a decrease  in  the  number  of 
shots  on  goal  per  period,  may  actually 
reflect  nothing  more  than  the  detrimen- 
tal effects  of  excessive  physiological 
arousal.  Low-to-moderate  levels  of  stress 
may  facilitate  athletic  achievement  to  a 
point;  at  some  point,  the  excessive  phys- 
iological arousal  accompanying  violent 
player  behavior  may  become  counter- 
productive and  interfere  with  achieve- 
ment because  as  emotional  intensity 
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continues  to  increase,  athletic  perform' 
ance  may  actually  begin  to  decreas 
(40,41,36,42-44).  j 

Simply  counting  the  number  of  offi 
cially  recorded  episodes  of  violen 
player  behavior  does  not  differentiat 
between  the  hostile  use  of  force  an( 
the  legitimate  use  of  force  for  self-de 
fense.  Further  research  that  enables  ;|j 
distinction  to  be  made  between  the  usi  | 
of  force  in  a punitive  capacity  and  thi 
use  of  force  in  a self-defensive  capacitl: 
may  lead  to  the  development  of  effec‘ 
tive  training  for  hockey  players  in  tbi 
measured,  controlled,  and  appropriaul 
use  of  force.  Such  training  in  thd 
proper  use  of  force  has  been  found  efj 
fective  in  enhancing  the  performanc(| 
of  law  enforcement  personnel  (45).  | 

A team  that  incurs  penalties  mon. 
frequently  for  violent  player  behavior  i; 
a team  that  is  not  playing  effectively 
and,  as  shown  by  the  results  of  thiil 
analysis  of  18  years  of  the  Stanley  Cup 
Final  Series,  a team  that  is  more  likehj 
to  lose.  Rule  changes  in  recent  yearsl 
along  with  the  growth  in  the  number  o- 
European  “finesse”  players  in  the  Nai 
tional  Hockey  League  may  have  elimi 
nated  any  advantage  that  coachet 
might  perceive  as  a strategic  benefit  o | 
playing  a violent  game  (46,47).  Formei 
Toronto  Maple  Leaf  owner  Conr^ 
Smythe’s  infamous  adage  may  indeec 
be  outdated  and  no  longer  applicable 
to  the  game  of  ice  hockey  at  the  high ! 
est  level  of  competition  in  North  AmerJ 
ica:  just  because  you  can  beat  them  ir 
the  alley  may  not  mean  you  can  beat 
them  on  the  ice.  I 
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Dr  Moore  is  an  orthopedic  surgeon  with  the 
Sports  Medicine  Clinic  in  Dallas  and  was  chair  of 
the  TMA  Committee  on  Sports  Medicine. 


Professional  ice  hockey  and 
in  American  society 

BY  HOWARD  A.  MOORE,  MD 

TO  many  people,  professional  ice 
hockey  is  the  model  of  institution- 
alized violence.  As  the  old  saying 
goes,  “Fans  go  to  watch  a fight 
and  a hockey  game  breaks  out.” 
McCaw  and  Walker  (pp  66-69)  have  at- 
tempted to  elucidate  the  relationship  of 
the  incidence  of  violence  in  18  consecu- 
tive Stanley  Cup  Final  Series  matches 
relative  to  the  outcome  of  those 
matches.  They  have  concluded  that  the 
winning  team  drew  fewer  violent 
penalty  minutes  in  13  of  the  18  matches, 
and  the  losing  team  committed  one- 
third  more  violent  acts  in  the  first  period 
than  the  third.  They  relate  this  finding  to 
the  strategy  of  the  opposing  coaches  and 
deem  the  condoning  of  violence  coun- 
terproductive when  victory  is  the  goal. 
The  authors  are  to  be  congratulated  for 
their  careful  analysis  and  the  elucidation 
of  the  obvious  lesson  for  coaches  and 
players  — violence  for  the  sake  of  vio- 
lence does  not  win  championships. 

When  considering  the  impact  of  vio- 
lence in  sports  on  the  public  and  on 
youth,  in  particular,  violence  in  our  soci- 
ety as  a whole  must  be  addressed.  Our 
society  is  a violent  society.  It  is  no  longer 
possible  for  the  average  citizen  to  dis- 
count the  likelihood  of  being  confronted 
with  violent  behavior  such  as  gang 
drive-by  shootings,  carjackings,  rape, 
and  schoolyard  shootings.  Our  prisons 
are  overflowing  with  youthful  offenders. 

Sociologists  tend  to  explain  the  phe- 
nomena of  increased,  capricious  vio- 
lence in  society,  as  a whole,  by  pointing 
to  the  disappearance  of  the  nuclear 
and  extended  family  influence,  the  rise 
of  the  drug  trade,  and  the  persistence 
of  poverty  with  its  tendency  to  breed 
disaffection  in  youth.  Violence  is  a con- 
stant in  the  Darwinian  “survival  of  the 
fittest”  world.  We,  as  humans,  would 
prefer  to  think  that  we  have  risen 
above  this  plane.  The  continuing  pres- 
ence of  violence  in  our  daily  lives  and 
particularly  in  our  sports  and  enter- 
tainment betrays  the  truth. 


violence  [ 

i 

t 

f 

! 

Many  sporting  events,  such  as  profes- 
sional ice  hockey,  boxing,  football, 
rodeo,  and  auto  racing,  are  violent  by 
nature.  The  popularity  of  these  sports 
bespeaks  our  desire  to  experience  vio- 
lence vicariously.  The  media,  in  response 
to  public  demand,  increases  our  oppor- 
tunity to  view  violence  by  promoting 
and  televising  pseudo-sporting  events 
such  as  professional  wrestling.  Roller 
Derby,  the  Jerry  Springer  Show,  etc. 

According  to  the  American  Psychi- 
atric Association  (APA),  in  the  1996  Na- 
tional Television  Violence  Study,  by  age  j 
18,  the  typical  American  child  has  seen  i 
16,000  simulated  murders  and  200,000 
acts  of  violence  while  watching  28  hours 
of  television  per  week.  The  perpetrators 
of  the  violence  went  unsanctioned  in 
73%  of  these  violent  scenes.  The  study 
concluded  that  the  most  effective  means 
of  preventing  imitation  is  to  show  pun- 
ishment for  such  acts.  Failure  to  do  so 
desensitizes  the  viewer  and  promotes 
identification  with  the  aggressor. 

With  this  background  of  saturation 
exposure  to  violence  in  our  media,  en- 
tertainment, and  sports,  it  is  fortunate,  I 
must  say,  that  in  my  sports  medicine 
practice,  I have  not  been  able  to  identify 
any  significant  increase  in  injuries  asso- 
ciated with  high  school  or  amateur  ath- 
letes emulating  violence  seen  in  the 
media  or  on  the  sporting  field.  I am  re- 
assured that  the  study  results  of  McCaw 
and  Walker  reinforce  the  recommenda- 
tions of  the  APA  study,  that,  in  effect,  the 
best  way  to  prevent  imitation  of  violence 
is  to  show  that  violence  does  not  neces- 
sarily reward  the  individual  or  team 
committing  the  violence.  The  lesson  that 
the  practitioner  may  glean  from  these 
results  is  that  education  of  our  friends, 
family,  and  patients  is  the  most  effica- 
cious means  of  preventing  future  violent 
behavior.  Again,  violence  committed  as 
part  of  a game  strategy  or  in  life,  in  gen- 
eral, does  not  make  one  a winner. 
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specialists  and  an  Editorial  Committee,  and  accepted  or  rejected  on  the  ba- 
sis of  individual  merit,  appropriateness,  and  the  availability  of  other  mate- 
' rial.  Reviews  usually  take  10  to  12  weeks.  Texas  Medicine  reserves  the  right 
i to  reject  up  to  press  time  any  articles  that  may  have  been  accepted  for  pub- 
lication. 


COPYRIGHT  ASSIGNMENT 


I 


In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978,  all 
transmittal  letters  to  the  editor  must  contain  the  following  language:  “In  con- 
sideration of  the  Texas  Medical  Association  taking  action  in  reviewing  and 
editing  my  submission,  the  author(s)  undersigned  hereby  transfers,  assigns, 
or  otherwise  conveys  all  copyright  ownership  to  the  Texas  Medical  Associa- 
tion in  the  event  that  such  work  is  published  by  the  TMA.” 

Transmittal  letters  not  containing  the  foregoing  language  signed  by  all 
authors  of  the  manuscript  will  necessitate  return  of  the  manuscript. 


JOURNAL  ARTICLES 

Manuscripts  should  be  typed  double-spaced  with  ample  margins.  Three 
copies,  including  illustrations,  should  be  submitted  and  the  author  should 
keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  article  in 
I “Index  Medicus,”  should  stress  the  main  point,  and  should  be  brief. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbreviations, 

■ and  logical  subheadings.  For  spelling  and  usage  the  editors  follow  “Dorland’s 
I Illustrated  Medical  Dictionary,”  26th  edition,  and  “Webster’s  Third  New  In- 
I temational  Dictionary,  Unabridged.” 

I The  text  of  observational  and  experimental  articles  is  usually  — but  not 
^ necessarily  — divided  into  sections  with  the  headings:  Introduction,  Meth- 
ods, Results,  and  Discussion.  Subheadings  may  be  needed  to  clarify  content. 

I Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  Systeme  Intema- 
I tional  (SI)  units. 

: For  more  extensive  information  about  preparing  medical  articles  for 

j publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  require- 
ments for  manuscripts  submitted  to  biomedical  journals.  The  complete  doc- 
ument is  available  in  the  June  1982  issue  of  the  Annals  of  Internal  Medicine. 

Iverson  C,  Dan  BB,  Glitman  P,  et  al:  The  American  Medical  Association 
Manual  of  Style,  ed  8.  Baltimore,  Williams  & Wilkins,  1989. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences,  ed  5,  rev  and  expanded. 
Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  principles 
and  techniques  of  clear,  concise  writing,  which  are  applicable  to  scientific  as 
well  as  general  topics. 


Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  ,.  .ir. 
Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the  infor- 
mation can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned  paren- 
thetically or  in  footnotes. 

ILLUSTRATIONS 

Illustrations  may  be  black  and  white  or  color  drawings  or  photographs,  with 
neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the  back  of  each  illus- 
tration should  indicate  its  number,  topic,  author’s  name,  and  title  of  article 
in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on  a 
separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

PREVIOUSLY  PUBLISHED  MATERIAL 

Written  permission  should  be  obtained  from  the  publishers  and  the  authors 
for  use  of  any  previously  published  material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations  in  the  text  may  be  used 
without  permission,  but  should  be  quoted  exactly  with  the  source  credited. 
Copies  of  permission  letters  should  be  submitted  with  manuscript. 

EDITING 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to  check  be- 
fore publication.  After  the  article  is  sent  to  the  printer,  only  minimal  revision 
may  be  made. 

REPRINTS 

Reprints  of  articles  in  the  Journal  section  are  available  directly  from  a reprint 
printer  at  an  established  schedule  of  costs.  Authors  of  peer-reviewed  articles 
automatically  receive  order  blanks  when  their  articles  are  published. 

MATERIAL  FOR  NON-JOURNAL  SECTIONS 
Commentary 

Editorial  commentary  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing.  Commentary 
will  be  published  in  the  appropriate  section  at  the  discretion  of  the  manag- 
ing editor  and  editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor  and  edito- 
rial advisors.  Length  should  be  fewer  than  400  words.  A few  references, 
preferably  less  than  five,  may  be  included.  All  letters  are  subject  to  editing 
and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medicine,  Texas  Medical  Association,  401 
W 15th  St,  Austin,  TX  78701. 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  informa- 
tion is  received. 

COPYRIGHT 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Written  per- 
mission from  the  managing  editor  must  be  obtained  before  reproducing,  in 
part  or  in  whole,  any  material  published  in  Texas  Medicine. 


REFERENCES 

References  to  scientific  publications  should  be  listed  in  numerical  order  at 
the  end  of  the  article,  with  reference  numbers  placed  in  parentheses  at  ap- 
propriate points  in  text. 


POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement 
of  the  views  expressed  therein,  nor  shall  publication  of  any  advertisement  be 
considered  an  endorsement  of  or  approval  of  the  product  or  service  involved. 
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Allergy 


Corpus  Christ!  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 


Bariatric  Surgery 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Anesthesiology 


Dermatology 


Gonzales  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzales,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


Robert  F.  Bloom,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  204 
Lubbock,  Texas  79410;  (806)  797-6631 


Gynecologic  Oncology 


XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.  Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor’s  only  toll-free  (888)  614-2400 


Hand  Surgery 


INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  &Therapeutic  Nerve  Blocks  DdVicJ  J.  Zchr,  MD  — MicrOSUTQGry 

Neurolytic  Procedures  Amold  V.  Dibella,  MD  — Wrist  Derangements 

Radio  Frequency  Lesioning  Paul  R.  Ellis,  MD 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082;  Diplomates  American  Board  of  Orthopaedic  Surgery 

(281)  496-1006  Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 
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jNeurological  Surgery 

iDrs.  Smith  and  Wheeler 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


Orthopedic  Oncology 


Richard  G.  Buch,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
, Fellowship  Trained  in  Orthopaedic  Oncology 

Specializing  in  musculoskeletal  tumors,  infections,  and  major  joint  reconstrcution  in 
I both  adults  and  pediatrics. 

Medical  City  Dallas  St.  Paul  Professional  Building  I 

7777  Forest  Lane,  Building  C,  Suite  737  5959  Harry  Hines  Blvd.,  Suite  420 

1 Dallas,  TX  75230  Dallas,  TX  75235 

Telephone  (972)  566-4400  Fax  (972)  566-4317 


Mayme  F.  Richie-Gillespie,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 
Orthopaedic  Surgery-Oncology  Limb  Salvage  Surgery 

Metastatic  Bone  Disease  Osteomyelitis 

The  Bone  and  Joint  Clinic,  L.L.P. 

1651  W.  Rosedale,  Suite  100  (817)  335-4316 

Fort  Worth,  Texas  76104 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS.  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 

Orthopedic  Surgery 
Landry  Towers,  411  North  Washington, 
Medical  City  Dallas  II,  7777  Forest  Lant 
Dallas,  Texas  75230;  (972)  556-7010 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 


Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
, Suite  B116 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 

Joseph  H.  Gaines,  MD,  PA 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD,  PA 
Joseph  C.  Milne,  MD,  PA 
Mayme  Richie-Gillespie,  MD,  PA 


Orthopedic  Surgery,  Pediatric 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children’s  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 


7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


Tel  800.880.1300 
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Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Pain  Management 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

Diplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #429 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #210 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months’  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Advertising  Manager,  Texas  Medicine,  401  West  15th  St,  Austin, 
TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 


Don’t  miss  one  word 
of  the  May  issue  of 
Texas  Medicine. 


WE’i.1.  Explore 


Physicians  in  cyberspace 
Preparing  for  Y2K 
Meet  the  new  president 
HMOs  are  not  all  alike 


For  more  information,  call  Larry  BeSaw,  managing  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383; 

or  e-mail  larry_b  @ texmed.org. 

Also  consult  the  TALA  Web  site  at  www.texmed.org. 
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OPPORTUNITIES  AVAILABLE 
Emergency  Medicine 

Need  doctors  to  cover  weekends  in  rural  hospi- 
tals. Call  Jerry  at  The  Lewis  Group  for  more  infor- 
mation. (800)  460-8159. 


Clinic  practice  in  Tyler  and  surrounding  area. 
Flexible  hours.  Excellent  compensation.  BE 
required.  Primary  and  moonlighting  positions 
available.  Fax  CV  to  (817)  496-9889. 

EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 

6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth,  TX  76112 
(888)  DOCS-911 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  8 1 7-496-9700) 

TEXAS:  Regional  emergency  group  has  held 
2()-year  contract  to  staff  nationally  recognized 
ED.  Contracts  range  from  14,000-60,000  pt  vis- 
its annually.  Earn  excellent  compensation  as  an 
independent  contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice.  Fax 
(817)  496-9889  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth  TX  76112 


Join  the  proud  team  of  residency  trained  EM 
physicians  in  Greenville,  Texas.  Located  just  40 
miles  from  Dallas,  Greenville  offers  the  amenities  of 
rural  and  residential  living  while  convenient  to  Dal- 
las for  fun  and  shopping.  The  busy  18k  volume,  22 
bed  ED,  recently  designated  a level  three  trauma 
center  soon  will  include  a Pediatric  Tower.  The  at- 
tractive incentive  based  compensation  package  in- 
cludes paid  malpractice  and  excellent  benefits.  Call 
now  for  further  information:  Anne  Biggs  at  MEPA, 
(800)  346-6687;  fax  (972)  789-0339. 

Family/General  Practice 

Physician  Opportunity  is  available  in  Dallas/Fort 
Worth  and  Longview.  Low  stress,  office  based  prac- 
tice. No  nights,  no  emergencies,  and  no  hospital 
work.  Lucrative  salary  and  benefits.  Call  Lisa  Abell 
at  (800)  254-6425,  or  fax  CV  to  (972)  256-1882. 


FAMILY  MEDICINE 

The  University  ofTexas  Medical  Branch  Conroe 
Family  Medicine  Residency  Program  needs 
an  experienced  board  certified  family  medicine 
faculty  member  (non  tenure  track,  clinical).  Ex- 
perience should  include  obstetrics,  teaching,  and 
a minimum  of  two  years  practice  experience. 
Must  have  a Texas  license.  Our  program  is  ac- 
credited and  has  21  residents.  Conroe  is  a beau- 
tiful suburban  community  located  only  40  miles 
north  of  Houston.  UTMB  is  an  EO/AA  em- 
ployer M/F/DA(  UTMB  is  a smoke  ffee/drug 
free  workplace.  UTMB  hires  only  individuals 
authorized  to  work  in  the  United  States. 

Please  respond  by  contacting 
Joseph  G.  Ewing,  M.D.,  Program  Director, 
University  of  Texas  Medical  Branch, 

701  E.  Davis,  Suite  C,  Conroe,  Texas  77301 . 

Applications  accepted  until  position  is  filled. 


Family  Practice  or  Primary  Care  Internist 

needed  for  busy  multi-specialty  group  in  Denton, 
Texas.  Please  fax  (TV  to  (940)  566-0775,  attention: 
J.  Shelton,  M.D. 

Need  FP  or  ER  physician  to  work  in  minor  emer- 
gency/OC-med  clinic,  60  miles  north  of  Dallas.  Ex- 
cellent staff,  well-equipped,  malpractice  paid.  No 
hospital.  No  call.  Send  CV  to  Medical  Care  Center, 
301  N.  Grand,  Gainesville,  TX  76240;  phone  (940) 
665-0736  (O),  (940)  668-8842  (H),  (940)  727- 
2625  (cell). 

Internal  Medicine 

N.E.  Houston  practice  of  internal  medicine  has 
an  opening  for  a third  partner.  Fax  CV  to  (713)  674- 
6366. 


Locum  Tenens 


a new  career  course  „ 
't  have  to  feel  like  re-discovering' 
the  New  World.  Staff  Care  will  served 
as  your  guide  to  explore  the  adventurous^ 
; realms  of  LOCUM  TENENS.  Travel,  licen-i^ 

'.Inn  h - 

isure  and  occurrence  malpractice  insuranc^r.: 

are  inclusive  in  our  total  package  designed^ 

..  T 


For  more 


to  give  you  nationwide  opportunities..^ 

f^.T  I 

Texas  Based,  Texas  Best! 
by  Texas  Medical^spciati^Tj^ 

TENENS  cQ 

i\im^ 

A Western  Destinations 

800.685.2272 

& Eastern  Destinations 

.locumsnet.com 
PLAc'e  J-1  OR  H-1  PHYSICIANS 


Tel  800.880.1300 
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OB/GYN 


Ophthalmology 


Interim 


The  right 
opportunity 
is  hard  | 

CD 

to  find.  I 

I 

So  we  do  I 
it  for  you.  % 

Interim  Physicians 
has  been  helping 
doctors  find  what  _ 
they’re  looking  f 
for  since  1979.  If  you  are  looking  ^ 
for  a locum  tenens  position  and  f 
need  someone  to  help  you  reach  | 
your  professional  goals,  | 
call  us  today.  | 

(800)  531-1122  I 

Int  ^im  I 

Physicians*  « 

www.interim.com/physicians  p 


Neurosurgery 


GAMMA  KNIFE  NEUROSURGEON 

♦ NEW  OFFICE  LOCATION  ♦ 

W.  Robert  Hudgins,  M.D. 

Neurological  Surgeons  of  Dallas,  P.A. 

8210  Walnut  Hill  Lane,  Suite  700,  Dallas,  Texas  75231 
(214)691-2111  ♦ FAX  (214)  691-3799 

Email:  doctor@drhudgins.com 


Methodist 

Hospitals  of  Dallas 


OBSTETRICS  & GYNECOLOGY 
Dallas,  Texas 

Methodist  Hospitals  of  Dallas  is 
seeking  an  academically  trained,  clin- 
ically experienced  full-time  Program 
Director  for  its  Obstetrics  & Gyne- 
cology residency  training  program. 
The  candidate  must  be  Board  Certi- 
fied in  Obstetrics  & Gynecology  and 
a minimum  5 years  post- 
residency/fellowship training.  Must 
be  experienced  in  obstetrics,  gynecol- 
ogy and  pelvic  surgery.  Program  di- 
rector must  be  dedicated  to  providing 
daily  supervision  and  leadership  of 
the  residents  and  teaching  staff  as 
well  as  fulfilling  all  the  RRC  require- 
ments for  the  training  program. 


Methodist  Hospitals  of  Dallas  is  com- 
prised of  two  facilities,  Methodist 
Medical  Center  and  Charlton 
Methodist  Hospital  as  well  as  several 
community-based  Family  Health 
Centers.  The  Ob/Cyn  program  which 
includes  high-risk  obstetrics  and  gy- 
necologic surgery  is  based  at  the 
Medical  Center,  a 463-bed  regional 
teaching  facility  near  downtown  Dal- 
las. The  Ob/Cyn  training  program  is 
fully  accredited  by  ACGME  and  is 
affiliated  with  the  University  of  Texas 
Southwestern  Medical  School. 


Applicants  should  submit  a cover  let- 
ter and  CV  to;  Susan  Cogburn,  Cor- 
porate Physician  Services,  Methodist 
Hospitals  of  Dallas,  P.O.  Box  655999, 
Dallas,  TX  75265-5999.  Fax  (214) 
947-4502. 


General  Ophthalmologist 
Central  Texas 

BC/BE  general  ophthalmologist  needed  for  well 
established  practice  with  multiple  locations  and 
ambulatory  surgery  center.  Experience  or  interest 
in  refractive  surgery  beneficial. 

For  more  information,  call  Laurie  Salser  at 
(254)  773-7785.  Mail  or  fax  your  CV  to 
Eye  Center  of  Central  Texas 
1817  SW  HK  Dodgen  Loop;Temple,TX  76502; 
FAX  (254)  773-9333;  email;  ecct@vvm.com. 


Orthopedic  Surgery 

Orthopedic  Surgeon  needed  to  join  my  private 
practice  in  Plano  office  and  Medical  City  Dallas  office 
Please  call  (972)  964-2626. 

TEXAS:  Dallas-Fort  Worth  Area:  Private  prac- 
tice opportunity,  fee-for-service  market.  Patient  base 
is  primarily  commercial  insurance  and  Medicare, 
General  orthopaedic  practice,  sports  medicine  avail- 
able, Fellowship  not  required.  Hospital  sponsorship 
for  one  year.  College  community  with  regional 
hospital.  One  hour  to  Dallas/Fort  Worth. 

CONTACT:  Wade  Christoffel,  Fox  Hill  Associates. 
Phone:  (800)  338-7101.  Fax:  (414)  427-7251. 
E-mail:  fha@execpc.com.  Internet:  http://www. 
execpc.com/~fha. 


Radiology 


WANTED:  Board  certified 
general  Diagnostic  Radiologist  for 
permanent  position  at  a hospital  in 
Central  Texas.  Generous  salary  and 
benefits.  Flexible  start  date.  Locum 
tenens  coverage  also  needed.  Call 
(254)  519-8185  or  (254)  519-8186. 


Positions  Wanted 

Physical  Medicine/Rehabilitation  (PM  & R)- 

Completing  chief  residency  in  a university  program 
in  Chicago  in  June  1999.  Excellent  credentials. 
Have  green  card.  Available  for  work  in  July  1999. 
Interested  in  PM  & R and/or  Occupational  Medicine 
in  Houston  or  suburbs.  Contact  (409)  245-6888  or 
e-mail:  adural@aol.com. 
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Positions  Wanted 

PATHOLOGIST  (AP/CP  Cytopathology)  looking 
for  position  in  Texas.  Available  in  May  for  perma- 
nent or  locum  tenens.  Contact  Dr.  Llamas  (956) 
717-0344  or  (956)  721-4145. 


Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314  o , ■ 

Houston,  TX  77242-23 1 4 P r o n s i e i n 
FAX  281-493-2234  & Associates 


Your  ad  could 
be  right  here! 

Let  Texas  Medicine  help  you  get 
your  message  in  front 
of  35,000  physicians. 

For  more  information  on 
classified  advertising,  please  call 
Advertising  Manager 

(512)  370-1423 
(800)  880-1300,  ext.  1423 
Fax  (512)  370-1635 

More  than  85%  of  the  licensed, 
practicing  doctors  in  Texas  be- 
long to  Texas  Medical  Association 
and  3 out  of  every  4 read  Texas 
Medicine  on  a regular  basis! 


Texas  Medicine 
Classified  Department: 
401  W.  15  th  St. 
Austin,  TX  78701 


IMOIM-INTERVEIMTIONAL  CARDIOLOGIST 
IIMTERNIST  - GASTROEIVTEROLOGIST 
IMEUROLOGIST  - RHEUMATOLOGIST 
OIMCOLOGIST 


TEXAS  GULF  COAST:  Progressive,  expanding  multi-specialty  clinic  is  seeking  an  experienced  BC/BE 
NON-INTERVENTIONAL  CARDIOLOGIST,  INTERNIST,  GASTROENTEROLOGIST,  NEUROLOGIST 
RHEUMATOLOGIST,  and  ONCOLOGIST  to  join  established  practices.  These  positions  will  require  ener- 
getic individuals  willing  to  provide  health  care  services  in  an  active  group  setting.  Competitive,  guaranteed 
salary  with  bonus  productivity  plan.  Shareholder  status  available  in  24 
months.  Malpractice  insurance,  health  insurance  and  professional  dues  in- 
cluded in  benefit  plan.  Relocation  and  inten/iew  expenses  paid.  This  semi- 
tropical  location  otters  an  economically  solid,  safe  community  with  excellent 
schools  and  a variety  of  cultural  and  outdoor  recreational  opportunities. 

Contact  or  send  CV  to: 

Executive  Director 
Valley  Diagnostic  Clinic 
2200  Haine  Drive,  Harlingen,  Texas  78550 
Telephone  (800)  852-4543 
In  Texas  (800)  338-4590 
Or  (956)  421-5198 

Fax (956)  425-5829  VALLEY  DIAGNOSTIC  CLINIC 


CLASSIFIED  ADVERTISING  CATEGORIES 


Allergy  and  Immunology 

Anesthesiology 

Cardiology 

Dermatology 

Emergency  Medicine 

Endocrinology 

Family/General  Practice 

Gastroenterology 

General  Surgery 

Geriatrics 

Hematology 


Internal  Medicine 
Locum  Tenens 
Neonatology 
Nephrology 
Neurology 
Neurosurgery 
Obstetrics/Gyneculugy 
Occuputiunul  Medicine 
Onculogy 
Ophthulmalugy 
Orthupedics/Orthupedic 
Surgery 


Otuluryngulagy 

Putholugy 

Pediatrics 

Physical  Medicine/ 
Rehabilitutiun 
Plastic  Surgery 
Preventive  Medicine 
Psychiatry 
Radiology 
Rheumatology 
Urology 

Other  Opportunities 


Positions  Wonted 

Entertainment 

Equipment 

Office  Space 

Practices 

Property 

Travel 

Vocation  Homes 
Wanted  to  Buy 
Business  and  Financial 
Services 


Tel  800.880.1300 
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Other  Opportunities 


FOR  SALE  OR  LEASE 


Methodist 

Hospitals  of  Dallas 

PEDIATRICS 

Excellent  opportunity  for  a BC/BE  Span- 
ish-speaking pediatrician  to  join  an  estab- 
lished pediatrician  in  his  private  practice 
located  on  the  campus  of  Methodist  Med- 
ical Center.  Income  guarantee  and  rent 
abatement  for  first  year.  Mostly  OP  prac- 
tice with  some  IP  responsibility  and  mini- 
mal call. 

OTOLARYNGOLOGY 

Excellent  opportunity  for  a BC/BE  oto- 
laryngologist to  provide  general  ENT  ser- 
vices in  SW  Dallas  County.  Nice, 
progressive  hospital  facilities  nearby.  In- 
coming physician  would  preferably  associ- 
ate with  an  established  practitioner  in  the 
area  or  consider  establishing  a solo  prac- 
tice with  hospital  support. 

CARDIOLOGY 

Seven  physician,  all  board  certified  cardiol- 
ogy group  seeks  two  additional  cardiolo- 
gists (electrophysiologist,  non-invasive 
cardiologist)  to  join  this  busy,  progressive 
group  over  the  next  two  years.  Group  has 
two  medical  offices,  one  on  each  of  the 
two  Methodist  Hospitals  of  Dallas  cam- 
puses located  10  minutes  apart  in  south 
Dallas  County. 

NEUROLOGY 

Busy,  3-person  neurology  group  located  in 
SW  Dallas  seeks  a fourth  fellowship- 
trained  neurologist  to  join  the  group.  Of- 
fice is  conveniently  located  adjacent  to 
Charlton  Methosidt  Hospital,  a 200-bed 
rapidly-growing  community-based  hospi- 
tal. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  Susan  Cogburn,  Physi- 
cian Recruiter  c/o  Methodist  Hospitals  of  Dal- 
las. PO  Box  655999,  Dallas,  TX  75265.  Phone 
(214)  947-4579,  fax  (214)  947-4502,  e-mail: 
susancogburn@mhd,com. 


Practices  For  Sale 

GREAT  OPPORTUNITY.  Private  medical  prac- 
tice available.  Large  metropolitan  area.  Reply  to  Ad 
Box  1190,  Texas  Medicine,  401  W.  15th  St.,  Austin,  TX 
78701, 


LEGAL  SERVICES 


HEALTH 

CARE 

LAW 


Legal  Representation  of  Health  Care  Professionals 

• Health  Care  Fraud  • Medicare  Fraud 

• Improper  Billing  • Professional  Grievances 

• Health  Care  Antitrust  • Medical  Malpractice 

Litigation  Defense 

Jeffrey  C.  Grass 
Attorney  at  Law 
(214)  367-8514 

‘Not  certified  by  the  Board  of  Legal  Specialization  by  choice. 


OFFICE  EQUIPMENT 
WANTED 

Wanted:  Starting  a new  family  practice  - 

everything  needed  - furniture,  equipment,  instru- 
ments, X-ray,  Prefer  package  deal  of  closing  practice. 
Respond  to  Ad-1205,  Texas  Medicine,  401  W.  15*^ 
St,,  Austin,  TX  78701. 


TRAVEL 


Under  the  Tuscan  Sun,  Experience  the  magic  of 
Tuscany!  Vacation  properties  for  rental  and  sale  at 
unbelievable  prices,  Web  site 
www,labellatoscana,com  or  phone  in  Italy: 


01139-0585-949600. 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

June  1999  April  30, 1999 

July  1999  June  1, 1999 

August  1999  July  1, 1999 


Advertising  Rates  & Data  — Regular  classified  ad- 
vertising sells  for  $2  per  word,  minimum  25  words  or 
$50,  per  issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  columni 
inch,  with  a one  inch  minimum.  A variety  of  type- 
faces, logos,  and  borders  may  be  used  in  display  clas- 
sified ads.  Discounts  are  available  for  display 
classified  ads  5 inches  and  larger. 

5 to  9 V2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can  be 
substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Copy 
deadline  is  the  1st  of  the  month  (or  the  closest  busi- 
ness day)  preceding  publication.  Send  copy  to 
Advertising  Manager,  Texas  Medicine,  401  W.  15th  St., 
Austin,  TX  78701. 
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Educational  Opportunities 


I ULTRASOUND  EDUCATION 


Emergency  Medicine 

July  22-24 

Advanced  Emergency 
Medicine 

July  9-10 

November  5-6 

Family  Practice 

May  20-22 

Echoca  rdiograph  y 

May  10-17 

Carotid  Duplex 

May  6-8 

Vascular 

June  21-25 

Breast  Ultrasound 

June  19 

Abdominal  Doppler 

June  12 

OB/CYN  (5  Day) 

April  26-30 

Endovaginal 

April  23-24 

Courses  listed  above  are 

held  in  Houston,  TX. 

Contract  courses  can  be  brought  to  vour  loca- 
tion; minimum  enrollment  required.  Call 
(800)  239-1361  for  more  information  and/or  a 
free  catalog. 

Advanced  Health  Education  Center 
8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  AMA  Category  1 credit 


uuww.aheconline.com 


Current  Topics  in  General  Surgery  1999,  May  6- 

8.  UT  Southwestern  Medical  Center  at  Dallas,  Excel- 
lence in  Education  Foundation  Auditorium, 

Simmons  Biomedical  Research  Building.  Course  di- 
rector; Erwin  Thai,  M.D.  CME  credit  offered.  Con- 
tact: Leah  Cannon,  program  coordinator  (214) 
648-3792. 

Southwestern  Center  for  Minimally  Invasive 
Surgery:  Splenectomy-Laparoscopic  Advances, 

May  8-9.  UT  Southwestern  Medical  Center  at  Dal- 
las, Excellence  in  Education  Foundation  Auditorium, 
Simmons  Biomedical  Research  Building.  Course  di- 
rector: Daniel  Jones,  M.D.  Contact:  Leah  Cannon, 
program  coordinator  (214)  648-3792. 

18th  Annual  Current  Issues  in  Surgical  Pathol- 
ogy, May  13-15.  Sponsored  by  UT  Southwestern 
i Medical  Center  at  Dallas.  Westin  Galleria  Hotel, 

I Dallas,  Texas.  Course  director:  Jorge  Albores 
Saavedra,  M.D.  CME  Credit  offered.  Contact:  Jim 
I O’Reilly,  program  coordinator  (214)  648-3794. 


Southwestern  Orthopaedic  Surgery  Board 
Review,  May  14-16.  Sponsored  by  UT  Southwest- 
ern Medical  Center  at  Dallas.  Wyndham  Anatole 
Hotel,  Dallas,  Texas.  Course  directors:  Daniel 
Jones,  M.D.  and  M.B.  Henley,  M.D.  CME  credit  of- 
fered. Contact:  Lisa  Dunlevy  program  coordinator 
(214)  648-9532. 

Southwestern  Center  for  Minimally  Invasive 
Surgery:  Urology,  June  4-5.  Sponsored  by  UT 
Southwestern  Medical  Center  at  Dallas.  Excellence 
in  Education  Foundation  Auditorium,  Simmons  Bio- 
medical Research  Building.  Course  Director:  Mar- 
gaaret  Pearle,  MD,  AMA  credit  offered.  Contact: 

Leah  Cannon,  program  coordinator  (214)  648-3792. 

Science  of  Family  Medicine,  June  9-13.  Spon- 
sored by  UT  Southwestern  Medical  Center  at  Dallas. 
Excellence  in  Education  Foundation  Auditorium, 
Simmons  Biomedical  Research  Building.  Course  di- 
rector: Claire  McCluggage,  MD,  and  Joe  Ventimiglia, 
MD.  AMA  and  AAFP  credit  offered.  Contact:  Lisa 
Dunlevy,  program  coordinator,  (214)  648-9532. 

Update  in  Pain  Management.  June  12.  Spon- 
sored by  UT  Southwestern  Medical  Center  at  Dallas. 
Excellence  in  Education  Foundation  Auditorium, 
Simmons  Biomedical  Research  Building.  Course  di- 
rector: Noor  Gajraj,  MD.  AMA  and  AAFP  credit  of- 
fered. Contact:  Stacey  Novotny,  program 
coordinator,  (214)  648-3784. 

The  Third  Annual  Enhancing  Your  Clinic  Prac- 
tice Using  New  Technology,  June  19  (pre-confer- 
ence June  18).  Sponsored  by  UT  Southwestern 
Medical  Center  at  Dallas.  McDermott  Plaza,  D1.700. 
Course  director:  Ron  Peshock,  MD.  CME  credit  of- 
fered. Contact:  Kraig  Steubing,  program  coordinator, 
(214)  648-9350. 

Physicians  at  the  Crossroads,  June  25.  Spon- 
sored by  the  Alliance  for  Medical  Management  Edu- 
cation. UT  Southwestern  Medical  Center  at  Dallas, 
Excellence  in  Education  Foundation  Auditorium, 
Simmons  Biomedical  Research  Building.  Course  di- 
rector: Willis  Maddrey,  MD.  AMA  credit  offered. 
Contact  Kathy  Matthews,  program  coordinator, 

(214)  648-2200. 

Zale  Lipshy  University  Hospital  Minimally  Inva- 
sive Surgery  Overview  for  the  Primary  Care  Physi- 
cian, June  26.  Sponsored  by  the  Southwestern 
Center  for  Minimally  Invasive  Surgery,  UT  South- 
western Medical  Center  at  Dallas,  Excellence  in  Edu- 
cation Foundation  Auditorium,  Simnions  Biomedical 
Research  Building.  Course  director:  Daniel  Jones, 
MD.  CME  credit  offered.  Contact  Kathy  Matthews, 
program  coordinator,  (214)  648-2200. 
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BackTalk 


Question 

Who  are  your  heroes  and  why? 


1 1 11 11  other  Teresa,  because  she  showed  us  the  good  side 
I w lof  humanity.  If  we  admire  her,  maybe  we’ll  do  the 
same  thing  she  did  — care  for  the  poor  and  needy.” 

All  Moshtaghi,  MD,  54 
urological  surgery,  Wichita  Falls 

II  I gnaz  Semmelweis,  who  realized  that  hand-washing 
I could  save  thousands  of  women  who  were  dying  of 
childbed  fever.  He  tried  in  vain  to  convince  the  medical  es- 
tablishment of  his  findings.  It  was  not  until  decades  later  that 
he  was  proven  right.  He  died  believing  in  his  principles,  de- 
spite the  derision  of  his  colleagues.  He  is  the  great  tragic  hero 
of  medicine.” 

James  S.  Newman,  MD,  39 
internal  medicine,  Dickinson 

lir  very  single  human  being  around  the  world  who 
makes  his  or  her  living  by  working  with  dignity  and 
honesty  and  doesn’t  take  advantage  of  the  disadvantaged.” 

Juan  A.  Ortega-Mora,  MO,  36 

pediatrics,  Houston 

11^  ur  founding  fathers  — they  made  a pledge  to  stand 
V^by  their  conviction  for  freedom,  risking  their  lives, 
their  fortunes,  and  their  sacred  honor.  They  honored  that 
pledge,  lost  much,  but  gained  everything.” 

John  P.  Trowbridge,  MD,  52 

medical  toxicology/preventive  medicine.  Humble 


Back  TaJk  is  a nonscientific  sampling  of  Texas  physicians’  opinions  on  a topic  of  in- 
terest. Physicians  are  polled  by  telephone,  fax,  or  e-mail.  We  welcome  suggestions 
for  future  topics.  Send  them  to  Texas  Medicine,  BackTalk,  401  W 15th  St,  Austin,  TX 
78701;  fax  them  to  (512)  370-1632;  or  e-mail  them  to  m_mcever@texmed.org. 


1 1 ryan  Williams,  MD,  former  associate  dean  of  stu- 
Ih^  dents  at  UT  Southwestern  Medical  School.  He  is  a 
best  friend  to  all.  He  did  everything  from  letting  people  bor- 
row his  truck  to  confronting  unreasonable  faculty  professors. 
He  also  was  the  star  in  many  senior  films!” 

Andrew  C.  Sambell,  MD,  34 

urological  surgery,  Ennis 

llHHy  No.  1 hero  is  my  mom  because  she’s  never  lost 
I W I faith  in  me.  Another  hero  is  Ms  Baca,  my  fifth-grade 
teacher.  She  convinced  me  to  believe  in  my  ability  to  do  any- 
thing I want  to  do.” 

Josie  Williams,  MD,  57 

gastroenterology,  Austin 

ll||||y  heroes  are  many:  my  parents  who  nurtured  and 
I W I encouraged  me;  my  teachers  who  educated  me  — 
Dr  Robert  S.  Sparkman,  my  chief,  in  particular;  and  my  col- 
leagues in  medicine  who  stay  the  course  in  spite  of  the  many 
incursions  into  medicine  today.” 

John  C.  O'Brien,  Jr,  MD,  56 

surgical  oncology,  Dallas 

1 1 Mk  t the  present  time,  my  heroes  are  the  people  who  are 
fighting  against  managed  care.  That  includes  my  pa- 
tients, who  have  to  fight  to  get  needed  treatment.  These 
days,  if  patients  aren’t  independently  wealthy,  getting  mental 
health  care  truly  becomes  a battle.  My  heroes  also  are  the 
physicians  and  advocates  who  are  standing  up  against  the 
obstruction  of  good  health  care.” 

Deborah  Peel,  MD,  47 
psychoanalysis,  Austin 
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cyberdocs 


Sure,  car  makers  can 


make  a good  car. 
But,  does  that  make 


At  Autoflex  Leasing,  we  don  t make  ears...^e  Make  Car  Leases!  .And  lots  of  them.  In  fact,  we  have  over  50  different 
leases  to  choose  from  on  every  vehicle.  Chances  are  you’ll  save  money  with  our  Flexlease.  A lot  of  your  peers  have. 
Call  Today.  .After  all,  why  would  you  get  a lease  from  a car  company  when  you  can  get  a lease  from  a lease  company? 


Announcing  A New  way  For  TMA  Members  To 

Take  Wall  Street  By  The  Horns 


The  Texas  Medieal  Association  Insurance 
Trust  is  pleased  to  announce  the  availabilitv' 
of  TIAA-CREF  Mutual  Fluids  for  all  TMA 
members  and  their  employees. 


Bui!  market  or  bear  market. ..returns  on  your 
investments  can  fluctuate.  That’s  true  of  all 
mutual  funds,  but  not  all  funds  give  you  these 
outstanding  features: 
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If  \'Ou  want  to  save  for  voiir  children’s  education...  ■ No  sales  charges... no  commissions... 

potentially  increase  \'our  current  income. . .invest  for  no  transaction  fees. ..no  account  maintenance  fees 


a new  house  or  for  retirement... or  set  aside  money 
for  an  emergena'. ..the  no-load  mutual  ftinds  from 
TIAA-CREF  are  designed  to  help  \'ou  meet  these 
goals.  As  widi  anv  mutual  fund,  the  performance 
of  the  TL4A-CRFF  Mutual  Funds  is  not  guaranteed, 
and  principal  and  returns  will  Hucuiate. 


■ Exceptionally  low  operating  expenses* 

■ $250  minimum  investment  (just  $25  if  you 
use  the  automatic  investment  plan) 

■ Free  guidance  from  professional  counselors 


E\'en  if  \'ou’ve  never  in\'ested  in  a mutual  fund,  you’ll 
find  it’s  easy  to  start  investing  with  TIAA-CREF 
Mutual  Funds.  TIAA-CREE’s  Counselors  will  help 
you  — free  of  charge  and  without  any  obligation 
whatsoever  — determine  the  investment  strategy' 
that  best  matches  your  goals. 


TIAA-CREF  MUTUAL  FUNDS 

A NEW  Financial  Advantage 
Sponsored  By 

Texas  Medical  Association 
Insurance  Trust 


Exclusive,  dedicated  service  for  TMA  members 

To  learn  more  about  the  adwtntages  of  no-load  mutual  hind 
investing  and  to  see  how  aftbrdable  TIAA-CREF  Mutual 
Funds  are,  request  a free,  no  obligation  information  package 
today.  Call  this  special  toll-free  number: 

1 877  276-9429,  Dept.  fk8 

Weekdays  from  7:00  a m.  to  7:00  p.m.,  CT. 

"A  portion  of  the  management  fee  has  been  waived.  This  waiver  is  contraetiial 
and  guaranteed  through  at  least  Inly  1,  2000. 


Created  and  endorsed  by  the  Texas  Medical  Association 

For  more  complete  information  about  the  TIAjI-CREF Mutual  Funds, 
including  charges  and  expenses,  please  call  1 877  276-9429  for  a 
prospectus.  Please  read  the  prospecuis  carefulK'  before  y'ou  invest  or 
send  money. 

NOTE:  Neitlier  TMAIT  nor  TMA  receive  any  commissions,  income  or  fees  for  the 
sponsorship  of  the  TIAA-CREF  Mutual  Ftttnis.  TMAIT  is,  however,  reimbursed  for 
certain  administrative  expenses  associated  with  the  spon.sorship. 

The  TIAA-CREF  Aliitiial  Funds  arc  distributed  bv  Teachers  Personal  Investors  Services,  Inc. 
© 1999  Teachers  Personal  Investtirs  Sen'ices,  Inc. 


Physicians 
on  the  Internet 

From  conducting  medical  research  to  communicating 
with  patients  and  colleagues  to  streamlining  their  office 
operations,  a growing  number  of  physicians  are  learning 
that  the  Internet  is  a valuable  tool  in  their  practices.  Some 
say  employing  the  powers  of  the  World  Wide  Web  is  fast 
becoming  a necessity  for  physicians. 

By  Laurie  Stoneham 
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Recognizing  the  early  stages  of  dementia 

By  Jary  M.  Lesser,  MD 

Pulmonary  embolism  mimicking 
acute  myocardial  infarction 

By  Christopher  B.  Wong,  MD; 

Ian  T.  Tang,  MD;  Alex  Tiu,  MD 
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Medical  Economics 

HMO  financing  32 

Some  HMOs  are  walking  a financial  tight  rope  and  when  they  fall,  they  often  take 
physicians  and  patients  with  them.  Just  ask  the  folks  in  San  Antonio  about  Well- 
Choice.  A bill  working  its  way  through  the  state  legislature  would  create  stricter 
! capitalization  requirements  for  HMOs  operating  in  Texas. 

By  Teri  Moran 

Medical  Economics 

Comparing  HMOs  45 

It’s  fashionable  to  bash  managed  care  these  days,  but  the  fact  is,  managed  care 
plans  are  not  all  alike.  Some,  like  Temple’s  Scott  & White,  do  it  right  because  they 
keep  physicians  in  charge  of  the  decision-making.  A special  insert  outlines  the 
“Essential  Elements  of  a Quality  Health  Plan.” 

By  Teri  Moran 

Law 

Escape  from  a PPMC  50 

For  a group  of  doctors  in  Fort  Worth,  signing  up  with  a physician  practice  man- 
agement company  seemed  like  a good  idea  at  the  time.  But  now  they  are  em- 
broiled in  what  promises  to  be  a lengthy  battle  to  get  out  of  what  they  have  come 
to  view  as  an  unfavorable  contract.  The  outcome  could  affect  physicians  through- 
out Texas. 

By  Monica  Maldonado 

Legislative  Affairs 

Improving  border  health  54 

State  legislators,  along  with  other  state  officials  and  a few  of  their  federal  coun- 
terparts, are  making  an  effort  to  improve  health  conditions  along  the  Rio  Grande. 
And  it  doesn’t  hurt  that  the  governor  has  made  Texas-Mexico  border  issues  a top 
priority  this  year. 

By  Ken  Ortolon 

Personal  Finance 

Mutual  benefit  57 

The  Texas  Medical  Association  Insurance  Trust  has  teamed  up  with  one  of  the  na- 
tion’s largest  financial  firms  to  offer  TMA  members  a new  mutual  fund  investment 
opportunity. 
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The  Big  Picture 

Alley  in  Roussillon,  France,  by  Stephen  F.  Hoffmann,  MD,  San  Antonio 

If  you  would  like  to  submit  a photograph  for  The  Big  Picture,  please  send  it  to  Laura  J.  Albrecht,  Photo  Editor, 
Texas  Medicine.  401  W 15th  St,  Austin,  TX  78701. 
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Get  The  System  That 
Makes  Your  Practice  Ci.ick 

Choose  the  award  winning 
Microsoft®  Windows®  solution 
selected  by  over  600 
Physicians  in  Texas 
designed 
to  combine 
the  fiexibiiity  of 
client/server  technology 
with  the  power  of 
Microsoft®  BackOffice® 


MILLBRflDK 
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Microsoft®  Healthcare  Users  Group 
Consecutive  Winner  - 1997  and  1998 
Ambulatory  Care  - Administrative/Financial 
Industry  Solutions  Awards  for  Healthcare 


» ' Industry 


98 

^ Industry 

Solution 

Awards 


'compliant 


Microsoft 


Microsoft' 

BackOffice 


For  more  information,  or  to  register  for  a free  seminar,  call: 


Practice 

Performance 


Software  Solutions 
Network  Administration 
Network  Development 
Training 


S ervices  and  S olutions  fo  r P h y s ic  ia  n s 


Technology  Croup 


Systems  Implementation 
Hardware  Selection 
Customer  Support 
Shared  Services 


www.ppihealth.com 


lnfo@ppiheaith.com 


972.404.3000 


PPD  PHARMACO 

Associate  Medical  Director 

PPD  Pharmaco,  a leading  Contract  Research 
Organization  located  in  Austin,  has  a position  avail- 
able for  an  Associate  Medical  Director  in  the  Phase  I 
Clinic.  The  Associate  Medical  Director  is  responsible 
for  all  medical  aspects  of  research  studies  conducted 
at  the  Phase  I Clinic  either  by  direct  performance  of 
medical  duties  or  by  the  oversight  of  other  medical 
personnel.  The  main  focus  of  this  position  is  the  med- 
ical health  and  safety  of  subjects  participating  in 
pharmaceutical  research  studies  and  other  types  of 
medical  research  conducted  at  the  Clinic.  The  position 
reports  to  the  Medical  Director. 

Qualifications: 

• MD  degree  with  current  license  to  practice  in  the 
state  of  Texas  and  at  least  five  years  of  clinical 
practice  experience,  including  residency 

• Previous  experience  in  conducting  pharmaceutical 
research  is  preferred 

• Must  maintain  current  ACLS  education 

• Excellent  communication  skills,  excellent  team- 
building skills,  and  the  ability  to  work  in  a team 
environment 

• Ability  to  work  with  an  attitude  of  care  and  con- 
cern for  patients  and  subjects 

If  interested,  please  forward  your  resume  to: 

Human  Resources 
PPD  PHARMACO 
(ASSOC  MED  DIR) 

4009  Banister  Lane 
Austin,  TX  78704 
Fax  (512)  440-2952 
www.ppdpharmaco.com 

EEO/AA  EMPLOYER 

PPD  PHARAMCO 


Editor’s 

Note 


You  know  who  you  are.  You’re  the 
people  who  hold  computers  in  the 
same  regard  you  would  a rat- 
tlesnake in  your  refrigerator.  Some 
of  you  don’t  even  trust  typewriters. 
But  you’d  better  look  out  because  the  In- 
ternet posse  is  about  to  track  you  down. 

As  freelance  writer  Laurie  Stoneham 
points  out  in  the  cover  story  this  month, 
more  and  more  physicians  are  finding 
out  the  World  Wide  Web  is  a great  place 
for  research  and  for  communicating 
with  patients  and  colleagues.  Some  ex- 
perts even  predict  that  some  day  soon 
patients  will  be  able  to  visit  their  physi- 
cians via  the  Internet  and  not  even  have 
to  leave  their  homes.  How’s  that  for  a 
house  call  in  reverse? 

Read  Laurie’s  story  and  maybe  you’ll 
be  ready  for  some  Web  surfing  of  your 
own. 

This  issue  also  marks  the  debut  of 
our  newest  associate  editor,  Monica 
Maldonado,  with  a story  about  the  ef- 
forts of  a group  of  Fort  Worth  physicians 
to  break  free  of  an  onerous  contract  with 
a physician  practice  management  com- 
pany. Monica,  a native  Texan  who  had 
the  good  sense  to  come  home  from  New 
York  City,  will  be  handling  the  Law  and 
Science/Education  sections  of  Texas 
Medicine.  We’re  glad  she’s  here. 


Larry  BeSaw 

Managing  Editor 
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LEXUS  GS300  or  GS400 

Ready  for  Immediate  Delivery!! 


Medical  Division  means  “Superior  Service”... 

^ * No  Deposit  • Next  Day  Delivery  Anywhere! 

^ ^ # • No  Down  Payment  • No  Surprises  at  Delivery! 

* * * * Loaner  Cars  • “Hassle-Free”  Shopping 


GAP  Insurance  Included 


• Ask  About  3%  Cash  Back 


CALL  TOLL  FREE: 

800-988-0994 

(972)  994-0994 

www.superiorleasing.com 


Comfort  Package,  Leather,  6 Disc  CD  Changer,  Front  & Rear  Air 
Conditioning  and  Running  Boards!! 

8 month  closed-end  lease  with  purchase  option.  MSRP-  $34,735.  Tax,  title,  license  and  1st  payment  due  on  delivery  for  a total  of  $3,438  due  at  incephon. 
No  security  deposit  on  approved  credit.  Total  of  payments-  $18,623.  $250  disposal  fee.  Based  on  15K  miles  per  year  with  15c  penalty  lor 
every  additional  mile  and  penalty  for  excessive  wear  and  tear.  With  approved  creit. 

ANY  MAKE  or  MODEL!!... 
TRADE-IN'S  are  WELCOME!! 


Get  a second  opinion 
front... 

SUPERIOR  LEASING,  M.D. 


Superior  Leasing 
is  preferred  hy 
the  physicians 
themselves!! 


"I  had  two  cars  with  unfinished  leases.  Through  Superior  Leasing, 

1 was  able  to  terminate  those  leases  and  lease  two  new  cars  of  my 
choice  including  a BMW  740  il.  They  were  delivered  to  my  front  door 
in  just  two  days!  That's  what  I call  'creative  financing'!  To  me, 

Superior  Leasing  means  Superior 
Service!!" 


Miml  Cintron,  MD 
Harlingen,  TX 


Miguel  Cintron,  MD,  Harlingen,  TX 


"...if  it  depreciates,  lease  it!! if  it  appreciates,  buy  it!!" 

/.  Paul  Getty 

High  or  low  miles,  none  or  multiple  security  deposits,  zero  or  max.  down  regardless  of  credit... 

Superior  Leasing  Medical  Division  will  provide  a custom  tailored  lease  to  best  fit  your  needs. 


iIlH***' 


VH^hbfl 

V'  '!>^B[I9H 

'*i^B 

' ''  ^ 

*>\- 

' i»4i4i^KP  V.  i^araM 

iV'v^ 

w^^nwM 

iJ^rofessiondl  (^Protection  Sxclusively  since  /899 


To  reach  your  local  office,  call  800-344-1899. 


Letters 


The  cover  was  nice 


The  February  issue  of  Texas  Medi- 
cine is  evidence  of  where  George 
Lundberg,  MD,  has  landed.  Arti- 
cle after  article  with  the  usual 
self-satisfied  elitist,  leftist  view.  I 
protest  for  the  conservative  remnants 
of  the  Texas  Medical  Association, 
which  find  the  socialist  claptrap  funny, 
but  irritating  at  the  same  time.  I also 
apologize  in  advance  for  the  length  of 
this  letter,  but  it  is  only  rarely  that  one 
would  find  the  need  to  criticize  so 
much  in  one  small  journal. 

The  article  “Swapping  for  Life”  (pp 
52-55)  by  Teri  Moran  on  needle  ex- 
change programs  celebrates  the  TMA 
House  of  Delegates  action  supporting 
this  illegal  concept,  without  mention- 
ing important  things  that  Ms  Moran 
knew  when  she  wrote  the  article. 

• The  resolution  was  forwarded  by  the 
Committee  on  Infectious  Diseases  1 
year  after  I warned  the  Council  on 
Public  Health  that  this  idea  was  bad 
— rejected  by  the  White  House  drug 
czar.  Bill  Bennett,  and  US  Rep  Char- 
lie Rangel  (D-NY),  for  example,  and 
condemned  by  researchers  who 
found  the  exchange  programs  in- 
creased the  new  cases  of  THDS  in 
three  different  studies  and  created 


law  enforcement  chaos  by  creating 
safe  zones  for  drug  dealing.  The 
House  of  Delegates  wasn’t  working 
with  the  panoply  of  information. 

• The  action  of  the  House  of  Delegates 
was  taken  as  a result  of  very  poor  and 
one-sided  information  and  research, 
and  passed  without  debate  or  discus- 
sion in  the  reference  committee. 


Ms  Moran  put  the  best  face  on  it  by 
quoting  the  supporters  and  bypassing  the 
significant  research  I sent  to  TMA  that 
raised  significant  questions  about  needle 
exchange.  I am  impressed  with  how 
quickly  Texas  Medicine  rushed  in  to  con- 
gratulate TMA  on  its  action.  Where  was 
Texas  Medicine  when  the  House  of  Dele- 
gates condemned  in  resolutions  the  poor 
science  of  the  patient  safety  movement  or 
when  the  House  condemned  the  Kidcare 
crisis  rhetoric  or  warned  that  the  Environ- 
mental Protection  Agency  regulatory  ac- 
tivity should  be  closely  watched  for  junk 


science?  It’s  easy  for  me  to  guess,  since 
the  editorial  board  or  the  staff  seems  to 
support  big  government,  a larger  welfare 
state,  and  more  regulations. 

In  the  same  issue,  Cynthia  Meyers  in 
her  article,  “After  Hopwood,”  (pp  56-59) 
stretched  the  truth  and  revisited  another 
campaign  for  an  illegal  concept  held  in 
high  regard  by  the  left  — color  quotas.  No 


research  supports  Ms  Meyers’  assertion 
that  minority  populations  are  less  likely  to 
seek  medical  care  from  white  doctors  — 
people  aren’t  stupid,  they  go  to  good  doc- 
tors when  they  can  find  them  and  kind 
doctors  in  preference  to  unkind  ones. 

No  legitimate  research  exists  that 
says  that  black  or  Hispanic  patients  are 
more  likely  to  follow  the  recommenda- 
tions of  a physician  from  the  same  eth- 
nic background  as  opposed  to  a white 
doctor.  This  politically  correct  ranting 
has  to  stop.  I challenge  Ms  Meyers’ 
statements  and  sources  to  a duel  — 
even  if  they  managed  to  manufacture 
proof  of  their  prejudice,  it  is  still  evil 
racism  promoted  for  perverse  reasons. 

On  enrollment  changes,  the  article 
pointed  out  the  obvious.  If  poorly  qual- 
ified individuals  are  allowed  into  law 


Express  your  point  of  view  in  Texas  Medicine.  To  submit  a letter,  mail,  fax,  or  e-mail  it  to  Texas  Medic/ne,  TM A, 
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school  or  medical  school  on  the  basis  of 
color  and  if  that  is  outlawed,  then  ob- 
viously there  will  be  a decline  in  that 
group’s  enrollment.  Would  Ms  Meyers 
or  Texas  Medicine  suggest  that  we  send 
poorly  qualified  ethnic  doctors  into  the 
ethnic  neighborhoods  on  the  theory 
that  the  ethnic  neighborhoods  need  in- 
ferior doctors? 

Any  ethnic  group  should  get  no  less 
than  a properly  qualified  physician. 
Any  system  that  ignores  the  impor- 
tance of  competence  and  adequate 
preparation  is,  in  fact,  another  form  of 
plantation  racism.  Sometimes,  for  all 
the  good  reasons  in  the  world,  we  do 
crazy  things,  and  I think  the  least  that 
the  medical  profession  in  Texas  can  do 
is  assure  everyone  that  they  will  be 
dealing  with  properly  qualified  and 
well-trained  physicians  when  they  go 
into  doctors’  offices.  The  last  thing  we 
need  is  Texas  Medicine  continuing  this 
whining  about  the  demise  of  quotas. 
Quotas  are  over,  and  Ms  Meyers  prop- 
erly pointed  out  the  real  solution  — 
help  people  of  all  groups  achieve  an 
adequate  education. 

All  efforts  to  increase  participation 
in  the  great  American  opportunity 
should  be  encouraged.  Texas  Medicine 
should  emphasize  the  importance  of 
improving  the  Texas  educational  sys- 
tem at  the  grade  school  and  high 
school  levels  for  children  everywhere 
in  Texas,  so  that  we  can  avoid  one  half 
of  Texas  college  students  requiring  re- 
mediation. All  efforts  to  put  a hand  out 
and  give  a hand  up  to  kids  who  come 
from  deprived  circumstances  should  be 
applauded  and  supported.  Quotas 
smell  of  condescension  and  white  lib- 
eral elitism,  and  I know  for  a fact  that 
there  are  black  doctors  and  Hispanic 
doctors  in  TMA  who  are  smarter  than 
me  by  a mile  — don’t  demean  them 
with  your  silly  journalistic  biases. 

It’s  time  for  us  to  give  up  all  this  styl- 
ish multiculturalism  and  “diversityism” 
and  reach  for  a color-blind  and  nondis- 
criminatory  ideal  rather  than  dredging 
up  old  resentments  or  unrequited  guilt 
that  serves  no  purpose  but  to  allow  ma- 
nipulation and  rhetorical  bullying. 

Last  but  not  least,  Larry  BeSaw  pres- 
ents the  article,  “Checking  the  Pulse,” 
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|(pp  60-62).  Will  journalists  ever  stop 
finding  a new  crisis  created  by  agenda- 
driven  advocacy  groups  so  that  ex- 
panded government  can  rush  in  to  save 
the  day?  The  House  of  Delegates  recently 
I passed  resolutions  condemning  the  crisis 
rhetoric  related  to  child  insurance  and 
; supporting  the  free-market  approach  to 
insurance.  Did  Texas  Medicine  write  an 
article  on  those  timely  resolutions? 

I suggest  that  you  reevaluate,  re- 
group, and  temper  some  of  the  editorial 
biases  and  prejudices  demonstrated  in 
the  February  1999  issue. 

John  Dale  Dunn,  MD,  JD 

Rt  1,  Box  282M 

Lake  Brownwood,  TX  76801 


Team  approach  is  best 


Somehow  a copy  of  the  March  is- 
sue of  Texas  Medicine  ended  up  in 
my  mailbox.  I read  with  interest 
the  article  on  cooperation  be- 
tween physicians  and  pharma- 
cists in  an  effort  to  avoid  legislative 
battles  (“Prescription  for  Cooperation,” 
March  1999  Texas  Medicine,  pp  54-56). 

The  existing  agreement  of  “physi- 
cians should  prescribe  and  pharmacists 
should  dispense”  that  has  kept  the  peace 
for  several  years  made  me  chuckle,  then 
made  me  a little  frustrated.  That  “agree- 
ment” has  very  little  in  common  with 
the  training  I received  in  pharmacy 
school  or  with  the  practice  that  I have 
had  during  the  last  14  years  in  a hospi- 
tal setting.  In  my  own  experience,  the 
rule  that  might  benefit  patients  most 
would  be  “physicians  should  diagnose 
and  pharmacists  should  prescribe.”  It 
also  is  interesting  to  watch  the  increased 
use  of  other  physician  extenders  who 
are  given  prescribing  privileges  with  a 
lot  less  training  in  pharmacotherapy 
than  that  received  by  pharmacists. 

Clearly,  as  stated  in  the  article,  the 
focus  should  be  on  what’s  best  for  the 
patient.  In  my  experience,  a team  ap- 
proach that  includes  a pharmacist  is  al- 
most always  the  optimal  approach. 
Pharmacy-run  services  that  operate  un- 
der carefully  developed  protocols  ap- 
proved by  physicians  are  proliferating 
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because  they  have  been  shown  to 
work.  Anticoagulation  clinics,  hyper- 
tension clinics,  lipid  clinics,  asthma 
clinics,  and  many  others  are  being  de- 
veloped because  they  are  cost-effective. 

The  focus  now  should  be  ensuring 
that  the  pharmacist  has  the  proper 
training  and  competence  required  of 
the  task.  The  profession  of  pharmacy 
already  has  developed  ways  to  do  this 
through  doctor  of  pharmacy  programs, 
general  and  specialized  residency  pro- 
grams, and  methods  for  board  certifica- 
tion and  specialty  certifications. 

While  there  is  remaining  work  to  be 
done,  it  is  not  in  the  best  interest  of  the 
patient  to  allow  turf  battles  to  intervene 
or  to  continue  to  suggest  that  “pharma- 
cists should  stick  to  dispensing.” 

Jeffrey  J.  Weber,  PharmD,  BCPS 

Clinical  Pharmacy  Specialist 
2715  Aspen  Lane 
Pearland,  TX  77584 

Still  enjoying  his  practice 

George  Bohmfalk,  MD,  who  wrote 
about  giving  up  the  practice  of 
medicine  (“I  Just  Had  to  Let  It 
Go,”  March  1999  Texas  Medicine, 
pp  45,  48-49),  is  my  contempo- 
rary. I knew  George  very  well  about  25 
years  ago  because  he  was  a medical 
school  classmate.  George  has  always 
been  a man  of  many  talents,  so  his 
choice  to  move  on  to  other  areas  of  in- 
terest does  not  surprise  me.  Also,  being 
of  an  energetic  sort,  George  chose  a ca- 
reer in  perhaps  the  most  demanding  of 
specialties,  neurosurgery.  Surely  stress- 
related  “burnout”  must  be  more  com- 
mon in  such  a specialty.  All  I can  say  is, 
if  George  Bohmfalk  is  now  opening  a 
restaurant.  I’ll  drive  across  the  state, 
based  on  the  man  I have  always 
known,  to  dine  there  (and  I promise, 
George,  not  to  criticize  the  food). 

My  own  practice  in  ophthalmology  is 
probably  less  demanding  and,  to  some  at 
least,  less  respectable  as  well.  Recently, 
at  a men’s  lunch  club,  the  program  listed 
my  occupation  as  “physician.”  In  intro- 
ducing me,  the  moderator  said,  “Danny 
isn’t  really  a physician,  he’s  an  eye  doc- 


tor!” So  there  you  have  it.  Even  so,  I do 
not  plan  to  give  up  practicing  during  the 
foreseeable  future.  Eventually,  I hope  to 
free  up  more  extended  time  out  of  the 
office  for  travel,  but  I will  also  enjoy  hav- 
ing an  office  to  return  to.  Each  of  us 
knows  what  we  give  to  our  patients,  but 
we  often  overlook  what  our  patients  give 
to  us  — a purpose. 

A few  weeks  ago,  I replaced  my  old 
phoropters  (instruments  used  to  test  for 


glasses)  with  new  ones.  After  21  years 
of  consistent  service,  the  instruments 
began  showing  various  malfunctions. 
To  my  distress,  I discovered  that  re- 
placement parts  are  no  longer  made  for 
these  phoropters.  When  the  cylinder 
mechanism  irreparably  locked  up  one 
day,  I purchased  new  ones.  It  seemed  a 
rather  optimistic,  even  extravagant  ex- 
penditure at  my  age,  considering  the 
old  ones  lasted  for  20  years. 

Since  retirement,  disability,  and 
death  have  decimated  the  ranks  of  the 
more  senior  ophthalmologists  in  San 
Antonio,  I now  find  myself,  by  default, 
within  the  ranks  of  the  more  senior  oph- 
thalmologists. My  practice,  still  solo 
now  for  all  these  years,  is  as  comfortable 
as  an  old  pair  of  bedroom  slippers.  Pa- 
tients whose  tear  ducts  I probed  as  ba- 
bies now  have  their  own  babies.  I have 
worked  long  enough  to  watch  vibrant, 
alert,  productive  elderly  patients  decline 
to  states  approaching  that  of  pet  rocks. 
“Are  you  having  a good  day?”  “Every 
day  above  ground  is  a good  day,”  one 
observed.  Some  glaucoma  victims  have 
progressively  lost  vision  under  my  care- 
ful watch,  despite  the  best  treatment 
available.  Patients  often  let  me  know 
that  they  fear  blindness  more  than 
death.  I now  not  only  accept  intellectu- 
ally, but  also  with  the  heart,  that  a hum- 
bling balance  of  successes  and  failures 


as  we  take  care  of  folks  is  preordained 
and,  therefore,  to  a large  extent,  beyond 
our  control.  The  assimilation  of  that 
truth  can  and  should  be  quite  relaxing. 

Eortunately,  I enjoy  many  interests 
outside  the  practice  of  ophthalmology. 
I still  keep  up  piano  playing  because, 
more  than  anything  else,  my  friends 
enjoy  the  music  and  encourage  me. 
Last  year,  I participated  in  a Doctor’s 
Concert,  sponsored  by  the  Department 


of  Music  at  The  University  of  Texas  at 
San  Antonio.  At  the  end  of  the  per- 
formance, I was  actually  handed  a bou- 
quet of  roses.  I have  never  received 
flowers  following  even  the  most  suc- 
cessfully performed  cataract  surgery. 
Roses  and  a little  applause  do  lift  the 
spirit.  In  my  neighborhood,  the  Alamo 
Heights  High  School  golf  team  fields 
several  talented  young  golfers,  and  I 
have  taken  on  their  support  as  a proj- 
ect. My  own  golf  game  provides  suffi- 
cient frustration  for  those  days  when  I 
am  not  in  the  office.  Then  there  are 
photography  and  cooking. 

Back  to  the  phoropters.  I’ll  have  to 
confess,  with  all  the  administrative 
hassles,  and  now  that  I am  among  the 
senior  practitioners,  the  “R”  word  occa- 
sionally has  crept  into  my  conversation 
as  well.  I’m  not  sure  I can  explain  it, 
but  since  I now  have  this  infusion  of 
new  equipment,  I go  to  the  office  most 
days  with  an  attitude  I once  enjoyed 
but  somehow  lost  along  the  way,  and 
that  is  meeting  the  workday  with  a 
sense  of  open-ended  possibility  and  ad- 
venture. Besides,  I have  new  equip- 
ment to  pay  for!  And  not  to  forget, 
every  day  above  ground  is  a good  day. 

Daniel  G.  Duke,  MD 

8601  Village  Dr,  Ste  212 
San  Antonio,  TX  7821 7 


I now  not  only  accept  intellectually,  but  also  with 
the  heart,  that  a humbling  balance  of  successes  and 
failures  as  we  take  care  of  folks  is  preordained  and, 
therefore,  to  a large  extent,  beyond  our  control. 
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An  era  of  insurgency  in 
medicine 


By  Robert  T.  Gunby,  Jr,  MD 


It  is  an  honor  to  be  here  to  share  the 
experiences  of  the  Dallas  County 
Medical  Society  (DCMS)  during  our 
members’  ongoing  battle  with  Aetna 
US  Healthcare.  Unfortunately,  this  is 
a common  story  among  physicians, 
covered  by  media  all  over  the  United 
States.  But  in  typical  Texas  style,  it  has 
been  bigger  here  than  in  other  parts  of 
the  country.  The  sheer  size  makes  the 
impact  on  patients  and  physicians  eas- 
ier to  see  and  less  anecdotal. 

Since  I intend  to  frame  this  story  in 
terms  of  a battle,  I wish  I could  mimic 
the  great  US  Gen  George  Patton  as  well 
as  George  C.  Scott  did.  I would  love  to 
use  a few  of  Patton’s  choice  adjectives  to 
describe  the  Wall  Street  strong-arm  be- 
havior that  we  have  witnessed  in  the  last 
8 months.  Instead,  I’ll  simply  use  the 
metaphor  of  a battle  because  it  feels  very 
appropriate.  As  our  members  fought  this 
well-armed  and  well-funded  opponent 

Editor's  Note:  Dr  Gunby  gave  this  speech  at  the  AMA 
National  Leadership  Development  Conference  in 
Phoenix  on  March  21. 


last  summer,  they  called  upon  all  levels 
of  organized  medicine  for  assistance.  So, 
if  I may,  I would  like  to  tell  you  how  our 
county  medical  society,  state  medical  as- 
sociation, and  the  American  Medical  As- 
sociation have  worked  together  to 
support  these  physicians. 

First,  let  me  give  you  a little  back- 
ground. In  1998,  I was  privileged  to 
serve  as  DCMS  president  and  represent 
the  6,000  members  in  our  community 
who  treat  patients  everyday.  Last  June, 


the  medical  society  was  notified  by  the 
leadership  of  one  of  the  county’s  largest 
groups  that  its  attempt  to  work  with 
Aetna  in  a risk-sharing  contract  was  fail- 
ing. This  560-physician  group,  known  as 
Genesis  Physicians  Practice  Association, 
had  many  managed  care  contracts  using 
the  messenger  model.  But  one  of  the 
contracts  was  a risk-sharing,  capitated 
contract  with  Aetna’s  health  mainte- 
nance organization  (HMO).  The  group 
had  integrated  clinically,  and  its  mem- 
bers used  a Texas  law  that  allowed  them 
to  take  such  a contract  and  act  as  a sin- 
gle negotiating  entity. 

Shortly  after  Aetna  took  over  the  op- 
erations of  US  Healthcare,  Genesis’  rela- 


tionship with  Aetna  deteriorated.  After  a 
year  of  operating  under  this  agreement, 
Aetna  would  not,  or  could  not,  provide 
the  information  Genesis  needed  to  man- 
age costs.  It  was  like  trying  to  drive  at 
night  without  headlights.  Aetna’s  inabil- 
ity to  share  needed  information  brought 
new  meaning  to  the  concept  of  taking  on 
a risk  contract. 

The  Genesis  leaders  soon  voted  to 
terminate  their  HMO  risk  contract  with 
Aetna,  but  Aetna  refused  to  honor  their 


notice  and  promptly  turned  around 
and  issued  its  own  termination  notice, 
in  essence  firing  all  560  physicians  and 
giving  them  until  October  12  to  sign  in- 
dividual contracts  or  be  dropped  from 
the  network.  So,  in  that  terribly  hot,  El 
Nino  summer,  more  than  the  tempera- 
ture was  starting  to  boil  in  Dallas.  But 
it  was  Aetna’s  next  action  that  would 
cause  Genesis  to  seek  the  support  of  or- 
ganized medicine.  Fortunately,  we 
were  ready  and  willing  to  help. 

In  a move  that  has  come  to  epito- 
mize the  greed  of  these  Wall  Street 
health  care  behemoths,  Aetna  officials 
not  so  subtly  told  physicians  that  it  was 
“our  way  or  the  highway,”  as  they  im- 


It  was  like  trying  to  drive  at  night 
without  headlights.  Aetna’s  inability  to  share 
needed  information  brought  new  meaning 
to  the  concept  of  taking  on  a risk  contract. 
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posed  their  “all-or-nothing”  policy  they 
call  an  “All  Products”  provision.  With 
this  single,  bullish  corporate  decision, 
the  number  of  patients  affected  by  this 
dispute  rose  from  8,000  HMO  patients 
to  40,000  HMO,  preferred  provider  or- 
ganization, and  point-of-service  pa- 
tients. Physicians  found  themselves 
threatened  with  losing  larger  percent- 
ages of  their  practices  if  they  did  not 
sign  individual  HMO  agreements.  Pa- 
tients found  themselves  as  pawns  in 
the  battle  between  David  and  Goliath. 

Telling  the  public 

DCMS  leadership  believed  Aetna’s 
threat  to  impose  its  corporate  policy  on 
an  additional  32,000-plus  patients  was 
morally  wrong.  Such  behavior  had  to 
be  publicly  exposed,  and  the  best  vehi- 
cle available  to  us  was  the  media.  So, 
on  July  9,  1998,  DCMS  held  its  first 
press  conference  in  15  years  to  expose 
and  oppose  corporate  tactics,  which 
would  cause  massive  disruptions  of  pa- 
tient-physician relationships,  all  in  or- 
der to  coerce  physicians  into  an 
unreasonable  HMO  contract. 

You  need  to  be  aware  that  this  is  the 
same  managed  care  organization  that 
has  fought  reforms  each  and  every  step 
of  the  way.  This  organization  filed  a 
lawsuit  in  Texas  opposing  the  1997  law 
that  allows  patients  the  right  to  sue 
their  HMOs  if  they  are  negligent  in  the 
decisions  they  make  regarding  patient 
care.  Aetna  has  spent  millions  of  dol- 
lars in  Washington,  DC,  pushing  legis- 
lation that  would  undo  the  patient 
protection  laws  that  Texas  and  dozens 
of  other  states  have  passed.  We  knew 
going  into  the  battle  that  Aetna  fights 
with  a great  deal  of  intensity.  We 
needed  to  be  serious  and  strong  in  our 
condemnation  of  its  actions. 

The  resulting  press  conference  cer- 
tainly was  successful  in  getting  the 
word  out.  Every  type  of  media  in  Dallas 
covered  the  event,  including  radio, 
print,  and  television.  The  noon,  5,  6, 
and  10  o’clock  news  covered  our  posi- 
tion as  the  top  story.  Aetna  had  no  re- 
sponse. Since  the  summer  of  1998,  this 
story  has  been  retold  and  updated  in 
dozens  of  national  publications,  includ- 
ing the  New  York  Times,  The  Wall  Street 
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[Journal,  and  ABC’s  “World  News 

^ Tonight”  and  “20/20.” 

I But  the  media  attention  alone  was 
not  enough  to  stop  Aetna  from  impos- 
ing the  take-it-or-leave-it  policy,  and  on 
October  12,  thousands  of  Dallas  pa- 
tients received  letters  telling  them  they 
had  lost  their  physicians.  Of  the  560 
Genesis  physicians,  only  110  had 
signed  individual  contracts.  Genesis 
had  survived  its  toughest  battle. 

By  November,  Aetna  was  buying 
newspaper  ads  bragging  that  it  had  the 
largest  network  in  North  Texas,  but  it 
also  was  paying  high-powered  Wash- 
ington attorneys  to  draft  a seven-page 
letter  threatening  antitrust  action 
against  Genesis  for  destroying  the  net- 
work. The  letter,  along  with  the  indi- 
vidual contract,  was  shared  with 
physicians  during  personal  visits  from 
Aetna  recruiters. 

Genesis  physicians  remain  confident 
that  their  group  will  survive.  They  con- 
tinue to  meet  with  Aetna  to  explore 
ways  to  find  a solution. 

Yet,  the  horizon  is  darker  for  Gene- 
sis, and  indeed  for  physicians  all  across 
the  nation,  with  the  prospects  of 
Aetna’s  merger  with  Prudential.  In  Dal- 
las, after  the  merger,  the  conglomerate 
that  may  be  Aetna/US  Healthcare/NYL- 
Care/Prudential  will  hold  47%  of  the 
commercial  insurance  market.  In  Hous- 
ton, the  market  share  will  exceed  60%. 
These  market  imbalances  put  tremen- 
dous pressure  on  physicians  when  they 
look  at  their  practices.  It  makes  even 
the  smartest  physician  rethink  whether 
or  not  to  sign  a one-sided  contract. 

That  is  why  DCMS  and  the  Texas 
Medical  Association  supported  AMA’s 
action  to  oppose  the  merger  of  Aetna 
and  Prudential.  It  is  time  these  multi- 
billion-dollar  corporations  stop  run- 
ning to  the  federal  government  every 
time  a small  group  of  physicians  speak 
out.  Our  goal  has  been  to  create  the  op- 
portunities for  this  change.  It  is  time 
for  the  laws  to  look  out  for  the  patients 
who  are  being  affected  as  this  battle 
continues  to  grow. 

Strength  in  numbers 

One  remarkable  and  lasting  side  effect 
of  this  event  has  been  the  building  of  a 
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new  focus  within  the  organizations  of  I 
the  federation.  The  collaborative  ef- 
forts of  the  county  society,  TMA,  and 
AMA  have  improved  with  each  step  of 
the  battle. 

It  was  very  tough  going  at  first,  but 
now  the  efforts  and  support  of  the 
AMA’s  Private  Sector  Advocacy  Depart- 
ment are  tangible  benefits  to  thousands 
of  DCMS  members.  DCMS  acts  as  the 
communications  coordinators,  inform- 
ing TMA  and  AMA  of  battlefield  condi- 
tions, and  passing  back  strategic 
information  from  AMA  to  the  grass- 
roots. Biweekly  conference  calls  are  set 
up  by  DCMS  that  include  TMA,  AMA 
advocacy  staff,  and  the  leaders  of  Gen- 
esis. TMA  provides  the  statewide  per- 
spective and  its  incredible  lobbying, 
legal,  and  communications  talent.  And, 
AMA’s  national  perspective  and  depth 
of  expertise  in  legal  and  antitrust  issues 
are  invaluable.  In  fact,  it  was  an  awe- 
some sight  to  witness  the  talent  of  all 
levels  of  the  federation  gathered  at 
DCMS  headquarters  the  night  before 
the  press  conference  last  summer.  The 
messages  they  crafted  that  evening  are 
still  alive  in  the  media  today.  It  was 
federation  collaboration  at  its  best. 

Throughout  these  past  months  it  has 
been  clear  to  me,  and  to  all  those  who 
have  worked  so  hard  doing  this,  that 
this  is  one  of  the  primary  reasons  orga- 
nized medicine  exists.  This  is  the  type 
of  cooperation  and  focused  advocacy 
that  we  need,  expect,  and  want  from 
our  organizations.  There  is  room  for  all 
our  organizations  in  the  process.  Every- 
one needs  to  be  involved  and  focused 
on  our  patients.  It  is  not  easy,  but  noth- 
ing worth  doing  ever  is.  County  and 
state  associations  first  must  be  willing 
to  work  together  and  then  fully  partner 
with  AMA  and  specialty  societies  to  ac- 
complish our  goals. 

We  sometimes  feel  like  French  resis- 
tance fighters  in  World  War  II.  The  en- 
emy is  bigger  and  better  equipped  than 
we  are,  but  our  determination  to  over- 
come these  odds  can  make  us  victori- 
ous in  the  end.  ★ 
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Newsmakers 


Otolaryngologist  Edward  E.  Bellens, 
MD,  and  pediatrician  Robert  E.  Myers, 
MD,  both  of  Temple,  were  honored  at  a 
Doctor’s  Day  ’99  dinner  by  the  Bell 
County  Medical  Society  and  the  Med- 
ical Alliance  of  Bell  County. 

Dallas  orthopedic  surgeon  Phil  H.  Berry, 
Jr,  MD,  was  honored  by  the  Medical  Ad- 
visory Board  of  the  National  Kidney 
Foundation  of  Texas  at  its  Champions  of 
Hope  Tribute  Gala,  which  benefits  the 
foundation’s  research  grant  program. 

Wylie  family  practitioner  Mary  Bird- 
song, MD,  was  named  Best  Doctor  for 
the  third  year  by  “The  Best  of  Wylie 
Area”  1999  readers  poll. 

General  practitioner  Roy  E.  Bohl,  MD, 
received  a proclamation  from  the  City 
of  Midlothian  upon  his  retirement  for 
his  34  faithful  years  of  service. 

Houston  general  surgeon  Vergel  V. 
Cruz,  MD,  was  elected  president  of  the 
Houston  Chapter  of  the  Texas  Associa- 
tion of  Philippine  Physicians. 


Gary  Lusk,  MD 


Phil  H.  Berry,  Jr,  MD 


Christopher  L.  Jagmin,  MD 


Mark  J.  Kubala,  MD 


Houston  cardiothoracic  surgeon  Michael 
E.  DeBakey,  MD,  received  the  1999 
John  P.  McGovern  Compleat  Physician 
Award.  Also,  Baylor  College  of  Medi- 
cine’s Board  of  Trustees  will  rename  Bay- 
lor’s Department  of  Surgery  after  Dr 
DeBakey. 


Houston  internist  Harold  E.  Gottlieb, 
MD,  was  named  associate  medical  di- 
rector of  CIGNA  Healthcare  of  Texas. 

The  1999-2000  Texas  Neurological  So- 
ciety officers  include  Martin  Heitzman, 
MD,  El  Paso,  president;  J.  Douglas 
Hudson,  MD,  Austin,  president-elect; 
Eugene  Chi-Ho  Lai,  MD,  Houston,  vice 
president;  and  William  H.  Fleming  III, 
MD,  Houston,  secretary-treasurer. 


Laurance  N.  Nickey,  MD  j lyig,,.  shabot,  MD 

Houston  general  practitioner  Gulam  M. 
Khan,  MD,  was  named  president  of  the 
Houston  Chapter  of  the  Islamic  Med- 
ical Association. 

Douglas  D.  Koch,  MD,  was  appointed 
to  The  Allen,  Mosbacher,  and  Law 
Chair  in  Ophthalmology  at  Baylor  Col- 
lege of  Medicine  in  Houston. 


Austin  gastroenterologist  Shad  Dabaghi, 
MD,  received  the  Freshman  Governor’s 
Award  from  the  American  College  of 
Gastroenterology. 


Family  practitioner  Christopher  L.  Jag- 
min, MD,  was  appointed  network  med- 
ical director  for  Aetna  US  Healthcare’s 
North  Texas  Division  in  Dallas. 


Beaumont  neurosurgeon  Mark  J. 
Kubala,  MD,  received  the  J.C.  Crager 
Award  from  the  Golden  Triangle  Re- 
gion American  Heart  Association. 

Houston  pediatrician  James  R.  Lupski, 
MD,  received  the  1998  E.  Mead  John- 
son Award  for  Research  in  Pediatrics 
from  the  Society  of  Pediatric  Research. 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
section  areTMA  membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
tion; or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  iohanna_f@texmed,org. 
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Austin  psychiatrist  Gary  Lusk,  MD,  re- 
ceived the  1998  Roger  McCary  Physi- 
cian Excellence  Award  from  Seton 
Shoal  Creek  Hospital  for  his  integrity, 
clinical  excellence,  active  participation 
in  physician  management  activities, 
and  good  citizenship. 

Pasadena  general  surgeon  Dixie 
Melillo,  MD,  was  recognized  by  Gov 
George  W.  Bush  and  First  Lady  Laura 
Bush  as  a new  member  of  the  Texas 
Women’s  Hall  of  Fame,  which  honors 
women  who  have  attained  outstanding 
levels  of  achievement  and  whose  con- 
tributions have  made  a significant  im- 
pact on  the  lives  of  Texans. 

Houston  urologist  Ronald  A.  Morton, 
Jr,  MD,  received  the  Researcher  Award 
from  the  American  Cancer  Society  and 
100  Black  Men  of  America,  Inc. 

El  Paso  pediatrician  Laurance  N.  Nickey, 
MD,  was  appointed  to  the  US  Section  of 
the  United  States-Mexico  Border  Health 
Commission  by  President  Bill  Clinton. 

Donald  A.  Podoloff,  MD,  Houston,  was 
named  president  of  the  American  Col- 
lege of  Nuclear  Physicians. 

Galveston  gastroenterologist  J.  Marc 
Shabot,  MD,  was  elected  governor  of 
the  Texas  Southern  Region  of  the  Texas 
Chapter  of  the  American  College  of 
Physicians-American  Society  of  Inter- 
nal Medicine. 

Houston  pediatrician  HudaY.  Zoghbi, 
MD,  was  presented  the  Sidney  Carter 
Award  from  the  American  Academy  of 
Neurology. 


Deaths 


James  Lee  Baldwin,  MD,  75;  Dallas; 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  1947;  died 
February  15,  1999. 

Anthony  Wayne  Beal,  MD,  82;  Hous- 
ton; Meharry  Medical  College  School 
of  Medicine,  1943;  died  February  22, 
1999. 
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Carroll  Leon  Boone,  MD,  76; 

Friendswood;  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las, 1953;  died  February  25,  1999. 

Dewitt  Walker  Cox,  Jr,  MD,  79;  Hous- 
ton; The  University  of  Texas  Medical 
Branch  at  Galveston,  1948;  died  Febru- 
ary 22,  1999. 

Hulen  Porter  Crumpler,  MD,  84; 

Bowie;  The  University  of  Texas  Medical 
Branch  at  Galveston,  1938;  died  Janu- 
ary 28,  1999. 

Isaac  Meyer  Cans,  MD,  65;  Dallas;  Uni- 
versity of  Cape  Town-Republic  of  South 
Africa,  1956;  died  February  2,  1999. 

Evalea  Glanges,  MD,  59;  Fort  Worth; 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  1966;  died 
February  27,  1999. 

Carlton  Eugene  Hardey,  MD,  72;  Ar- 
lington; The  University  of  Texas  South- 
western Medical  School  at  Dallas, 
1952;  died  February  12,  1999. 

Alfredo  L.  Juan,  MD,  52;  Pampa;  Uni- 
versity of  Santo  Tomas-Philippines, 
1971;  died  February  19,  1999. 

John  Ferman  McNeely,  MD,  74; 

Pasadena;  Baylor  College  of  Medicine, 
1952;  died  February  17,  1999. 

Walter  Stewart  Miller,  Jr,  MD,  86;  Den- 
ton; The  University  of  Texas  Medical 
Branch  at  Galveston,  1937;  died  March 
2,  1999. 

Edwin  Leo  Mueller,  MD,  100;  San  An- 
tonio; Saint  Louis  University  School  of 
Medicine,  1921;  died  February  17, 
1999. 

Allan  Huddleston  Neighbors,  Jr,  MD, 

79;  Austin;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1943; 

! died  February  27,  1999. 

Alfred  Sigmund  Wolfe,  MD,  84;  Hen- 
derson; Baylor  College  of  Medicine, 
1938;  died  February  24,  1999. 
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The  patient’s  perspective 

Texas  Supreme  Court  justice  describes  how  he  was  put  first 


The  more  than  500  physicians 
attending  Texas  Medical  As- 
sociation’s Winter  Leader- 
ship Conference  on  February 
27  in  Austin  heard  a very 
special  keynote  speaker.  He 
wasn’t  a physician,  a health 
care  administrator,  or  a com- 
munication specialist.  He  was  a pa- 
tient, who  was  very  grateful  for  the 
“tremendous”  care  his  physicians  have 
provided  him  over  the  years. 

Texas  Supreme  Court  Justice  Greg 
Abbott  has  interacted  with  physicians 
often  since  he  became  partially  para- 
lyzed when  struck  by  a falling  tree 
while  jogging  in  1984  at  the  age  of  27. 
His  experiences  with  the  medical  pro- 
fession have  made  him  an  expert  on 
putting  patients  first. 

With  help  from  his  family,  friends,  and 
physicians.  Justice  Abbott  continued  his 
career,  which  included  twice  being  rated 
as  the  most  outstanding  state  judge  in 
Harris  County,  being  named  Appellate 
Judge  of  the  Year  by  the  American  Board 
of  Trial  Advocates-Texas  Chapter,  and  be- 
ing honored  as  one  of  five  Outstanding 
Young  Texans  by  the  Texas  Jaycees,  all 
before  becoming  a Supreme  Court  justice 
on  January  1,  1996. 

At  the  winter  leadership  conference. 
Justice  Abbott  presented  a “case  study  on 
putting  a patient  first”  that  began  more 


than  2 years  ago  when  he  made  a trip  to 
an  Austin  hospital  emergency  depart- 
ment because  of  a persistent  high  fever. 

“It  was  discovered  that  I had  a very 
serious  decubitus  ulcer  on  my  sitting 
area  that  wasn’t  going  to  go  away  in  a 
day  or  two  as  I had  hoped,”  Justice  Ab- 
bott said.  Austin  plastic  surgeon  Patrick 
Beckham,  MD,  was  called  in  to  treat 
the  wound  — and  the  patient. 


“He  didn’t  treat  me  as  though  I did 
not  know  what  was  going  on,”  Justice 
Abbott  said.  “He  appreciated  the  con- 
cept that  I knew  what  a decubitus  ulcer 
was  and  he  explained  all  the  various 
options  to  me  in  a way  that  I could  un- 
derstand them.” 

Because  of  his  busy  schedule  as  a 
Texas  Supreme  Court  judge  and  a pro- 
fessor of  constitutional  law  at  The  Uni- 
versity of  Texas  School  of  Law,  Justice 


Abbott  turned  down  Dr  Beckham’s  first 
treatment  suggestion  — surgery  fol- 
lowed by  a 5 -week  or  so  recovery  face- 
down in  a hospital  bed. 

“Dr  Beckham  was  calm,  he  was  re- 
laxed, and  he  was  undeterred  because 
his  focus  was  on  trying  to  heal  me,  but 
at  the  same  time  — and  this  was  some- 
thing I was  very  appreciative  about  — 
he  wanted  to  heal  me  in  the  method 


that  would  be  most  accommodating  for 
the  lifestyle  that  I wanted  to  pursue  at 
that  particular  time,  which  was  not  to 
be  confined  to  a hospital  bed  for  more 
than  a month,”  Justice  Abbott  said. 

By  keeping  up  with  the  latest  tech- 
nology for  repairing  this  type  of 
wound.  Dr  Beckham  knew  to  suggest 
treatment  with  a vacuum-assisted  clo- 
sure (VAC)  device.  That  allowed  Jus- 
tice Abbott  to  heal  in  the  privacy  of  his 


“Dr  Beckham  took  into  consideration 
all  of  these  various  factors  and  took  the  time  to 
explain  all  of  my  options  to  me.  He  basically  dealt 
with  me  in  a way  where  we  were  a team  together 
deciding  on  the  best  form  of  care  for  me.” 
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own  home  as  well  as  to  get  up  periodi- 
cally to  use  the  bathroom,  take  a 
shower,  and  play  briefly  with  his  then 
1 -month-old  baby. 

“Dr  Beckham  took  into  considera- 
tion all  of  these  various  factors  and 
took  the  time  to  explain  all  of  my  op- 
tions to  me,”  he  said.  “He  basically 
dealt  with  me  in  a way  where  we  were 
a team  together  deciding  on  the  best 
form  of  care  for  me.” 

During  the  treatment.  Dr  Beckham 
dropped  by  Justice  Abbott’s  house  once 
a week  to  check  on  the  wound  and 
make  sure  he  was  taking  the  proper  vi- 
tamins. “Doctors  making  house  calls  — 
especially  surgeons  making  house  calls 
— that’s  something  I didn’t  think  ex- 
isted anymore,”  Justice  Abbott  said. 

He  also  was  impressed  by  how  in- 
formed his  home  health  care  nurses 
were  and  how  well  they  worked  with 
Dr  Beckham.  “Nursing  care  is  so  impor- 
tant as  well  as  the  perception  of  the  in- 
terrelationship between  doctors  and 
nurses,”  Justice  Abbott  said.  “Many  pa- 
tients believe  that  the  way  nurses  treat 
patients  is  tied  to  the  interrelationship 
between  doctors  and  nurses,  so  please 
remember  that  with  regard  to  your  care 
of  patients  in  the  future.” 

After  2 months  working  with  the 
VAC,  Justice  Abbott  ran  out  of  patience 
and  underwent  surgery  to  speed  up  the 
healing  process.  But  the  procedure  was 
nowhere  near  as  dramatic  as  the  initial 
surgery  would  have  been,  he  said. 

In  the  hospital.  Dr  Beckham  contin- 
ued to  treat  Justice  Abbott  with  re- 
spect. Whereas  some  physicians  get 
frustrated  if  they  arrive  at  a patient’s 
room  and  find  the  patient  in  the  middle 
of  a visit  with  a family  member  or  tend- 
ing to  work.  Dr  Beckham  instead 
would  watch  television  until  Justice 
Abbott  was  free. 

“Patients  are  like  guests  in  a hospital 
much  like  guests  in  a hotel  room,”  Jus- 
tice Abbott  said.  “They’re  also  dealing 
with  strangers  in  a place  they’re  not  fa- 
miliar with  and  are  somewhat  fright- 
ened of  having  invasive  procedures 
done.  At  the  same  time,  they’re  need- 
ing reassurance,  care,  and  support  from 
their  family  members.  So  when  they  re- 
ceive phone  calls  or  visits  from  family 
members,  that’s  incredibly  important.” 


According  to  the  nurses  who  work 
with  Dr  Beckham,  Justice  Abbott  was 
not  receiving  special  treatment.  “You 
can  tell  by  the  way  Dr  Beckham  con- 
ducts his  life  that  the  thing  he  cares 
most  about  is  taking  care  of  patients  so 
that  they  feel  taken  care  of  as  opposed 
to  just  sewn  up,”  Justice  Abbott  said. 

Justice  Abbott  says  he  knows  the 
medical  profession  in  the  ’90s  is  chang- 
ing from  being  practiced  as  a profes- 
sion to  being  practiced  as  a business. 
The  same  thing  happened  to  the  legal 
profession  in  the  ’80s,  he  said.  But  he 
hopes  the  medical  profession  can  avoid 


the  legal  profession’s  fate  and  that 
physicians  can  continue  to  put  patients 
first  despite  forces  such  as  managed 
care,  lawsuits,  and  legislation. 

“It  would  be  tragic  indeed  if  the  med- 
ical profession  were  dragged  down  the 
same  course  that  the  legal  profession 
has  been  dragged  down,”  Justice  Abbott 
said.  “My  hope  is  that  the  forces  that  ex- 
ist in  our  society  today  — whether  they 
be  legal,  legislative,  or  market  forces  — 
will  not  tread  upon  your  right,  and  your 
ability,  and  your  desire  to  continue  to 
pursue  the  healing  profession  and  to  al- 
ways put  patients  first.”  ★ 


Texas  Supreme  Court  Justice  Greg  Abbott  gave  Texas  Medical  Association  members  tips  on  putting  patients  first 
at  the  1999  Winter  Leadership  Conference.  The  next  leadership  conference  will  be  held  September  18  in  Austin. 
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Texas  Medical  Association  President  John  P.  Howe  III,  MD,  San  Antonio,  introduced 
a 5-year  plan  at  the  1999  Winter  Leadership  Conference  to  encourage  more  direct  care 
physicians  to  become  TM A members.  Though  TM A represents  85%  of  the  doctors  of 
medicine  licensed  and  residing  in  Texas,  only  71%  provide  direct  patient  care  every 
day,  while  the  other  14%  are  academics,  researchers,  and  administrators.  "We  need 
to  find  out  why  women,  physicians  under  age  40,  international  medical  graduates, 
DOs,  and  many  others  on  the  frontlines  of  patient  care  aren’t  choosing  to  join  our 
association,”  Dr  Howe  said.  By  using  Internet  resources  and  redoubling  efforts  to 
provide  relevance  and  value  to  the  growing  number  of  Texas  physicians  in  large 
group  practices.  Dr  Howe  hopes  to  increase  that  71%  of  direct  patient  care 
membership  to  85%  by  the  year  2005. 


Marilyn  Moats  Kennedy,  founder  and  managing 
partner  of  the  Wilmette,  III,  consulting  firm  Career 
Strategies,  discussed  cross-generational  communi- 
cation and  defined  the  four  age-related  groups  in  the 
workplace  now  and  the  fifth  group  that  will  be 
entering  the  workforce  by  2000  at  the  1999  Winter 
Leadership  Conference.  These  groups  include 
preboomers  (born  during  the  years  1933-1945), 
boomers  (born  between  1946  and  1959),  cuspers 
(born  between  1960  and  1965),  busters  (born  between 
1965  and  1975),  and  the  post-TV  generation  (born 
between  1975  and  1981).  "Change  is  coming,  and  it's 
a profound  change,”  said  Ms  Kennedy,  who  has 
been  quoted  in  The  Wall  Street  Journal  and  has  appeared  on  "20/20”  and  "Good 
Morning  America.”  As  busters,  who  distrust  big  business,  move  into  leadership 
roles,  smaller  will  be  better  and  solo  practices  will  thrive.  The  youngest  groups  are 
willing  to  pay  to  get  the  latest  technology  and  the  physicians  they  want,  she  said. 


Medical  staff  attorney  Elizabeth  A.  Snelson,  JD,  led 
the  2-hour  “dawn  duster”  session  at  the  1999  Winter 
Leadership  Conference  with  her  presentation 
"Obsolete  Medical  Staff  Bylaws:  What  You  Don't 
Update  Can  Hurt  You.”  The  session  was  sponsored 
by  Texas  Medical  Association's  Organized  Medical 
Staff  Section. 


TMA  Council  on  Legislation  Chair  Robert  W. 
Sloane,  Jr,  MD,  of  Fort  Worth,  updated  TMA 
members  on  patient  care  issues  before  the  76th 
Texas  Legislature  and  the  106th  US  Congress,  and 
described  the  duties  of  the  Council  on  Legislation 
during  the  state  legislative  session.  "We  look  at 
every  bill  — that's  roughly  1,100  before  the  final 
deadline  in  March,"  Dr  Sloane  said. 


Peg  C.  Neuhauser,  author  of  Tribal  Warfare  in  Organizations  and  president  of  PCN 
Associates  in  Austin,  discusses  negotiating  skills  with  TMA  Board  of  Trustees  Chair 
Byron  L.  Howard,  MD,  before  her  presentation  at  the  1999  Winter  Leadership 
Conference.  Ms  Neuhauser  said  the  negotiation  continuum  ranges  from  the  highly 
adversarial  down  to  the  collaborative  approach,  which  "is  the  most  elegant  and 
complicated  form  of  communication  that  you’re  going  to  find  anywhere.”  When  using 
the  collaborative  approach,  Ms  Neuhauser  says,  don’t  insult  any  of  the  parties  at  the 
table,  consider  all  the  parties'  points  of  view  at  the  same  time,  and,  when  nothing  else 
works,  use  humor. 


Texas  Health  and  Human  Services  Commissioner  Don  Gilbert  told  conference 
attendees  that  the  commission  will  continue  with  the  July  Medicaid  managed  care 
rollout  in  Dallas  despite  questions  about  provider  networks.  “We  are  committed.  We  are 
contracted.  We  have  significant  liability  if  we  stop  now,”  he  said.  He  also  described  the 
breakdown  of  the  state's  2.5  million  Medicaid  enrollees,  60%  of  whom  are  kids.  He  said 
600,000  of  Texas'  uninsured  children  are  Medicaid  eligible  but  are  not  enrolled. 
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Dr  Anderson  pledges 
to  create  ‘new’  AMA 


When  E.  Ratcliffe  Anderson,  Jr,  MD,  goes  to  work  each 
morning,  he  is  reminded  of  what  he  wants  the  American 
Medical  Association  to  be.  That's  because  a new  Nord- 
strom department  store  is  going  up  next  to  AMA  headquar- 
ters in  downtown  Chicago,  and  just  as  Nordstrom  is  known 
for  unmatched  customer  service.  Dr  Anderson  wants  the 
AMA  to  be  known  for  unmatched  member  service. 

“Nordstrom’s  motto  is  ‘outrageous  service’  in  the 
very  best  sense  of  the  word,"  the  AMA  executive  vice 
president  said  during  a speech  at  TMA's  1999  Winter 
Leadership  Conference  in  February.  “At  AMA  headquar- 
ters today,  and  over  the  months  and  years  to  come,  we  in- 
tend to  give  them  a run  for  their  money.  Outrageous 
service  for  each  and  every  AMA  member  physician.” 

Dr  Anderson,  who  is  used  to  tough  battles  from  his 
days  as  a decorated  Air  Force  fighter  pilot  in  Vietnam,  says 
he  has  “been  making  it  my  business  to  change  the  way  we 
do  business  back  at  the  AMA”  ever  since  he  became  its 
chief  executive  officer  9 months  ago.  “Our  success  has  to 
begin  with  the  issues  that  matter  to  you,  and  to  all  physi- 
cians, on  a day-to-day  basis.  Because  if  we  aren't  there 
when  you  call,  we  might  as  well  not  be  there  at  all.” 

Evidence  of  that  renewed  commitment  to  members' 
needs,  the  former  Air  Force  surgeon  general  said,  are 
AMA’s  support  of  Dallas  physicians  in  their  dispute  with 
Aetna,  its  opposition  to  the  proposed  Aetna/Prudential 
merger,  and  its  efforts  on  fraud  and  abuse.  “That’s  what 
every  action  the  AMA  takes  now  and  in  the  future  can  and 
must  be  about  — meeting  your  needs  as  AMA  members.” 

Dr  Anderson  outlined  initiatives  he  says  will  improve 
the  AMA’s  responsiveness  to  its  members.  They  include 
consolidating  all  phone  banks  and  referral  resources,  “to 
make  sure  that  when  you  call  the  AMA,  you  get  the  an- 
swers you  need  quickly,  efficiently,  and  courteously,” 
and  creating  a new  office  of  member  communications, 
“dedicated  to  providing  AMA  members  with  specific, 
targeted  news  you  can  use  keyed  to  your  mode  of  prac- 
tice, your  special  interests,  and  your  special  needs.”  The 
potential  of  the  Internet  to  serve  and  to  reach  members 
will  be  maximized,  he  said. 

“What  has  been  needed  — and  what  is  happening  right 
now  — is  nothing  less  than  a full-scale  change  of  the  cul- 
ture. A sea  change,  if  you  will,”  Dr  Anderson  declared. 
“It’s  an  end  to  the  stagnant,  self-serving  networks  of  the 
past.  Because  it’s  just  not  good  enough  to  say  that  we’ve 
done  it  that  way  for  150  years  and  more.  We’d  better  make 
sure  that  what  we  do  is  relevant  today.” 

Dr  Anderson  pledged  efforts  toward  reaffirming  qual- 
ity, “not  only  in  Washington  and  the  marketplace,  but  in 
medicine’s  house  as  well,”  and  “keeping  faith  with  the 
principles  on  which  organized  medicine  was  founded.” 


AMA  also  will  continue  working  to  support  the  Live  and 
Then  Give  organ  donation  program,  to  improve  the  qual- 
ity of  end-of-life  care,  and  to  reform  Medicare,  he  said. 

“This  is  the  kind  of  work  that  will  make  and  keep  or- 
ganized medicine  relevant  for  the  21st  century.  But  as 
you  know  so  well,  it  takes  all  of  us  working  together  to 
make  it  happen.”  But,  he  added,  a strong  AMA  member- 
ship is  the  key. 

“Just  as  the  TMA  is  the  one  organization  that  speaks 
for  the  physicians  of  Texas,  the  AMA  is  the  one  organiza- 
tion that  speaks  for  all  of  medicine,  touching  all  special- 
ties. But  our  voice  is  only  as  strong  as  our  professional 
unity  and  our  ability  to  create  change  only  as  strong  as 
the  numbers  we  represent.” 

Dr  Anderson  said  when  he  and  AMA  President  Nancy 
Dickey,  MD,  of  College  Station,  go  to  Washington, 
“there’s  one  thing  that  Congress  wants  to  know:  How 
many  physicians  do  we  speak  for?  And  I’m  sure  they  ask 
you  the  same  thing  over  at  the  State  Capitol.  That’s  why, 
of  all  the  priorities  I’ve  mentioned  today,  membership 
may  be  the  most  important.  Because  if  we  make  mem- 
bership our  priority,  then  I am  confident  that  we  will  have 
the  power  that  is  needed  behind  our  physician  voice.” 


American  Medical  Association  Executive  Vice  President  E.  Ratcliffe  Anderson, 
Jr,  MD,  addresses  more  than  500  TMA  members  at  the  1999  Winter  Leadership 
Conference. 
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In  honor  of  World  No  Tobacco  Day  on  May  31,  "Med- 
Bytes"  offers  Web  sites  with  tobacco  prevention  and 
cessation  information. 

CDC’s  tobacco  TIPS 

The  Centers  for  Disease  Control  and  Prevention  (CDC) 
has  created  the  Tobacco  Information  and  Prevention 
Source  (TIPS)  at  www.cdc.gov/nccdphp/osh.  This  site 
offers  tips  for  children  and  teens,  educational  materials, 
guidelines  on  how  to  quit  using  tobacco,  and  tobacco  re- 
search and  current  events. 

AHCPR  clinical  practice  guidelines 

The  Agency  for  Health  Care  and  Policy  Research 
(AHCPR)  Web  site  includes  several  smoking  cessation 
resources  under  “Clinical  Practice  Guidelines  Online"  at 
www.ahcpr.gov/clinic.  Some  of  these  resources  include 
“Helping  Smokers  Quit:  A Guide  for  Primary  Care  Physi- 
cians,” “A  Systems  Approach:  A Guide  for  Health  Care 
Administrators,  Insurers,  Managed  Care  Organizations, 
and  Purchasers,”  and  “Smoking  Cessation  Consumer 
Tools  Kit.” 

POEP  provisions 

The  online  tobacco  resource  center  of  Texas  Medical  Asso- 
ciation’s Physician  Oncology  Education  Program  (POEP) 
at  www.texmed.org/health_science/hs_tobacco.html  in- 
cludes Texas-specific  information  on  tobacco,  such  as  leg- 
islation and  mortality  rates.  The  site  also  contains  spit 
tobacco  facts,  information  on  youth  and  secondhand 
smoking,  pregnancy  and  tobacco  data,  and  aTexas  tobacco 
resource  catalog. 


DOC  tobacco  resources 

Information  on  Doctors  Ought  to  Care  (DOC),  a group 
that  provides  school  curricula,  smoking  intervention  in- 
formation, and  tobacco  counteradvertisements  for  use  in 
clinics,  classrooms,  and  communities,  can  be  found  at 

www.bcm.tmc.edu/doc. 

Indiana  Tobacco  Control  Center 

Indiana  University’s  tobacco  control  center  at 
iumeded.med.iupui.edu/tobacco/contents.htm  offers  to- 
bacco control  resources  and  laws,  a history  of  tobacco, 
and  information  for  physicians  and  health  care  providers. 

Have  an  idea  for  the  TlVl A Web  site? 

TMA’s  Council  on  Communication  has  created  the  Vir- 
tual Advisory  Committee  for  the  TMA  Web  site  to  solicit 
suggestions  from  you,  the  TMA  member,  on  ways  to  im- 
prove the  site  so  it  better  serves  your  needs.  Join  the 
committee  by  signing  up  in  the  “Members  Only”  section 
under  “Physicians  Lounge”  in  the  “E-mail  Lists”  area  of 
the  TMA  site  at  www.texmed.org.The  committee  will  not 
meet  physically;  rather,  e-mail  list  technology  will  be 
used  to  share  members’  suggestions  via  e-mail.  You  can 
ponder  the  following  issues  without  ever  leaving  your 
home  or  office: 

• New  topics  for  discussion  groups  on  the  Web  site. 

• Usefulness  of  the  site’s  legislative  section  throughout 
the  course  of  a legislative  session. 

• Features  you  appreciate  or  admire  on  other  Web  sites. 

• Difficulties  you  may  have  experienced  in  finding  infor- 
mation on  the  TMA  Web  site. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  the  TMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-maiJ  Johanna_f@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  Involved. 
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Texas  Coalition  on  Cardiovascular  Disease  and 
Stroke  cochairs  George  Rodgers,  MD,  center,  and 
Clyde  Yancy,  MD,  spoke  to  the  Capitol  press  corps 
during  a news  conference  in  February  on  the  dev- 
astating impact  of  cardiovascular  disease.  Rep 
Diane  White  Delisi  (R-Temple),  second  from  right, 
along  with  Sen  Jane  Nelson  (R-Flower  Mound) 
announced  the  filing  of  House  Bill  1311  (Senate  Bill 
552),  which  would  create  the  Council  on  Cardio- 
vascular Disease  and  Stroke,  an  advisory  council 
to  theTexas  Department  of  Health. 


TMA  loan  program  hits 
$1  million  mark 


The  Texas  Medical  Association  will 
provide  financial  assistance  to 
more  medical  students  than  ever 
before  as  the  TMA  Student  Loan 
Program  surpassed  the  $1  million 
milestone  in  available  funds  this  year. 

Since  1952,  TMA’s  loan  program  has 
offered  low-interest  loans  to  qualified 
medical  students  from  several  loan 
funds  including: 

• The  Dr.  S.E.  Thompson  Scholarship 
Loan  Fund,  which  allows  students 
attending  The  University  of  Texas 
System  medical  schools  to  apply  for 
a maximum  of  $3,000  each. 

• The  May  Owen  Irrevocable  Trust 
Loan  Fund  and  the  Texas  Medical 
Association  Alliance  Student  Loan 
Fund,  from  which  students  attend- 
ing Texas  medical  schools  may  apply 
for  a maximum  of  $4,000  each. 

• The  Texas  Medical  Association 
Special  Funds  Foundation  Medical 
Student  Loan  Fund  and  the  Texas 
Medical  Association  Special  Funds 
Foundation  Durham  Student  Loan 
Fund,  from  which  students  who  are 
Texas  residents  attending  Texas 
medical  schools  may  apply  for 
$4,000  per  year  up  to  a maximum  of 
$8,000  each. 

Students  begin  repaying  the  loans  4 
years  after  they  graduate  from  medical 
school  at  the  interest  rate  determined 
by  TMA’s  loan  program.  Currently,  that 
rate  is  4.4%.  The  Dr.  S.E.  Thompson 
Scholarship  Loan  Fund  also  is  available 
to  residents,  who  begin  repaying  the 
loan  2 years  after  the  loan  is  issued. 

Tel  800.880.1300 


Students  may  apply  for  TMA  loans 
through  their  medical  school  financial 
aid  offices.  A student  loan  applicant 
must  obtain  the  recommendation  of  his 
or  her  medical  school’s  financial  aid  of- 
fice and  a signed  promissory  note,  as 
well  as  complete  the  loan  program’s 
application  and  an  interview  with  a 
TMA  interviewing  trustee  or  a physi- 
cian who  volunteers  time  to  review 
loan  applicants. 

Several  of  the  TMA  Student  Loan 
Program’s  interviewing  trustees  also 
have  reached  milestones  as  far  as  the 
years  of  service  they  have  given  to  the 
program.  These  TMA  loan  program 
trustees  will  be  honored  for  their  dedi- 
cation by  the  TMA  Board  of  Trustees  on 
Friday,  May  7,  at  the  morning  session 
of  the  TMA  House  of  Delegates  at 
TexMed  ’99  in  Dallas: 

• Paul  J.  Cunningham,  MD,  Galves- 
ton, 25  years; 

• S.  Perry  Post,  MD,  San  Antonio,  19 
years; 

• Byron  L.  Howard,  MD,  Dallas,  17 
years; 

• Leonard  E.  Lawrence,  MD,  San  An- 
tonio, 17  years; 

• John  McNew,  MD,  Bryan,  17  years; 

• Betty  P.  Stephenson,  MD,  Sugar 
Land,  17  years; 

• James  F.  Kirk,  MD,  Lubbock,  16 
years;  and 

• Elgin  W.  Ware,  Jr,  MD,  Dallas,  15 
years. 

For  more  information  on  the  TMA 
Student  Loan  Program,  call  Sharon  Gif- 
ford at  (800)  880-1300,  ext  2828,  or 
(512)  370-1470;  or  e-mail  sharon_g@ 
texmed.org.  ★ 
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Things  you 
need  to  know 


Austin  attorney  mediator  Andre 
Hampton,  JD,  and  the  TMA  Of’ 
fice  of  the  General  Counsel  sug« 
gest  that  an  ideal  managed  care 
contract  should: 

• Provide  you  with  the  right  to 
reject  any  new  groups  of  pa- 
tients or  alternate  fee  arrange- 
ments without  terminating 
your  right  to  provide  services 
to  existing  patients  or  groups 
under  the  contract. 

• Not  contain  provisions  that 
require  you  to  significantly  al- 
ter your  practice  (for  example, 
with  respect  to  your  availabil- 
ity, referral  practices,  or 
staffing)  or  alter  the  standard 
of  care  to  which  you  are  held. 

• Give  descriptions  of  any  capi- 
tation, risk-sharing,  or  withhold 
arrangements  the  contract  pro- 
vides for  or  contemplates.  The 
descriptions  should  be  suffi- 
ciently clear  and  detailed  to  al- 
low you  to  evaluate  fully  the 
risks  you  are  accepting.  It  also 
should  state  that  the  managed 
care  organization  certifies  that 
it  has  obtained  a legal  opinion 
that  the  arrangements  do  not 
violate  any  law  prohibiting  in- 
centives to  limit  medically  nec- 
essary services. 

Source:  TMA  Physician  Services^  For  more 
information  or  to  request  a catalog,  call  (800) 
523-8776,  or  (512)  370-1418;  or  e-mail  physician^ 
services(^texmed.org. 


Call  this  24-hour  hotline  to  report  information  concerning  physicians  who  may 
be  abusing  alcohol  or  other  drugs,  or  who  may  be  chemically  addicted,  psy- 
chiatrically  impaired,  or  have  other  problems.  All  calls  are  confidentiaL 

The  Texas  Medical  Association  insurance  Trust  offers  life,  health,  dis^ 
ty,  office  overhead,  personal  accident,  and  other  insurance  plans  and  prod- 
ucts to  TM A members,  their  families,  and  office  staffs. 


TMA  offers  qualified  medical  students  and  residents  low-intefest|1< 
Call  for  general  requirements  and  application  procedures. 


TEXPAC 


(800)  880-1300,  ext  1362 


The  TMA  Political  Action  Committee  speaks  on  behalf  of  physicians 
through  grassroots  involvement,  personal  relationships  with  elected  offi- 
cials, and  political  campaign  participation  and  contributions. 


TMA  Physician  Services 


(800)  523-8776 


^^M A'l^^Kysiaan ' Serviced  delivers  physicians  and  physician  organizations 
an  array  of  products  and  services  to  help  them  succeed  in  the  changing 


medical  marketplace. 


■ Pi 
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@texmed.org 


Use  the  following  prefixes  plus 
General  Information  B 

Continuing  Medical  Education 
Interspecialty  Society  Committee 
Medical  Education  : 

Member  Services 
Meeting  Management 
Physician  Oncology  Education  (Program 
Sneak  Preview 
Specialty  Societies 
TMA  Alliance 
TMA  Bookstore 
TMA  Library 
TMA  Physician  Services 


e-mail  for  TMA  resources. 


tel; 


meded 
memberservices 
meetings 
poep 
sneakpreview 
ssms 
tmaa 
bookstore 
tmajibrary 
physician_services 


TIVIA  thanks  educational 
sponsors 


The  Texas  Medical  Association 
recognizes  companies  and 
groups  that  provide  educational 
grants  to  the  association  for 
TMA’s  annual  meeting,  TexMed 
’99:  Educational  Showcase  & Expo, 
which  will  be  held  May  6-9  in  Dallas. 

Platinum 

TIAA-CREF,  New  York 

Texas  Medical  Liability  Trust,  Austin 

Gold 

e-DOCS.net,  Houston  Bayer  Pharma- 
ceutical Division,  Bayer  Corporation, 
San  Antonio 

Medtronic,  Inc,  Minneapolis,  Minn 
Texas  Medical  Association  Insurance 
Trust,  Austin 

Silver 

Solvay  Pharmaceutical,  Marietta,  Ga 
Texas  Department  of  Mental  Health 
and  Mental  Retardation,  Austin 
Knoll  Pharmaceuticals,  Mt  Olive,  NJ 
Wyeth-Ayerst  Laboratories,  Philadelphia 

Bronze 

American  Cancer  Society,  Texas  Divi- 
sion, Austin 

SmithKline  Beecham  Pharmaceuticals, 
Philadelphia 

Copper 

Central  Imaging  of  Arlington,  Arling- 
ton 

Health  Integration  Technologies,  Dallas 
Medicheck  Services,  Inc,  Los  Angeles 

TMA  acknowledges,  with  apprecia- 
tion, grants  from  the  Charles  A. 
Durham  Memorial  Lecture  Fund,  of 
Houston,  and  the  American  Botanical 
Council,  of  Austin,  which  were  used  to 
partially  underwrite  educational  pro- 
grams. ★ 
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POEP  Tobacco  Project 
receives  more  funding 


Texas  Medical  Association’s  Physi- 
cian Oncology  Education  Pro- 
gram (POEP)  recently  received 
nearly  $12,000  in  additional 
funds  from  the  Texas  Cancer 
Council  to  expand  tobacco  cessation 
training  provided  through  the  POEP  To- 
bacco Project.  POEP  will  use  the  money 
to  reach  more  providers  through  upcom- 
ing programs  produced  by  HealthNet 
and  Putting  Prevention  Into  Practice 
(PPIP),  an  initiative  of  the  US  Depart- 
ment of  Health  and  Human  Services. 

HealthNet,  the  distance  learning  net- 
work of  Texas  Tech  University  Health 
Sciences  Center,  will  broadcast  a live  to- 
bacco cessation  program  from  3 pm  to 
5 pm  on  Wednesday,  May  5.  It  will  fea- 
ture Texas  experts  discussing  the  impact 
of  clinicians  on  the  tobacco  problem 
and  tobacco  counseling  for  adolescents 
and  adults.  Physicians,  physician  assis- 
tants, nurses,  and  respiratory  therapists 
will  be  able  to  receive  credit  through 
the  program  aired  by  HealthNet,  which 
broadcasts  to  more  than  200  sites  in  the 
United  States,  85  of  which  are  predom- 
inantly rural  sites  in  Texas.  HealthNet 
network  members  may  call  (800)  424- 
4888,  ext  251,  to  receive  the  program. 

The  POEP  Tobacco  Project  Planning 
Committee  will  join  Blue  Cross  Blue 
Shield  (BCBS)  of  Texas  and  PPIP  to  pro- 
vide technical  tobacco  prevention  and 
cessation  assistance  on  Friday,  May  7, 
from  10  am  to  2 pm,  at  the  BCBS  training 
facility  in  Dallas.  For  more  information  on 
PPIP  initiatives,  call  Pam  Mathison  or 
Patsy  Harper  at  the  Texas  Department  of 
Health  (TDH)  at  (512)  458-7534. 

The  POEP  Tobacco  Project  was  cre- 
ated when  POEP  collaborated  with  BCBS 
in  1997  to  emphasize  the  importance  of 
physician  intervention  with  every  patient 
who  uses  tobacco.  Studies  of  medical 
practices  show  physicians  face  barriers 
such  as  lack  of  education,  time,  and  re- 
imbursement when  counseling  patients 
on  tobacco.  Other  POEP  Tobacco  Project 
participants  include  the  Nurse  Oncology 
Education  Program,  the  Dental  Oncology 
Education  Program,  TDH,  and  the  Amer- 
ican Cancer  Society,  Texas  Division.  ★ 


POEP  symposium  helps 
eliminate  cancer  pain 


A Texas  Medical  Association  Physi- 
cian Oncology  Education  Program 
(POEP)  symposium  offers  physi- 
cians tools  to  ease  the  pain  of  their 
patients  who  are  battling  cancer. 
The  symposium,  “Eliminating  Can- 
cer Pain  in  the  21st  Century:  What 
Clinicians  Need  to  Know,”  will  be  held 
from  7:30  am  to  4:15  pm  on  Saturday, 
June  19,  at  the  Austin  North  Hilton  & 
Towers.  It  will  examine  current  and  fu- 
ture trends  in  the  treatment  of  malig- 
nant pain,  review  current  legislative 
and  regulatory  control  issues  related  to 
the  use  of  opioids  in  managing  cancer 
pain,  and  describe  the  influence  of  dif- 


ferent cultures  on  pain  management. 
Attendees  also  will  explore  the  role  of 
organizational  commitment  in  estab- 
lishing an  environment  that  supports 
pain  management  and  identify  inter- 
ventions that  health  care  providers  can 
use  to  improve  pain  management  in 
end-of-life  care. 

The  symposium,  sponsored  by 
TMA’s  POEP,  the  American  Cancer  Soci- 
ety, and  the  Nurse  Oncology  Education 
Program,  provides  7 hours  of  Category 
1 AMA  PRA  continuing  medical  educa- 
tion for  physicians,  7 contact  hours  for 
nurses,  and  0.6  of  a continuing  educa- 
tion unit  for  social  workers.  To  register 
for  the  symposium  or  for  more  infor- 
mation, call  the  American  Cancer  Soci- 
ety at  (214)  819-1200.  ★ 


Texas  Medicine  recently  received  the  following  anonymous  tips  from  our 
readers  on  how  to  improve  the  patient-physician  relationship. 

• Ask  patients  what  would  be  convenient  or  best  for  them  — not  what  the 
health  maintenance  organization,  preferred  provider  organization,  or  in- 
surance company  says.  Let  the.  patients  know  they  do  have  choices  and 
some  control.  They  are  the  consumers;  therefore,  in  a consumer  market, 
they  should  have  some  say.  Tell  them  to  speak  up,  and  be  the  resource  for 
complaint/compliment  phone  numbers. 

• Encourage  hospitals  (emergency  departments,  treatment  units,  etc)  and 
physicians  to  report  to  the  Board  of  Insurance  all  instances  when  man- 
aged care  organizations  do  not  provide  the  services  they  have  con- 
tracted to  provide  (specialist  consultations,  clearances  for  procedures, 
exams,  etc)  in  the  time  frames  they  are  obligated  by  Texas  law  and  their 
contracts  to  do  so. 


Please  send  your  suggestions  for  putting  patients  first  and  improving  pa- 
tient-physician communication  to  president@texmed.org. 


Tel  800.880.1300 
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Group  practice,  medical 
records,  and  the  patients 


By  Stefan  G.Sarre,MD, 
TMA  Board  of  Councilors 

The  Texas  Medical  Association  le- 
gal staff  receives  many  inquiries 
on  the  subject  of  patient  records 
in  a group  practice  and  what  to 
do  with  them  when  the  treating 
physician  leaves  the  group.  This  topic 
has  been  addressed  by  both  the  TMA 
Board  of  Councilors  and  the  American 
Medical  Association  Council  on  Ethical 
and  Judicial  Affairs.  The  following  is  a 
review  of  the  subject. 

There  are  ethical,  legal,  and  practical 
considerations.  Ethical  considerations, 
though  related  to  morality,  are  distinct 
from  the  purely  moral  ones.  In  this  case, 
ethical  considerations  do  not  deal  with 
the  objectively  right  or  wrong,  but  with 
ethical  principles  promulgated  by  profes- 
sional organizations  (TMA  and  AMA). 
The  ethical  principles  of  TMA  and  AMA 
make  it  clear  that  the  good  of  the  patient 
is  the  paramount  guiding  principle. 

We  need  to  consider  also  the  legal 
status  of  the  medical  record.  The  med- 
ical record  belongs  to  the  one  who  cre- 
ates it  (the  physician,  clinic,  etc),  but  the 
information  in  it  is  to  be  made  available 
to  whoever  cares  for  the  patient.  Both 


TMA  and  the  Texas  State  Board  of  Med- 
ical Examiners  have  made  it  clear  that 
the  physician  is  obligated  to  forward  pa- 
tient information  when  needed,  even  if 
the  patient  still  owes  him  or  her  money. 

Ethical  requirements 

Because  patient  care  is  facilitated  by 
having  records  available,  the  records  or 


pertinent  information  in  them  must  be 
available  when  requested.  A patient 
may  decide  to  stay  with  the  group,  even 
though  his  or  her  previous  doctor 
leaves.  Delivering  all  the  patients’ 
records  should  be  delayed  until  it  is 
clear  which  patients  actually  will  follow 
the  doctor  to  his  or  her  new  practice. 

We  must  remember  that  physicians 
do  not  own  the  patient.  The  patient  can 
change  physicians.  In  addition,  sadly, 
patients  are  now  forced  to  change 
physicians  when  their  insurance  carri- 
ers change  and  their  physicians  are  not 
on  the  new  network. 

It  also  is  necessary  that  the  patient 
be  told  where  his  or  her  physician  went. 
In  most  cases,  the  physician  leaving  a 
group  will  publish  announcements 
about  his  or  her  new  independent  prac- 
tice. If  patients  inquire  of  the  group, 
they  must  be  told  of  the  physician’s  new 


location;  they  cannot  be  told  simply 
that  the  physician  is  no  longer  there. 

The  TMA  Board  of  Councilors  opin- 
ion of  September  1997  states: 

When  a physician  leaves  a group 
practice,  the  patients  of  the  depart- 
ing physician  should  be  given  the 
following  notification: 


• That  the  physician  is  leaving  the 
group. 

• The  physician’s  new  address. 

• That  patients  may  have  copies  of 
their  medical  records  forwarded 
to  the  departing  physician  at  his 
or  her  new  practice.  It  is  unethi- 
cal to  withhold  such  information 
upon  the  request  of  a patient. 

Additionally,  the  fact  that  a physi- 
cian leaves  a group  practice  should  not 
cause  any  patient  to  be  neglected  or 
abandoned.  It  is  unethical  to  interfere 
with  the  relationship  between  the  de- 
parting physician  and  his  or  her  pa- 
tients by  withholding  necessary 
information,  even  when  there  are  other 
physicians  remaining  in  the  group  who 
are  qualified  to  render  necessary  care. 


Dr  Sarre  is  a cardiologist  in  El  Paso. 


It  is  unethical  to  interfere  with  the  relationship 
between  the  departing  physician  and  his  or  her 
patients  hy  withholding  necessary  information,  even 
when  there  are  other  physicians  remaining  in  the 
group  who  are  qualified  to  render  necessary  care. 


Texas  Medicine  welcomes  comments  about  issues  discussed  in  the  Forum  on  Ethics.  If  you  would  like  to  comment  or  submit  a column  for  possible  publication,  please  contact 
Teri  Moran,  senior  editor,  at  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  phone  (800)  880-1300,  ext  1371,  or  (512)  370-1371;  fax  (512)  370-1632;  or  e-mail  teri_m@texmed.org. 
Proposed  columns  must  be  no  longer  than  900  words  and  written  in  a case  study  format. 
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Legal  considerations 

It  is  possible  the  medical  group’s  con- 
tract may  try  to  prevent  a departing 
physician  from  continuing  to  see  his  or 
her  patients.  This  would  not  be  practi- 
cal, because  patients  will  go  wherever 
they  want  to  go  (especially  if  their  in- 
surance will  still  pay).  Because  it  is  not 
known  which  patients  will  leave  the 
group,  it  is  not  practical  to  give  the  de- 
parting physician  the  records  or  sum- 
maries of  all  his  or  her  patients. 

However,  once  a patient  requests 
that  his  or  her  records  or  summaries  be 
forwarded  to  another  physician,  this 
should  be  done,  regardless  of  contrac- 
tual provisions.  To  refuse  to  forward 
records  would  violate  the  TMA  and 
AMA  ethics  code,  and  the  physician  in- 
volved could  certainly  lodge  a com- 
plaint with  his  or  her  county  medical 
society  or  appeal  to  the  TMA  Board  of 
Councilors. 

What  if  the  physician  has  signed  a 
contract  not  to  compete  within  the  ge- 
ographic area?  The  group  can  pursue 
that  matter  in  court,  but  meanwhile, 
patient  care  must  not  be  interfered 
with  by  withholding  records. 

A group  unlikely  would  be  willing  to 
face  the  bad  publicity  of  going  against 
the  TMA  ethics  code  and  being  per- 
ceived as  interfering  with  continued 
patient  care.  A contract  that  precludes 
forwarding  of  records  probably  would 
be  held  unenforceable  because  of  con- 
flict with  the  public  interest  (good  pa- 
tient care). 

Conclusion 

If  a physician  leaves  a group  practice, 
the  group  is  obligated  to  inform  his  or 
her  patients,  upon  request,  of  his  new 
address.  Likewise,  records  or  sum- 
maries must  be  transferred  to  the  new 
physician  upon  receiving  individual  re- 
quests. Physicians  experiencing  prob- 
lems with  this  should  contact  their 
county  medical  society  or  the  TMA 
Board  of  Councilors.  ★ 


SUMMARIES  OF  RECENT  HEALTH  CARE  HEADLINES 


By  Melissa  McEver 


Scientists  have  discovered  a surprising  link  between  a sexually  transmitted 
infection  and  heart  disease.  Researchers  at  the  UNIVERSITY  OF  CALIFOR- 
NIA-IRVINE  found  that  mice  infected  by  Chlamydia  trachomatis,  a bacteria 
commonly  spread  sexually,  developed  heart  disease  when  the  immune  sys- 
tem attacked  muscle  cells  in  the  heart.  A heart  muscle  protein  is  almost  iden- 
tical to  a protein  on  the  bacteria’s  surface. The  scientists  concluded  that  more 
research  needed  to  be  done  on  the  chlamydia-heart  disease  connection. 
{Science,  2/26/99) 

Preventing  HIV  infection  can  start  at  the  community  level,  a recent  study 
found.  A report  sponsored  by  the  CENTERS  FOR  DISEASE  CONTROL 
AND  PREVENTION  concluded  that  community  HIV  prevention  programs 
in  five  cities,  including  Dallas,  made  a significant  impact  in  preventing  HIV 
risk  behaviors  through  distributing  role-model  stories,  bleach,  and  condoms 
to  high-risk  populations.  The  researchers  said  the  study  provides  evidence 
that  outreach  programs  by  peer  groups  can  reduce  HIV  risk  behavior. 
(American  Journal  of  Public  Health,  3/1/99) 

Yearly  stool  screening  reduces  colon  cancer  deaths  by  a third,  a new  study 
has  found.  Dr  Jack  Mandel  and  others  at  the  UNIVERSITY  OF  MIN- 
NESOTA AT  MINNEAPOLIS  assigned  more  than  46,000  patients  to  fecal 
occult  blood  screenings  beginning  in  1976  and  1977  either  biennually  or  an- 
nually, with  some  of  these  patients  receiving  no  screenings.  They  found 
that  colorectal  cancer  deaths  were  33%  lower  in  the  annual  screening  group 
than  in  the  unscreened  group  and  27%  lower  in  the  biennual  group. 

(Journal  of  the  National  Cancer  Institute,  3/3/99) 

A new  report  has  revealed  that  abnormal  mammogram  findings  can  result 
in  long-term  distress  for  women  even  if  a second  mammogram  proves  nor- 
mal. Dr  John  B.  Lowe  and  other  researchers  at  the  UNIVERSITY  OF 
QUEENSLAND  in  Herston,  Australia,  found  through  interviews  with  nearly 
400  women  that  those  who  were  recalled  for  second  mammograms  experi- 
enced more  long-term  worries  about  cancer  and  more  emotional  distress  in 
general  than  those  women  whose  first  mammograms  were  normal.  The  sci- 
entists recommended  that  physicians  inform  their  patients  that  most 
women  who  are  recalled  do  not  have  cancer. 

(Cancer,  3/1/99) 
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Working  poor  parents 
lack  health  insurance 


Working  poor  parents  are  twice 
as  likely  to  be  uninsured  as 
poor  parents  who  are  unem- 
ployed, according  to  a study 
by  the  Center  on  Budget  and 
Policy  Priorities  released  in  February. 

The  findings  of  the  report,  “Em- 
ployed but  Not  Insured:  A State-by- 
State  Analysis  of  the  Number  of 
Low-Income  Working  Parents  Who 
Lack  Health  Insurance,”  are  based  on 
US  Census  data  and  provide,  for  the 
first  time,  information  on  the  percent- 
age of  low-income  working  parents  in 
each  state  who  lack  insurance.  Some  of 
these  findings  include: 

• About  46%  of  the  4.9  million  work- 
ing parents  with  incomes  below  the 
federal  poverty  line  — $13,650  for  a 
family  of  three  — were  uninsured  in 
1997. 

• More  than  one  of  every  three  par- 
ents with  incomes  below  200%  of 
the  poverty  line  — $27,300  for  a 
family  of  three  — lacked  insurance 
in  1997. 

• In  nine  states  — Alabama,  Arkansas, 
Florida,  Idaho,  Indiana,  Louisiana, 
Texas,  Virginia,  and  West  Virginia  — 
parents  cannot  qualify  for  Medicaid 
if  their  earnings  are  above  37%  of 
the  poverty  line,  or  $5,050  for  a 
family  of  three.  ★ 

UT  Southwestern  creates 
stroke  research  chair 


With  a $250,000  pledge  from  a 
former  Dallas  County  Hospi- 
tal Board  member  and  his 
wife.  The  University  of  Texas 
Southwestern  Medical  School 
in  Dallas  will  establish  the  Earl  A. 
Eorsythe  and  Janet  Kendall  Forsythe 
Chair  in  stroke  research. 

The  Forsythes  have  indicated  they 
will  double  their  pledge  in  the  future, 
which  ultimately  will  create  a $1  mil- 
lion distinguished  chair  with  matching 
funds  from  the  Southwestern  Medical 
Foundation.  ★ 


What’s  in  a name? 


Texas  Medical  Association’s  Texas 
Physician  Services  Organization 
(TPSO)  has  changed  its  name  to 
TMA  Physician  Services  to  better 
reflect  its  unity  with  TMA  and  its 
expanded  menu  of  services. 

“With  a new  name  and  even  more  to 
offer,  TMA  Physician  Services  can  help 
Texas  physicians  better  navigate  through 
the  turbulence  that  increasingly  disrupts 
the  business  side  of  today’s  medical 
practices,”  said  TMA  Executive  Vice  Pres- 
ident Louis  J.  Goodman,  PhD. 


HI  Physician 
■Settees 


Since  1995,  TPSO  has  provided 
physicians  across  the  state  with  prod- 
ucts and  services  to  assist  them  with  the 
business  aspects  of  medicine.  Prom  solo 
practitioners  in  rural  Texas  to  large  net- 
works in  urban  areas,  TPSO  has  helped 
physicians  develop  managed  care 
strategies,  find  consultants,  or  gather 
data  to  monitor  payments  and  help  ne- 
gotiate managed  care  contracts. 

TMA  Physician  Services  will  deepen 
this  commitment  by  helping  physicians 
implement  managed  care  strategies  as 
well  as  providing  assistance  with  prac- 
tice management;  starting,  selling,  clos- 
ing, or  merging  a medical  practice; 
marketing;  and  managed  care  contract 
analysis.  Additionally,  TMA  Physician 
Services  can  facilitate  access  to  man- 
aged services  organizations  that  provide 
data  management  to  help  monitor 
claims  payments,  third-party  adminis- 
tration, credentialing,  provider-specific 
stop-loss  coverage,  risk  management 
programs,  and  insurance  products. 

Call  TMA  Physician  Services  at 
(800)  523-8776  to  order  a free  catalog 
of  services,  or  visit  the  “TMA  Physician 
Services”  area  of  the  “Business  of  Med- 
icine” section  of  TMA’s  Web  site  at 
www.texmed.org.  ★ 
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Helping  Referring  Physicians 
Deliver  Cutting  Edge  Care:  Cook  Childrens 
Talks  With  Dr.  Nancy  Damhro. 


Dr.  Nancy  Dambro  — Medical  Director  Of  Pediatric  Pulmonology 


Dr.  Damhro,  your  colleac;ues  say  you  have 
A special  way  weeh  kids.  What  do  you  think 

PHYSICIANS  NEED  TO  KNOW  ABOUT  WHAT  YOU 
AND  YOUR  TEAM  ARE  ACCOMPLISHING  HERE? 


I'd  like  them  to  know  that  ii’c  can  help  make  a real  difference  in 
a child's  life.  Manx  of  the  children  u’c  treat  for  severe  respiratory 
problems  have  a history  of  several  hospitalizations,  emergency  room 
visits  and  lots  of  missed  school  days.  /Lv  a result  of  our  programs, 
many  experience  significant  drops  in  the  number  of  hospitalizations 
and  missed  school  days.  Also,  if  a child  has  cystic  fibrosis,  they 

can  he  referred  to  our  Cystic  Fibrosis 
Center  which  features  a 
comprehensive  care  team 
that 's  specially  trained 
to  work  with  children. 

How  DOES  THE 
ENVIRONMENT  AT 

Cook  Children’s  help 

YOU  OFFER  YOUR  PATIENTS 
FHE  VERY  BEST  PEDIATRIC 
CARE  POSSIBLE? 

There  are  multiple 
things  that 
factor  in  here, 
from  an 
excellent 


staff  to  cutting-edge  technology.  But  most  importantly,  Cook  Children’s 
is  a very  nurturing  environment.  It  makes  you jeel  confident  that  you 
can  explore  new  and  different  options.  Close  one-to-one  relationships 
between  physicians  and  patients  arc  emphasized,  and  primary  care 
physicians  are  an  important  member  of  the  team. 

What  kind  of  treatmen  t are  you  able  to  provide 
children  here  that  might  not  be  possible  at  an 
adult  hospital? 

Well,  the  entirety  of  a pediatric  pulmonary  program  could  never 
function  in  an  adult  facility.  An  adult  facility  would  not  have  the 
diagnostic  capability  we  do,  especially  in  the  areas  of  lung  function 
testing  and  pediatric  bronchoscopy.  Also,  we  have  specialists  on 
board  who  help  educate  kids  about  the  impact  their  diseases  have 
on  their  bodies  and  their  lives.  This  helps  us  tailor  a medication 
regimen  which  minimizes  interruption  of  the  child's  daily  routine. 
You  won 't  find  this  within  an  adult  system. 

Dr.  Dambro,  what  trends  are  you  witnessing 
IN  pediatric  pulmonary  care,  and  how  is  this 

IMPACTING  TREATMENT  MODALITIES? 

First,  the  morbidity  rate  of  asthma  has  gone  up  in  developed 
countries,  so  the  anticipatory  preventative  care  of  asthma  has 
become  critical.  Second,  in  the  area  of  cystic  fibrosis,  there  is  a 
plethora  of  new  medicines  helping  patients  live  longer,  and  this 
is  challenging  physicians  to  keep  treatment  on  the  cutting  edge. 

Cook  Children’s  Medical  Center  is  located  in  Fort  Worth, 
Texas.  For  more  information  about  Dr.  Dambro  and  our  other 
doctors  of  Pulmonology  — James  Cunningham,  Maynard 
Dyson,  Sami  Hadeed  and  John  Pfaff,  call  1-8()0-COOK517. 


CookChildren's 


Medical  Center 
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Standing  on  shaky  ground 

Texas  has  allowed  insolvent  HMDs  to  stay  in  business 


Regan  Dunnick 


J alk  about  bad  luck  and  lightning 
striking  the  same  place  twice.  In 
an  alarming  double  whammy, 
many  San  Antonio  physicians 
were  first  hit  by  FPA  Medical 
Management’s  bankruptcy  last 
year,  and  then  shortly  afterward, 
they  and  some  17,000  patients  were 
slammed  by  the  failure  of  WellChoice,  a 
San  Antonio-based  health  maintenance 
organization  (HMO). 

“Hundreds  of  physicians  and  their  pa- 
tients watched  things  crumbling  around 
them  and  thought,  ‘What  next?”’  said 
Dennis  Dawson,  executive  director  of  the 
Bexar  County  Medical  Society.  > > 


By  Teri  Moran,  Senior  editor 
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The  failure  of  WellChoice  demon- 
I strated  the  worst  that  can  happen  when 
I HMOs  are  allowed  to  operate  in  the  red 
and  with  insufficient  capital  in  reserves. 

Texas  is  one  of  the  few  states  that 
I doesn’t  require  HMOs  to  set  aside  as- 
sets to  support  all  their  liabilities  and 
allows  them  to  operate  in  an  insolvent 
I position.  However,  at  press  time,  a bill 
that  would  force  the  industry  to  main- 
tain adequate  reserves  was  working  its 
j way  through  the  Texas  Legislature. 

Natural  consequences 

I To  gain  market  share,  HMOs  across  the 
i country  have  been  underbidding  their 
services  with  rock-bottom  premiums, 
says  Teresa  Devine,  Texas  Medical  As- 
sociation’s director  of  health  care  fi- 
nancing. “Although  we’ve  only  had  one 
failure  [WellChoice]  so  far  in  Texas,  the 
HMO  industry  in  this  state  has  not 
made  a profit  since  1996.  Some  indi- 
vidual plans  have  made  profits,  but 
even  several  of  the  largest  plans,  such 
as  PruCare,  Aetna,  and  NYLCare,  have 
suffered  losses.” 

And  the  industry  is  losing  money 
even  while  it  adds  enrollees  faster  than 
ever,  according  to  Texas  Managed  Care 
Review,  a report  by  Allan  Baumgarten, 
JD,  a Minneapolis  researcher  and 
health  care  consultant.  Texas  HMOs 
lost  $97.5  million,  or  2.8%  of  revenues, 
in  the  first  6 months  of  1998,  Mr 
Baumgarten’s  report  shows.  In  1997, 
the  picture  was  even  worse.  That  year, 
they  lost  money  at  an  even  faster  rate 
— $232.9  million,  or  4.1%  of  revenues. 

“Texas  HMOs  don’t  have  much  of  a 
financial  cushion  to  fall  back  on,”  Mr 
Baumgarten  said.  “At  the  end  of  1997, 
they  had  an  average  net  worth  equal  to 
only  one  half-month  of  operating  ex- 
penses — less  than  in  any  other  state.” 

Enrollment  in  Texas’  51  HMOs  has 
increased  to  nearly  20%  of  the  popula- 
tion, or  3.7  million  Texans. 

But  when  HMOs  gobble  market 
share  at  the  expense  of  healthy  balance 
sheets,  its  enrollees  and  providers  ulti- 
mately pay  the  price,  as  was  the  case 
with  WellChoice.  When  WellChoice  be- 
gan getting  slower  and  slower  in  mak- 
ing physicians’  payments,  Mr  Dawson 
notified  officials  at  the  Texas  Depart- 
ment of  Insurance  (TDI).  A few  months 
later,  TDI  declared  WellChoice  insol- 


vent and  placed  it  into  receivership. 
“There’s  no  early  warning  system  from 
the  state  about  possible  HMO  failures,” 
Mr  Dawson  said.  “And  when  one  does 
fail,  there’s  no  guarantee  fund  to  pro- 
tect patients.  We  had  so  many  patients 
caught  between  a rock  and  a hard 
place.  They  were  calling  us  for  help  in 
keeping  continuity  of  care.” 

PacifiCare  of  Texas,  Inc,  agreed  to 
provide  coverage  to  the  17,000  pa- 
tients left  hanging,  but  it  did  not  as- 
sume WellChoice’s  provider  contracts. 


Health  care  concerns,  including 
HMOs,  provider  groups,  and  physician 
practice  management  companies,  are 
failing  all  over  the  country  in  a shake- 
up  many  industry  experts  are  calling  a 
crisis  that  could  reshape  health  care. 

In  California  this  March,  the  state 
seized  MedPartners  Provider  Network 
Inc,  a network  of  1,000  physicians  who 
cared  for  1.3  million  Californians.  Also 
in  March,  a New  Jersey  judge  dissolved 
HIP  Health  Plan  of  New  Jetsey,  the 
state’s  oldest  and  fourth  largest  HMO, 
which  had  some  82,000  members. 
Health  care  organizations  in  Florida, 
Arizona,  Maryland,  and  Mississippi 
have  either  gone  bankrupt  or  been 
seized  by  state  regulators. 

Establishing  control 

Thanks  in  part  to  the  failure  of  Well- 
Choice,  TDI  developed  a legislative 
package  to  address  HMO  insolvency, 
which,  at  press  time,  was  in  committee. 
Describing  the  need  for  the  bill,  Texas 
Commissioner  of  Insurance  Jose  Mon- 
temayor  said  the  HMO  industry’s  oper- 
ating losses  amounted  to  approximately 
twice  its  cutrent  net  worth  during  the 
2/4-yeat  period  ending  in  mid-1998. 
“This  is  a rather  thinly  capitalized  indus- 
try,” Mr  Montemayor  said.  “I’d  like  to  see 
more  underlying  strength  in  the  HMO 
industry  in  general  — more  of  a safety 
net  in  terms  of  the  surplus  available.” 

House  Bill  3023,  sponsored  by  Rep 


John  5mithee  (R-Amarillo)  will  make  a 
few  significant  changes  in  how  HMOs 
must  manage  their  books.  The  bill  re- 
quires I IMOs  to  show  all  their  liabilities 
when  calculating  their  net  worth,  and 
allows  TDI  to  develop  a capital  net- 
worth  requirement  for  HMOs  based  on 
the  level  of  risk  they  assume.  HMOs 
that  assume  more  risk  will  be  required 
to  have  more  capital. 

“We  are  in  favor  of  more  stringent 
solvency  and  financial  reserve  require- 
ments,” said  Jerry  Patterson,  executive 


directot  of  the  Texas  Association  of 
Health  Plans.  “It  may  be  a problem  for 
smaller  HMOs,  but  the  bill  allows  for  in- 
cremental implementation.  I don’t  think 
anyone  will  have  an  immediate  prob- 
lem as  long  as  that  stays  in  the  bill.” 

The  bill  has  a good  chance  of  success 
because  TDI  officials  put  a lot  of  time 
and  effort  into  working  with  the  HMO 
industty  before  delivering  legislative 
recommendations,  says  5usan  Night, 
TMA’s  director  of  health  care  delivery. 
“TDI  officials  wanted  to  make  sure  they 
understood  the  bill’s  impact  on  the  in- 
dustry beforehand,  and  they  were  able 
to  get  the  industry’s  support.” 

Although  it  may  be  overdue,  the  bill 
will  go  far  in  protecting  HMO  enrollees 
and  their  physicians,  Ms  Night  says. 
“Hopefully,  it  will  keep  HMOs  from  bit- 
ing off  more  than  they  can  chew  and 
prevent  disasters  like  WellChoice.” 

Merging  for  survival  and 
dominance 

Merger  mania  has  been  raging  across 
the  country.  A few  examples  that  have 
affected  Texas  include  New  York  Life’s 
purchase  of  5anus  to  form  NYLCare, 
Humana  buying  PCA,  and  Aetna  buy- 
ing NYLCare.  Now,  two  larger  mergers 
are  in  the  works  — Harris  Methodist 
Health  Plan  with  Blue  Cross  Blue 
5hield,  and  Aetna  with  Prudential. 

The  proposed  merger  of  Aetna  and 
Prudential  would  create  the  largest 


“There’s  no  early  warning  system  from  the  state 
about  possible  HMO  failures.  And  when  one  does  fail, 
there’s  no  guarantee  fund  to  protect  patients.” 


Tel  800.880.1300 


Volume  95  ★ Numbers 


33 


Medical  Economics 


Residents, 
mark  your 
daytimers! 


1999 

TMA  Resident 
Physician  Section 
Meeting  Dates 


Saturday,  May  8 
Wyndham  Anatole  Hotel 
Dallas 

(in  conjunction  with  TexMed  ‘99) 

Saturday,  November  13 
Doubletree  Hotel 
Austin 

(in  conjunction  with  Interim  Session) 


For  more  information, 
contact  Pamela  Allen  at 
(800)  880-1300,  ext.  1402,  or 
(512)  370-1402,  or 
e-mail  pamela_a@texmed.org. 
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health  insurer  in  the  country,  raising 
the  total  number  of  Aetna  enrollees  to 
22.4  million.  At  press  time,  the  US  De- 
partment of  Justice  had  not  yet  ap- 
proved the  merger  because  it  raises 
antitrust  issues,  nor  had  TDI  approved 
the  merger  in  Texas. 

The  impact  of  all  these  mergers 
varies  by  metropolitan  area,  Ms  Night 
says,  with  the  proposed  Aetna/Pruden- 
tial merger  having  the  most  overall. 
“Statewide,  the  Aetna/Prudential  deal 
could  result  in  it  having  a combined 
market  share  of  more  than  40%  in  some 
Texas  markets.  More  importantly,  it  will 
reduce  the  choices  of  HMO  options  for 
people  in  several  metropolitan  areas.” 

In  Austin,  Ms  Night  says,  Aetna  would 
control  27%  of  the  market,  leaving  just 
four  health  plans  that  command  98%  of 
the  area.  In  Dallas/Fort  Worth,  Houston, 
and  San  Antonio,  Aetna’s  control  would 
reach  up  to  50%  or  more  of  the  market. 
“This  puts  health  care  into  fewer  and 
fewer  hands,  reducing  competition  and 
patient  choice.” 

Many  experts  have  the  legitimate 
fear  of  what  such  market  dominance 
tends  to  allow  — the  ability  not  only  to 
set  price  but  to  control  almost  every  as- 
pect of  the  business.  Ms  Devine  points 
to  Houston  as  an  example.  “If  and 
when  Aetna  buys  Prudential,  it  will 
have  between  50%  and  55%  of  the 
market.  And  while  HMOs  are  in  the 
process  of  buying  market  share  and 
merging  companies,  they  can  keep  pre- 
miums pretty  low.  But  after  they  have  it 
all  in  place  and  rule  the  market,  they 
can  do  pretty  much  what  they  please.” 

Ms  Devine  ascribes  some  of  the  fall- 
out lately  to  simple  market  maturation 
in  Texas,  comparing  it  with  California, 
which  has  had  managed  care  longer. 
“Texas  has  51  HMOs  with  close  to  3 
million  enrollees.  But  California  has  10 
times  the  number  of  enrollees  and  only 
about  30  HMOs.” 

If  Aetna  is  successful  in  merging 
with  Prudential,  it  probably  will  accel- 
erate the  maturation  process  in  Texas, 
Ms  Devine  says.  “For  the  remaining 
HMOs  to  compete,  they’re  going  to 
have  to  do  the  same  thing.  They’re  go- 
ing to  have  to  get  bigger,  and  that  will 
mean  more  mergers  and  acquisitions.” 


Curiously,  the  parent  companies  of 
many  Texas  HMOs  have  so  much 
money  that  they  can  afford  to  lose  it 
year  after  year  in  one  state,  Ms  Night 
says.  “Their  corporate  pockets  are  so 
deep,  the  parent  company  can  subsi- 
dize the  losses  of  an  HMO  in  a single 
market  while  it  garners  market  share.” 

The  corporate  parents  of  WellChoice 
refused  to  bail  it  out,  resulting  in  its 
failure.  The  top  six  HMOs  in  Texas, 
which  enroll  the  vast  majority  of  HMO 
subscribers,  have  national  corporate 
sponsorship.  Most  of  the  rest  are  hospi- 
tal-based HMOs  that  have  fewer  than 
10,000  subscribers. 

As  a relatively  recent  arrival  on  the 
Texas  landscape,  HMOs  have  grown 
faster  than  state  government  can  keep 
up  with  them.  TMA  has  been  involved 
actively  in  the  regulatory  scramble  to 
catch  up  by  pushing  patient  protection 
bills  through  the  state  legislature.  And 
by  pushing  Texas  to  the  forefront,  TMA 
is  forcing  the  issue  onto  the  national 
agenda  in  Congress. 

TMA  keeps  close  relationships  with 
HMOs  in  the  state  through  its  Medical 
Directors’  Forum,  which  allows  TMA 
leaders  to  meet  regularly  with  HMO 
medical  directors,  many  of  whom  also 
are  TMA  members.  Through  TMA’s 
Corporate  Advisory  Committee,  TMA 
maintains  dialogue  with  chief  execu- 
tive officers  of  Texas  HMOs. 

In  time,  the  Texas  HMO  landscape 
likely  will  look  more  like  that  of  Cali- 
fornia, with  fewer  HMOs  controlling 
more  of  the  market,  experts  say.  It 
could  one  day  even  resemble  that  of 
Minnesota,  where  three  HMOs  control 
80%  of  the  market.  Until  then,  expect 
more  mergers,  Ms  Night  says. 

She  recommends  that  physicians 
evaluate  carefully  their  HMO  contracts, 
“and  also  find  out  whether  the  com- 
pany is  healthy  before  you  sign  on.”  For 
HMO  profiles,  see  the  TDI  Web  site  at 
www.tdi.state.tx.us/company/hmo/ 
alpha,  html.  ★ 
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•••of  services  to  help  you  with  managed  care  is  HERE! 

Texas  Medical  Association  Physician  Services,  previously 
known  as  TAAA's  Texas  Physician  Services 
Organization,  provides  you  with  one-stop  shopping 
for  all  of  your  managed  care  needs. 

From  TMA  in-house  consultants  to  a 
managed  care  contract  checklist,  to 
facilitating  access  to  services  that 
help  you  monitor  claims  payments, 

TMA  Physician  Services  can  help! 


Call  today  to  order  a FREE  managed  care  contract  checklist 

and  a FREE  catalog  of  services! 


(800)  523-8776 
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The  patient  has  an  allergy  to  latex.  So,  Richard  Levy,  MD,  leaves  the  exam  room  and  down- 
loads a couple  of  articles  from  the  Internet  to  give  the  patient  before  the  visit  is  over. 

That  evening  at  home.  Dr  Levy  spends  15  to  30  minutes  answering  e-mails  from  patients 
about  such  things  as  impingement  syndrome  and  prescription  refills. 

A physician  from  a third-world  country  may  have  a question  about  cartilage  transplants 
or  some  other  cutting-edge  procedure.  Dr  Levy,  an  orthopedic  surgeon  in  Dallas,  shares 
what  he  knows  electronically  with  a colleague  he’ll  probably  never  meet. 

Then  he  might  do  a MEDLINE  search  for  the  latest  articles  relating  to  his  expertise  in 
shoulder  surgery  before  calling  it  a day. 


An  incredible  communications  tool 

This  is  the  only  way  Dr  Levy  has  ever  known  to  practice  med- 
icine. Sure,  he’s  young.  Only  in  practice  since  1996,  he 
knows  it’s  an  extremely  efficient  way  to  communicate  with 
patients  and  stay  on  top  of  his  specialty. 

“The  reason  we  go  into  medicine  is  to  be  able  to  help  people 
and  to  disseminate  information  on  our  specialty,”  Dr  Levy  said. 
“The  Internet  gives  us  a powerful  outlet  for  doing  just  that.” 

So  it  was  only  natural  that  Dr  Levy  would  use  his  com- 
puter programming  experience  to  set  up  a World  Wide  Web 
site  for  his  group,  Texas  Sports  Medicine.  People  logging 
onto  www.txsportsmed.com  learn  about  the  three  specialists 
in  the  group,  the  staff,  what  services  are  provided,  and  the 
office  locations,  hours,  and  telephone  numbers.  New  pa- 
tients can  request  appointments  and  download  registration 
forms  that  can  be  filled  out  before  going  into  the  office. 
There’s  an  area  where  guests  can  go  to  discuss  their  experi- 
ences. Then  folks  can  ask  the  doctors  anything  relating  to 
sports  medicine.  The  group’s  office  manager  routes  these 
questions  to  the  appropriate  doctor  who  responds  via  e-mail. 

The  founding  partner  of  Texas  Sports  Medicine,  Tarek  O. 
Souryal,  MD,  says  a few  years  ago  he  was  intimidated  by  the 
technology.  “I  barely  knew  how  to  turn  my  computer  on.  But 
to  be  honest  with  you.  I’m  a true  convert.  I can’t  go  without 
checking  my  e-mail  every  3 to  4 hours,”  Dr  Souryal  admitted. 

The  group  has  grown  significantly  since  1996.  While  they 
can’t  quantify  what  portion  of  the  growth  can  be  attributed 
to  the  Web  site,  both  physicians  say  it  has  been  the  referral 
source  for  a number  of  new  patients. 

Unmatched  efficiency 

Russell  Roby,  MD,  an  allergist  in  Austin,  knows  more  pre- 
cisely. His  Web  site  at  www.sig.net/~allergy  has  been  up 
since  1995,  and  he  says  it  has  increased  his  practice  gross  by 
20%  to  30%. 

His  interest  developed  from  being  frustrated  at  the  diffi- 
culty in  getting  through  to  people  by  phone.  And  “snail  mail” 
responses  would  take  weeks  or  months,  if  they  arrived  at  all. 
E-mail  was  different.  He  could  get  through  in  minutes.  “I’ve 
had  major  researchers  from  all  around  the  world  respond  to 


my  inquiries  almost  immediately.  Once  Bill  Gates  replied  to 
some  e-mail  I sent  him  in  2 hours.  I am  very  impressed  with 
the  efficiency  of  electronic  communication.” 

Today,  Dr  Roby  spends  an  hour  or  so  a day  answering  e- 
mails  from  patients  and  nonpatients.  They  may  have  learned 
from  his  Web  site  that  what  they  thought  was  a cold  is  in  fact 
allergies,  or  they  may  want  to  know  more  about  his  specialty 
— food  and  hormonal  allergies. 

Research  No.  1 

Texas  Medical  Association  and  American  Medical  Association 
polls  find  that,  after  e-mail,  physicians  are  using  the  Internet 
most  for  medical  research,  according  to  Steve  Levine,  direc- 
tor of  TMA’s  Division  of  Communication. 

Texas  physicians  are  conducting  PubMeb  and  MEDLINE 
searches,  says  Nancy  Reynolds,  director  of  the  TMA  Library. 
“While  performing  their  online  searches,  physicians  can  se- 
lect, mark,  and  order  full-text  versions  of  the  articles  they 
find,  and  these  orders  are  transmitted  electronically  to  the 
TMA  Library,”  Ms  Reynolds  explained.  She  adds  that  the 
TMA  Library  is  one  of  the  nation’s  largest  participants  in  the 
National  Library  of  Medicine’s  Loansome  Doc  retrieval  pro- 
gram. The  cost  for  members  is  $5  for  up  to  10  articles,  plus 
10  cents  a page  for  photocopying. 

Other  uses 

J.  Colton  Bradshaw,  MD,  a pediatrician  in  Mount  Pleasant, 
characterizes  himself  as  a novice  on  the  Internet,  even 
though  he  has  two  Web  sites.  One  was  developed  free  of 
charge  through  Physicians  Online  and  the  other  by  Zeneca 
Pharmaceutical.  His  3 hours  a week  of  Web  surfing  include 
e-mailing  his  family  in  Louisiana,  tracking  Utah  Jazz  statis- 
tics and  stories,  and  conducting  medical  research. 

“However,  communication  with  other  pediatricians  in 
subspecialties  already  has  begun  to  occur,  which  is  quite  an 
asset  to  my  very  rural  private  practice  in  general  pediatrics,” 
Dr  Bradshaw  said.  “I  have  hopes  of  obtaining  some  CME 
credits  via  the  ’Net,  since  most  good  conferences  are  far  away 
and  expensive  for  me  to  attend.” 

He  can  do  that  by  visiting  TMA’s  Web  site.  There  he  will 
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find  several  online  continuing  medical  education  (CMB^) 
courses,  including  one  that  satisfies  the  ethics  requirement 
for  license  renewal.  A listing  of  other  CME  courses  through- 
out the  state  also  is  available. 


Philip  Suarez,  MD,  is  so  convinced  that  the  Internet  is  the 
most  important  communications  tool  of  this  century  that  he 
founded  Internet  Connect  Services,  Inc,  an  Internet  service 
provider,  in  1994.  The  Victoria  obstetrician  says  at  first  he 
felt  like  Don  Quixote  tilting  at  windmills,  because  at  the  time 


most  people  looked  at  him  with  glazed  eyes  and  asked, 
“What’s  the  Internet?” 

His  intention  was  to  make  www.icsi.net  a physician-centered 
service,  but  today,  medical  users  make  up  only  a fraction  of  the 
several  thousand  subscribers.  Dr  Suarez 
finds  that  somewhat  disappointing. 
“Physicians  are  the  last  educated  group 
of  people  to  use  the  Internet,”  he  said. 

While  undoubtedly  some  physicians 
are  optimizing  the  current  potential  of 
the  Internet,  only  2%  to  3%  are  using  it 
for  patient  e-mail.  Dr  Suarez  believes 
two  factors  account  for  the  reticence  of  his  colleagues  as  a 
whole.  “First,  they  are  time  leveraged  and  aren’t  convinced 
that  their  time  investment  in  learning  to  use  it  will  pay  for  it- 
self. Second,  they  aren’t  sure  whether  this  is  a fad  or  a toy  of 
some  kind.  They  can’t  visualize  the  jump  from  a toy  to  a tool, 
a very  efficient  tool.” 


'i  Ve  had  major  rosi'aTcliors  from  all  around  t lio  world 
respond  to  my  iiujiiiries  almost  immediately.  Once  Bill  dates 
replied  to  some  e-mail  1 simt  him  in  2 hours.  1 am  very 
impressed  with  the  efficiency  of  electronic  commimication.” 

Cyber  pioneer 


I vintage: 

For  members  only  on  the  Web 


One  goal  of  the  TMA  Web  site  — 
www.texmed.org  — is  to  put  you  within  easy 
clicking  of  a wealth  of  information.  Therefore, 
more  value  has  been  transferred  to  the  “Members  Only” 
section  of  your  Web  site.  Here’s  what  you’ll  find: 

TMA  PHYSICIAN  SERVICES  (FORMERLY  TPSO) 
MANAGED  CARE  CONTRACTING  BOOKLETS 
Before  You  Sign  on  the  Dotted  Line  ... 

Managed  Care  Model  Contract 
Managed  Care  Contract  Checklist 

TMA  PHYSICIAN  SERVICES  QUALITY  INITIATIVES 
Quality  Management  Plan  for  Physician  Groups 
and  Networks 

Physician  Office  NCQA  Checklist 
MEDICARE 

E & M Service  Distribution  Report 

PAYMENT  ADVOCACY 

Model  provider  participation  agreement 

LEGISLATIVE 
Legislative  Hotline  Daily 
Legislative  Hotline  Weekly  Replay 
Political  Prognosis  for  1999 
Legislative  Preview 


E-MAIL  LISTS 
Action  via  e-mail 
Legislative  Hotline  Daily 
Legislative  Hotline  Weekly  Replay 
Virtual  Advisory  Committee 

NEWS  AND  EVENTS 

Texas  Medicine 
Action 

PHYSICIANS  LOUNGE 

Find  a Member,  including  e-mail  addresses 
Update  personal  information 

Discussion  group  for  the  Texas  delegation  to  the  AM  A 
Open  forum  on  professionalism,  quality,  and  ethics 
Physician  health  and  rehabilitation  information 
(5  CME  courses  and  10  brochures) 

Summary  of  actions  taken  by  the  House  of  Delegates 

House  of  Delegates  transactions 

Interim  report  on  1998-1999 TMA  Strategic  Plan 

PRESIDENT’S  PAGE 

Results  of  the  member  participation  survey 

CYBER  SWEEPSTAKES  CONTEST 
Quarterly  contest  for  members 

YEAR  2000 

AMA’s  Year  2000  Problem:  Guidelines  for  Protecting 
Your  Patients  and  Practice  manual 
TMA  Physician  Services  Y2K  checklist 


Tel  800.880.1300 


Volume  95  it  Number  5 


39 


Cover  Story 


Tom  Ferguson,  MD,  a professor  of  health  informatics  at 
The  University  of  Texas-Houston  Health  Science  Center  and 
author  of  Health  Online,  thinks  physicians  can’t  afford  to  ig- 
nore their  patients’  use  of  the  Internet  any  longer.  He  sees 


the  trend  toward  patients  using  online  health  resources  as  a 
consumer-driven  revolution  that  will  have  a substantial  im- 
pact on  medicine.  Dr  Ferguson  thinks  it’s  incumbent  upon 
physicians  to  understand  this  coming  shift,  to  begin  commu- 
nicating with  patients  online,  and  to  participate  in  planning 
other  future  online  services. 

Consumer  revolution 

According  to  a Harris  poll  conducted  in  January,  44%  of  all 
Americans  have  access  to  the  Internet,  and  of  those,  some  60 
million  adults  used  it  last  year  to  find  information  about 
health  care. 

More  than  25,000  Internet  sites  address  every  health  con- 
dition known  to  man.  Some  of  the  information  is  valuable; 
some  of  it  is  hogwash.  And  now,  along  with  all  their  other  re- 
sponsibilities, physicians  are  being  asked  to  comment  or 
elaborate  on  the  information  their  more-knowledgeable- 
than-ever  patients  have  dug  up  from  the  Internet. 


That’s  disturbing  to  Peter  Killinger,  MD,  a pediatrician  in 
Houston.  “I  don’t  know  if  they’ve  gotten  it  from  The  New  Eng- 
land Journal  of  Medicine  or  the  Drudge  Report.  People  think 
just  because  information  is  on  the  Internet,  it’s  true,  and  there 

are  a lot  of  inaccuracies  out  there.”  Just 
as  troubling  for  Dr  Killinger  is  the  way 
patients  are  using  it  for  self-care.  “This 
can  cause  trouble  when  people  start 
trying  to  diagnose  themselves.” 

To  aid  the  research  efforts  of  both 
consumers  and  physicians,  TMA’s 
Council  on  Public  Health  has  helped 
to  create  a 14-category  gateway  on 
the  TMA  Web  site  (www.texmed.org) 
that  provides  links  to  trusted  sources  of  health  information 
such  as  the  Mayo  Clinic,  HealthOasis,  and  the  National  In- 
stitutes of  Health  Web  site  of  consumer  health  resources. 

Empowered  patients 

Dr  Ferguson,  author  of  a dozen  books  on  consumer  health, 
and  editor  and  publisher  of  the  free  e-mail  newsletter  The  Fer- 
guson Report:  The  Newsletter  for  Consumer  Health  Informatics 
(available  by  e-mailing  join-ferguson-report@sparklist.com), 
believes  the  Internet  is  helping  to  create  a new  type  of  player 
for  the  health  care  team  — the  well-informed  online  patient. 
Information  gathered  from  online  sources  is  empowering  what 
he  calls  these  “smart  patients”  with  a new  understanding  of 
their  conditions.  In  some  cases,  he  says,  patients  are  coming 
into  doctors’  offices  knowing  more  about  some  aspects  of  their 
diseases  and  treatments  than  their  physicians  do. 

Dr  Ferguson  believes  it’s  in  physicians’  best  interest  to  wel- 
come and  encourage  these  smart  patients,  to  gently  correct 


‘‘1  (IcHi’t  know  if  they  Ve  g’otten  it  from  The  New  England 
Journal  of  Medicine  or  the  Drudge  Report.  People  think 
just  because  information  is  on  the  Internet, it’s  true, and 
there  are  a lot  of  inaccuracies  out  there.This  can  cause 
trouble  when  people  start  trying  to  diagnose  themselves.” 


So  you  want  to  bo 
on  the  Web,  eh? 


Putting  a Web  site  together  is  easier  than  you  think,  ac- 
cording to  Kirk  Wilson,  president  of  Bazzirk,  Inc 
(www.bazzirk.com),  an  Austin  firm  that  specializes  in 
cyber  marketing.  If  you’re  “technically  hip"  and  have  a 
decent  eye  for  design  and  a do-it-yourself  personality, 
Mr  Wilson  says,  you  may  enjoy  putting  up  your  own  Web 
page.  Here’s  what  he  suggests; 

1.  Determine  what  you’re  trying  to  accomplish.  Do  you 
want  information  about  your  practice  only  or  do  you 
want  something  more  complex,  such  as  discussion 
forums  and  methods  for  people  to  ask  you  questions? 
If  it  is  fairly  straightforward,  a number  of  off-the- 
shelf  software  packages  can  help  you  design  a good- 
looking  page.  This  software  costs  about  $200. 

2.  Obtain  a Web  address,  or  URL  (uniform  resource  loca- 
tor), as  it’s  called.  To  check  on  the  availability  of  an 


address,  go  to  rs.internic.  net/cgi-bin/whois.  Then,  af- 
ter you  have  a clear  address,  register  the  address  by 
working  with  your  Internet  service  provider  or  directly 
by  going  to  www.internic.net/help/domain/new- 
domain-reg.html. 

3.  Publicize  your  site  so  people  looking  for  a specialist 
in  your  area  will  find  you  on  the  Web.  Software  is 
available  for  this  purpose,  or  you  may  contract  with 
someone  to  promote  your  site. 

4.  If  you’re  creating  your  own  site,  don’t  forget  to  keep  it 
up  to  date  by  periodically  providing  some  “fresh  infor- 
mation.” That  will  keep  people  coming  back  for  more. 

5.  For  more  technically  complex  sites,  you’ll  probably 
want  to  rely  on  a Web  design  firm.  Be  sure  to  shop 
around,  though,  and  learn  what  a company’s  capabili- 
ties are,  what  you  can  expect  from  initial  design,  and 
how  much  it  will  cost,  including  ongoing  maintenance. 
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them  when  they  are  mistaken,  to  negotiate  a mutually  accept- 
able treatment  plan,  and  to  work  together  as  colleagues  to  carry 
it  out.  “The  best  and  the  brightest  of  these  smart  patients  spend 
many  hours  a week  keeping  up  on  their  conditions.  They  can 


help  keep  their  physicians  up  to  date  on  new  treatments  and 
therapies,”  he  said.  “They  can  save  physicians  valuable  time.” 

Communicating  with  colleagues 

Dr  Suarez  uses  e-mail  to  communicate  with  referring  physi- 
cians. “I’ll  refer  a patient  to  a specialist  in  Houston  and  receive 
a dictated  e-mail  report  within  an  hour  of  her  visit.  So  when 
she  comes  back  and  has  questions,  I can  respond  knowledge- 
ably and  therefore  improve  the  quality  of  care  I can  provide.” 


He  thinks  electronic  communication  is  a huge  advance  in 
efficiency  in  health  care  delivery,  and  it’s  the  only  way  he  will 
practice  medicine.  “Do  you  think  I’m  going  to  refer  a patient 
to  a doctor  who  doesn’t  use  e-mail  to  communicate  with  me 
so  efficiently?  No  way.” 

Maintaining  confidentiality 

Communicating  in  cyberspace  is  not 
without  its  risks,  though.  “You’d  never 
mail  a letter  without  sealing  it  first. 
Well,  e-mail  is  like  sending  a postcard  in 
cyberspace,”  Dr  Suarez  explained. 
That’s  why  he  says  it’s  imperative  that 
all  patient  communications  be  en- 
crypted. Several  off-the-shelf  e-mail 
software  programs  are  available  to  pro- 
vide this  protection,  but  they  are  technically  cumbersome  to 
use,  according  to  Dr  Suarez.  He  suggests  a free  alternative,  Pe- 
gasus, which  can  be  downloaded  from  www.pegasus.usa.com. 

Passwords  are  necessary  for  encrypted  e-mail  to  be 
opened  and  read.  Dr  Suarez  tells  colleagues  what  the  pass- 
word is.  For  patients,  he  uses  their  Social  Security  numbers. 
He  adds,  “It’s  not  up  to  us  to  decide  what  should  be  treated 
in  a confidential  manner.  So  I encrypt  any  e-mail  that  con- 
tains a patient’s  name.” 


‘i  can  easily  I'oresiM'  a time  wiieie  youVe  online  with  your 
doctor  in  yonr  living'  room,  sitting  in  Front  of  yonrTV  set, 
and  yonVe  talking’ to  one  another. Yon  can  literally  see  him 
and  talk  to  him  From  yonr  living  room  and  he  can 
prescribe  to  yon  and  have  medicines  delivered  to  you 
online.That  is  something  that  really  is  not  that  Far  oFF.” 


Squashing 
theY2K  bug 


You're  probably  sick  to  death  of  hearing  about  this  Year 
2000  (Y2K)  computer  glitch  stuff.  But  have  you  done  any- 
thing about  it?  A recent  study  by  Gartner  Group  Inc, 
found  that  64%  of  US  hospitals  — the  majority  of  them, 
small  facilities  — have  no  plans  to  test  their  Y2K  readi- 
ness. It  also  found  that  90%  of  doctors  are  unaware  of 
how  the  problem  may  impact  their  practices. 

The  General  Accounting  Office  also  predicts  snafus 
with  processing  of  Medicare  claims  because  the  Health 
Care  Financing  Administration  is  nowhere  near  ready  for 
the  clocks  to  turn  over.  Studies  show  that  the  health  care 
industry,  including  individual  physicians,  is  woefully  be- 
hind in  getting  ready  for  the  new  century.  So,  if  you 
haven’t  already  started,  here's  what  you  can  do  to  pre- 
pare your  practice: 

1.  Assess  what  systems  contain  date-sensitive  chips 
that  may  read  1/1/00  as  1900  instead  of  2000.This  would 
include  computer  hardware  and  software  and  diag- 
nostic or  monitoring  equipment  such  as  intravenous 
pumps,  heart  defibrillators,  pacemakers,  CT  scans, 
and  dialysis  equipment.  For  a list  of  medical  devices 
that  are  known  not  to  be  Y2K  compliant,  go  to 
www.rx2000.org.  Check  building  and  office  equip- 


ment, including  your  telephone  and  security  systems. 

2.  Contact  the  manufacturers  of  these  systems  to  learn 
whether  they  will  operate  properly.  Obtain  as  much 
assurance  as  possible  through  testing  and  checking, 
certification,  or  written  notification  that  your  sys- 
tems can  continue  to  correctly  process  patient 
records,  billing,  accounting  functions,  and  payroll. 

3.  Find  out  the  preparedness  of  critical  partners,  includ- 
ing service  bureaus,  billing  services,  and  claims 
processors,  to  make  sure  you  have  a solid  working  in- 
terface that  will  allow  you  to  continue  to  bill  and  re- 
ceive payments. 

4.  in  general,  be  as  aware  and  as  proactive  as  possible 
in  diagnosing  and  treating  any  potential  Y2K  bugs 
that  could  put  the  bite  on  your  practice. 

Also,  the  TMA  Web  site  has  links  to  other  important 
Y2K  resources  you  can  access  through  www.texmed. 
org/business_medicine/quality_improvement/bm_y2kre 
sources.html. 

You  also  can  download  the  AMA's  Year  2000  Problem: 
Guidelines  for  Protecting  Your  Patients  and  Practice 
manual  through  the  “Members  Only”  section  of 
www.texmed.org. 
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Legal  issues 

What  are  the  legal  liabilities  of  being  on  the  Web?  Attorney 
Brenda  Strama,  JD,  a partner  in  the  health  care  section  at  the 
Vinson  and  Elkins  law  firm  in  Houston,  says  the  laws  that  apply 

“The  ^oal  is  not  to  reinvent  the  wheel, 


to  traditional  practices  also  apply  to  any  cyber  activity.  “You’re 
in  safe  territory  by  having  an  information-only  Web  site,”  she 
says.  This  can  include  information  about  yourself,  your  practice, 
and  authoritative  articles  relating  to  your  specialty. 

“What  starts  to  become  risky,”  Ms  Strama  continued,  “is 
making  representations  such  as,  ‘We  provide  only  the  highest 
quality  optimal  health  care,’  which  raises  the  standard  of  care 
over  and  above  the  community  standard.”  This  same  advice 
applies  to  any  marketing  material,  she  stresses. 

The  health  care  attorney  added  that  if  e-mail  is  used  for  any 
type  of  diagnosis  and  treatment,  “you  really  ought  to  consult 
a lawyer  about  the  individual  activities  you  have  in  mind.” 

TMA  at  the  forefront 

TMA  has  maintained  its  Web  site  since  1996,  and  usage  has 
grown  dramatically.  Mr  Levine  says  the  number  of  unique 
user  sessions  has  jumped  900%,  from  3,000  in  June  1997  to 
almost  30,000  in  December  1998. 

The  organization  as  a whole  is  offering  more  and  more 
services  via  its  Web  site  to  increase  efficiency  and  decrease 
the  costs  of  doing  business,  Mr  Levine  reports.  “If  we  can  e- 
mail  something,  instead  of  mailing,  faxing,  or  telephoning, 
we  can  save  substantial  amounts  of  money.” 

Today,  members  can  interact  with  every  TMA  department 
electronically  and  easily  take  advantage  of  what  Mr  Levine 
calls  “our  most  important  commodity  — information.”  (See 
“For  Members  Only  on  the  Web,”  p 39.)  “The  goal  is  not  to 
reinvent  the  wheel,”  he  says,  “but  to  use  the  Web  and  elec- 
tronic communication  so  physicians  can  optimize  the  value 
of  their  TMA  membership.” 

Cyber  trends 

While  Texas  physicians  are  approaching  the  Web  in  a con- 
ventional fashion,  so-called  “virtual  house  calls”  are  taking 
place  at  www.CyberDocs.com.  Providers  diagnose  and  treat 
minor  emergencies  and  non-life-threatening  conditions.  Pa- 
tients and  doctors  visit  by  typing  back  and  forth  to  each 
other.  Treatment  may  include  a prescription  that  can  be  filled 
by  CyberPharmacy  (a  sister  company)  and  shipped  to  the  pa- 
tient anywhere  in  the  world  within  48  hours. 

America  Online  subscribers  can  talk  to  physicians  free  of 
charge  through  the  Ask-A-Doctor  program.  Its  parent  organ- 
ization, America’s  Doctor,  Inc,  employs  nearly  1,000  physi- 
cians to  answer  questions  and  provide  health  information 


over  the  Internet.  No  diagnosis  or  treatment  options  are 
available.  If  necessary  and  requested,  cyber  patients  are  re- 
ferred to  local  physicians  for  traditional  hands-on  visits. 

What’s  still  out  there 

where  is  cyberspace  leading  medi- 
cine? Kirk  Wilson,  president  of  Bazz- 
irk,  Inc,  an  Austin-based  firm  that 
specializes  in  Web  site  design  and  In- 
ternet marketing,  thinks  that  once 
bandwidth  (the  amount  of  data  that 
can  be  transmitted)  issues  are  re- 
solved, patient-physician  interactions  will  change  dramati- 
cally. With  the  evolution  of  videoconferencing  equipment,  he 
said,  “I  can  easily  foresee  a time  where  you’re  online  with 
your  doctor  in  your  living  room,  sitting  in  front  of  your  TV 
set,  and  you’re  talking  to  one  another.  You  can  literally  see 
him  and  talk  to  him  from  your  living  room  and  he  can  pre- 
scribe to  you  and  have  medicines  delivered  to  you  online. 
That  is  something  that  really  is  not  that  far  off.” 

Mr  Wilson  predicts  far-reaching  online  alliances,  what  he 
called  “a  virtual  practice  where  a specialist  in  England  and  a 
specialist  in  India  and  a specialist  in  Austin  are  all  a part  of  the 
same  team.  I think  that  will  allow  doctors  to  have  all  kinds  of 
new,  exciting  partnerships  and  ways  to  gain  exposure,  not  only 
to  patients  but  also  for  themselves  in  a business  sense.” 

Mr  Levine  sees  a time  when  TMA  meetings  will  occur  on- 
line. “Why  spend  the  time  and  money  to  rent  a room,  bring 
the  people  in,  serve  food,  and  have  the  physician  miss  an  en- 
tire day  of  working  with  his  or  her  patients  simply  for  a 2- 
hour  meeting?  Many  people  40  and  under  don’t  like  to  go  to 
meetings.  We  have  to  find  a way  to  take  it  to  them,  and  that’s 
what  we  hope  technology  can  do.” 

Dr  Ferguson  said  successful  health  care  systems  of  the 
next  decade  “will  be  those  that  are  the  pioneers  in  finding 
ways  to  deliver  useful  and  convenient  online  services.  As 
more  and  more  of  the  population  goes  online,  online  services 
will  become  the  marketing  battleground  for  health  care.”  He 
thinks  there  will  be  more  e-mailing  between  doctors  and  pa- 
tients and  more  provider-sponsored  Web  sites  where  patients 
can  access  information,  request  refills,  schedule  appoint- 
ments, talk  to  a nurse,  submit  questions  to  a physician,  and 
communicate  with  other  patients  with  the  same  condition. 

For  the  individual  physician.  Dr  Roby  is  a bit  more  blunt. 
“Any  physician  who  isn’t  already  using  the  computer  and  the 
Internet  is  probably  about  ready  to  retire.”  ★ 


Laurie  Stoneham  is  a freelance  writer  in  Austin. 


but  to  use  the  Web  and  electronic  communication 
so  physicians  can  optimize  the  value  of  their 
TMA  membership” 
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Increasing  diversity  in  Texas  medicine 


members  now  have  the  oppor- 
tunity to  help  underrepresented 
minorities  attend  a Texas  medical 
school.  Improve  access  to  Texas’ 
underserved  by  making  a tax- 
deductible  donation  today.  Make 
your  check  payable  to  TMA 
Minority  Scholarship  Program  and 
mail  to: 


TMA  Minority  Scholarship  Program 
Texas  Medical  Association 
401  West  15  th  Street 
Austin,  TX  78701-1680 

Or  give  us  a call  if  you  prefer 
to  use  a credit  card. 

For  more  information,  call 
Marcia  Collins  (800)  880-1300,  ext.  1451. 
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Under  one  roof 

Scott  & White’s  integrated  system  sets  managed  care  standard 


Once  called  Mudville  for  its  abun- 
dant blackland  prairie  soil,  the 
Central  Texas  city  of  Temple  can 
thank  railroads  and  farming  for 
putting  it  on  the  map.  But  it 
rightly  credits  its  hometown  clin- 
inc  and  hospital  for  giving  it  a 
national  medical  reputation. 

Temple  seems  an  unlikely,  out-of-the- 
way  place  for  a vanguard  health  system 
to  originate,  but  Scott  & White  has  de- 
veloped the  gold  standard  of  integrated 
health  care  delivery.  V > 


By  Teri  Moran,  Senior  editor 
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Most  Texas  physicians  know  Scott  & 
White  as  one  of  the  largest  multispe- 
cialty group  practices  in  the  United 
States.  But  fewer  know  that  long  be- 
fore managed  care  swept  across  the  na- 
tion, Scott  & White  physicians  began  to 
pioneer  the  whole  idea  of  integrated 
health  care  by  merging  physicians,  a 
hospital,  clinics,  and  health  insurance 
into  a single  system.  And  Scott  & White 
has  taken  integrated  health  care  deliv- 
ery further  than  any  other  system. 

Furthermore,  in  an  era  when  doc- 
tors are  becoming  increasingly  con- 
cerned about  managed  care’s  impact 
on  the  way  they  practice  medicine, 


Scott  & White’s  commitment  to  keep- 
ing physicians  in  charge  of  the  deci- 
sion-making shows  that  not  all 
managed  care  plans  are  alike. 

Building  blocks  of 
integration 

The  word  “integration”  in  health  care 
has  many  different  definitions,  according 
to  pediatrician  David  Morehead,  MD, 
president  of  Scott  & White’s  Health  Plan. 
“When  Columbia  was  in  its  heyday,  it  de- 
scribed itself  as  an  integrated  system  be- 
cause it  owned  many  hospitals  and 
physician  groups  in  different  parts  of  the 
country.  It  achieved  legal  and  financial 
integration.  But  Scott  & White  believes 
that  integrating  health  care  should  go 
much  further  and  that  it  means  putting 
the  core  elements  together  — physician 
practice,  the  hospital,  and  the  health 
care  financing  vehicle  — into  a system 
that  functions  as  a single  unit.” 

Scott  & White  Health  Plan,  a non- 
profit health  maintenance  organization 


(HMO)  launched  in  1982,  has  now 
grown  to  some  165,000  members. 

In  addition  to  its  Temple  location,  17 
regional  Scott  & White  clinics  dot  the 
Central  Texas  landscape  and  employ 
about  5,600  people.  Some  200  medical 
students  and  residents  from  the  Texas 
A&M  University  Health  Science  Center 
in  College  Station  train  at  Scott  & White. 

The  group  practice  now  has  540 
physicians,  who.  Dr  Morehead  says, 
make  Scott  & White  unique.  “Integra- 
tion at  Scott  & White  means  that  we  all 
share  practices;  we  all  watch  one  an- 
other and  help  one  another.  That’s 
good  for  patient  care.” 

That  camaraderie  and  teamwork  en- 
vironment is  what  attracted  Gerald  Lyt- 
tle,  MD,  to  Scott  & White.  Dr  Lyttle 
retired  from  a neurosurgery  practice, 
got  bored  with  retirement,  and  went 
back  to  school  to  study  occupational 
medicine.  He  joined  Scott  & White  in 
1997  and  now'  heads  occupational 
medicine  for  its  southern  region. 


In  their  own  words: 

Scott  & White  physicians  draw  up  their  own  marching  orders 


Physician  leaders  at  Scott  & White  believe  that  patients 
in  a preeminent  integrated  system  are  more  satisfied, 
that  patient  outcomes  are  superior,  and  that  staff  and 
professional  morale  is  higher  than  in  other  systems. 
They  have  summarized  characteristics  they  believe 
make  for  a preeminent  delivery  system. 

GOVERNANCE 

• The  system  is  governed  by  a community  board,  in- 
cluding physicians. 

• Physicians  hold  major  organizational,  strategic,  and 
management  positions. 

• Neither  decision-makers  nor  clinicians  hold  equity  in- 
terests. 

MISSION 

• The  battle  cry  is,  “Do  what’s  right  for  our  patients.” 

> The  organization  is  driven  by  a desire  to  improve  con- 
stantly and  by  a willingness  to  make  the  necessary 
investments  and  changes. 

• The  system  commits  to  improve  the  health  of  the  whole 
community,  not  just  that  of  its  enrollees/patients. 

• System  leaders  are  committed  to  the  organizational 
mission  rather  than  to  personal  gain. 


• The  system  is  focused  on  patient  welfare  rather  than 
financial  performance  — to  long-term  relationships 
rather  than  short-term  gains.  Profits/margins  are 
reinvested  into  the  system  rather  than  distributed  to 
shareholders. 

• Component  parts  of  the  system  share  common  finan- 
cial goals. 

• The  organization  manages  consistent  growth  pru- 
dently. 

• The  system  is  provider-based  and  provider-friendly. 

• Clinicians,  and  not  the  health  plan,  make  patient  care 
decisions.  Practice  decisions  promote  the  patients' 
best  interests  in  light  of  all  social,  economic,  and  eth- 
ical factors. 

• The  health  plan  does  not  determine  which  services  its 
enrollees  receive  but  rather  facilitates  good  patient 
care  by  supplying  information  to  help  providers  un- 
derstand their  practices,  supervising  efficient  use  of 
resources,  promoting  improvement  of  quality,  devel- 
oping market-sensitive  products,  and  providing 
physician  supervision  over  all  medical  care  decisions. 

• The  system  is  permeated  with  a desire  to  learn  (re- 
search) and  teach  (education). 

• The  system  coordinates  patient  care. 
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' “It’s  just  an  awesome  place  — very 
unique.  I was  very  impressed  with 
what  it  had  to  offer  and  how  the  physi- 
cians worked  together,”  Dr  Lyttle  said. 

After  having  worked  virtually  au- 
tonomously for  most  of  his  medical  ca- 
reer, Dr  Lyttle  says  he  had  some 
trepidation  when  he  joined.  “But  it  was 
so  nice  to  be  able  to  get  on  the  phone 
and  bend  another  physician’s  ear  if  I had 
a problem  with  a patient,  or  have  an- 
other physician  literally  come  downstairs 
and  look  at  a patient.  It’s  a system  that’s 
receptive  and  very  responsive  to  the  indi- 
vidual needs  of  doctors  and  patients.” 

That  everyone  uses  the  same  med- 
ical record  adds  to  the  organization’s 
efficiency,  Dr  Morehead  says.  “With 
everyone  using  the  same  chart,  it’s  eas- 
ier to  track  what  other  clinicians  are 
thinking  and  to  recognize  possible  slip- 
ups such  as  an  overlooked  abnormal 
laboratory  report.” 

Dr  Morehead  believes  it’s  important 
for  the  whole  medical  institution  to  take 
responsibility  for  the  quality  of  patient 
health  care.  “It’s  often  difficult  for  pa- 
tients to  judge  the  quality  of  their  med- 
ical care.  But  when  patients  sign  up  with 
our  health  plan,  whether  they  go  to  our 
DME  store  and  purchase  a piece  of  equip- 
ment, see  a specialist  and  have  surgery  in 
our  hospital,  or  use  our  home  health  ser- 
vices, they  can  rest  assured  that  if  it  has 
our  name  on  it,  they’re  going  to  get  the 
best  service  we  can  provide.” 

The  most  challenging  aspect  of  inte- 
grated care  is  coordinating  it.  Dr  More- 
head says.  “Say  you  have  a patient  with 
a history  of  back  surgery  who  develops 
recurring  back  pain.  Now  whom  should 
he  see?  A spinal  surgeon,  a physiatrist,  a 
physical  therapist?  We  believe  that  prac- 
titioners in  our  system  should  guide  that 
patient  to  the  most  appropriate  provider. 
That  is  very,  very  difficult  to  achieve,  but 
we  believe  it’s  important  for  the  system 
to  assume  that  responsibility.” 

Characteristics  of 
preeminence 

On  a single  sheet  of  paper,  Scott  & 
White  physician  leaders  have  summa- 
rized what  they  believe  facilitates  a su- 
perior integrated  system  (see  “In  Their 
Own  Words,”  opposite  page). 


“We’re  physician  led,”  said  W.E. 
Lowry,  MD,  president  of  Scott  & White 
Clinic.  “That  might  not  necessarily 
make  us  any  better,  but  it  places  lead- 
ers who  are  trained  and  committed  to 
doing  what’s  best  for  the  patient  in  ma- 
jor decision-making  roles.” 

The  presidents  of  each  component  — 
hospital,  clinic,  and  HMO  — are  physi- 
cians. According  to  Dr  Lowry,  this  gov- 
ernance structure  promotes  a practice 
environment  that  is  conducive  to  profes- 


sional satisfaction  and  attracts  physi- 
cians seeking  career  opportunities  in  a 
patient-focused  environment.  “It  also 
guarantees  careful  scrutiny  of  the  im- 
pact financial  decisions  have  on  patient 
care,”  Dr  Lowry  said.  “And  it  facilitates 
the  profound  importance  of  quality  im- 
provements on  patient  care  outcomes.” 

Dr  Morehead  says  Scott  & White’s 
HMO  views  itself  as  a “provider  of  infor- 
mation and  monitor  of  our  enrollees’ 
care.”  Data  collected  on  markers  such  as 
immunization  and  mammogram  rates 
are  fed  back  to  physicians.  “We  look  to 
our  physicians  to  make  the  appropriate 
decisions  about  what  care  the  patients 
need,”  he  said,  “but  at  the  same  time, 
we  collect  information  about  how  they 
provide  care  and  give  them  feedback.” 

The  HMO  educates  physicians  about 
forces  that  are  changing  the  demands 
on  the  delivery  of  medicine.  Dr  More- 
head says,  and  focuses  mainly  on  the 
appropriateness  of  care  provided  to  the 
population,  rather  than  the  individual. 
“Here,  physicians  practice  medicine; 
the  health  plan  supports  the  physician’s 
ability  to  practice  consistent  and  cost- 
effective  medicine.” 

Cardiologist  Jim  Rohack,  MD,  asso- 
ciate medical  director  for  medical  oper- 
ations, is  one  of  the  physicians  who 
reviews  coverage  decisions  and  tests  or 


procedures  that  may  seem  question- 
able. He  says  the  HMO’s  whole  philos- 
ophy is  consistent  with  high-quality 
care.  “Our  physicians  do  not  have  to 
wait  hours  on  hold  to  get  approval  for 
a procedure.  We  make  the  decisions  in- 
house.  They  aren’t  made  by  someone 
on  the  East  Coast  who  may  or  may  not 
have  a medical  degree,  and  99.9%  of 
the  time  it’s  the  physician  sitting  in  the 
office  with  the  patient  who  decides 
what  is  appropriate  care.” 


And  because  physicians  are  salaried, 
no  financial  incentive  exists  to  increase 
or  decrease  care.  “That’s  just  a great 
way  to  practice  medicine,”  Dr  Lyttle 
said.  “No  one  is  breathing  down  your 
neck  pushing  cost-cutting  measures.” 

Dr  Lowry  adds  that  the  difference 
between  high  and  low  salaries  at  Scott 
& White  is  much  less  than  in  other 
practice  environments.  “Our  high 
salaries  are  lower  and  our  low  salaries 
are  higher  than  most  others  in  Texas.” 

No  individual  owns  Scott  & White. 
Physicians,  administrators,  trustees, 
and  investors  neither  own  Scott  & 
White  nor  receive  dividends  or  have 
shares  to  sell.  Dr  Lowry  says.  “There- 
fore, no  one  has  the  perverse  incentive 
to  sell  out  to  a practice  management 
company  or  a for-profit  HMO  for  a per- 
sonal profit.  Instead,  Scott  & White 
physicians  have  a particular  emotional 
commitment  to  remain  independent 
and  to  continue  to  call  our  own  shots 
relative  to  medical  practice.” 

In  Scott  & White’s  system,  if  one  com- 
ponent loses  money,  another  component 
may  balance  it.  “It’s  complicated,”  said 
John  Roberts,  MD,  president  of  Scott  & 
White  Memorial  Hospital  Foundation. 
“That  is  one  reason  we’re  probably  not 
any  more  popular  as  a model  for  others 
to  emulate.” 


“We’re  physician  led.That  might  not  necessarily 
make  us  any  better,  hut  it  places  leaders  who  are 
trained  and  committed  to  doing  what’s  best  for  the 
patient  in  major  decision-making  roles.’’ 
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All  profits  in  this  physician-led,  non- 
profit organization  are  spent  on  devel- 
oping new  services  or  improving  old 
ones.  Scott  & White  also  spends  $20 
million  per  year  on  charity  care. 

As  a rural  but  state-of-the-art  center, 
Dr  Roberts  says,  Scott  & White  offers  “big 
city”  medicine  in  a small  town.  “Most  of 
our  patients  come  from  rural  areas,  and 
they  typically  don’t  want  to  get  their  care 
in  a metropolitan  area.  They  don’t  like 
driving  in  a big  city,  and  here,  they  can 
get  all  of  their  needs  met  under  one  roof.” 

Scott  & White’s  center  in  Temple  also 
serves  as  the  clinical  campus  for  Texas 
A&M  University’s  College  of  Medicine. 
“Patients  benefit  from  receiving  care  in 
an  environment  stimulated  by  discovery 
and  sharing  knowledge,”  Dr  Roberts 
said.  “Having  medical  residents  around 
asking  tough  questions  keeps  us  on  our 
toes.”  Residency  programs  are  not  cheap 
either,  but  Dr  Roberts  says  they’re  worth 
the  investment. 


Physicians  also  are  expected  to  go 
beyond  just  maintaining  enough  con- 
tinuing medical  education  hours  to  stay 
licensed  and  often  are  called  on  to  give 
lectures.  Dr  Morehead  says,  citing  this 
as  one  example  of  the  system’s  commit- 
ment to  research  and  education.  “Even 
though  their  major  obligation  is  to  take 
care  of  patients,  we  expect  physicians  to 
continue  academic  pursuits.  Practicing 
‘big  city’  medicine  in  a small  town  re- 
quires additional  vigilance.” 

History  of  excellence 

The  system  that  now  serves  more  than 
300,000  Central  Texans  began  as  a pri- 
vate practice  in  1897  with  two  Santa  Fe 
Railroad  physicians,  Arthur  Scott,  MD, 
and  Raleigh  White,  Jr,  MD.  The  physicians 
built  their  practice  on  three  precepts: 

• Be  honest  with  patients.  Tell  them 
the  truth.  Treat  them  as  you  would 
members  of  your  own  family. 


• Be  as  progressive  scientifically  as 
possible  within  the  bounds  of  safety 
for  each  patient. 

• Charge  patients  as  modest  a fee  as 
possible  within  the  limits  of  good 
business  practice. 

In  the  early  days,  the  growing  prac- 
tice’s hospital  was  in  an  abandoned 
convent  and  was  known  as  the  Temple 
Sanitarium.  In  1922,  the  name  was 
changed  to  Scott  & White  Hospital,  and 
it  became  Texas’  first  cancer  treatment 
center  approved  by  the  American  Col- 
lege of  Surgeons. 

The  Scott  & White  Memorial  Hospi- 
tal and  the  Scott,  Sherwood  and  Brind- 
ley Foundation  are  integral  parts  of  the 
system. 

‘“Do  what’s  right  for  our  patients’  is 
part  of  the  Scott  & White  creed,”  Dr 
Morehead  said.  “It’s  not  an  empty  or  glib 
statement  — it’s  our  whole  culture.”  ★ 
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Elements  of  a quality  health  care  plan 


Their  proponents  predict  managed  care 
health  plans  will  prove  to  be  the  saviors  of  the 
American  health  care  system  by  focusing  on 
prevention,  eliminating  unneeded  services,  and  assuring 
the  availability  of  high-quality,  low-cost  care. 

Managed  care  detractors,  on  the  other  hand,  insist  that 
the  health  plans’  overemphasis  on  cost-cutting  is  under- 
mining patient  care.  Two  thirds  of  the  physicians  polled  in 
a recent  survey  of  Texas  Medical  Association  members  re- 
ported recent  instances  in  which  managed  care  policies 
adversely  impacted  the  quality  of  patient  care. 

The  reality,  says  TMA’s  Executive  Vice  President 
Louis  J.  Goodman,  PhD,  is  somewhere  in  between.  “We 
know  that  some  plans  are  doing  an  excellent  job  of  con- 
trolling costs  while  protecting  patients’  rights  and  honor- 
ing the  importance  of  the  patient-physician  relationship," 
Dr  Goodman  said.  “Unfortunately,  we  see  examples 
every  day  of  plans  that  fall  far  short  of  that  ideal.” 

To  help  physicians  and  their  patients  better  judge  the 
health  plans  with  which  they  may  sign  contracts  or  in 
which  they  may  enroll,  TMA’s  Council  on  Socioeconom- 
ics and  Council  on  Communication  produced  the  “Essen- 
tial Elements  of  a Quality  Health  Plan.”  (See  pullout 
section  between  pp  48  and  49.)  This  combination  of  a 
four-color  office  poster  for  patients  and  a detailed  ma- 


trix for  physicians  provides  what  Dr  Goodman  calls  “an 
objective  yardstick  for  measuring  the  plans.” 

As  its  backbone,  the  project  uses  the  Essential  Char- 
acteristics of  a Quality  Health  Plan,  devised  in  1997  by 
the  American  Medical  Association  Center  on  Society 
Sponsored  Managed  Care  Organizations.  It  also  incor- 
porated elements  from  the  American  Association  of 
Health  Plans’  Code  of  Conduct  and  the  “State  of  Man- 
aged Care  Quality,”  produced  in  1998  by  the  National 
Committee  for  Quality  Assurance.  To  ensure  their  accu- 
racy and  completeness,  the  matrix  and  poster  were  sub- 
mitted for  review  and  comment  to  TMA’s  Medical 
Directors’  Forum,  the  Texas  Association  of  Health 
Plans,  the  medical  directors  of  several  Texas  health 
maintenance  organizations,  the  Texas  commissioner  of 
insurance,  and  the  Texas  office  of  a national  consumer 
protection  organization. 

TMA  members  can  use  the  postcard  inserted  in  this 
issue  of  Texas  Medicine  to  order  up  to  four  additional 
copies  of  the  poster  for  free.  Sets  of  10  are  available  for 
$20,  tax  and  postage  included.  Members  also  may  call 
the  Texas  Department  of  insurance  publications  order 
line  at  (800)  599-7467  to  order  up  to  25  free  copies  of  the 
brochure/complaint  form  “Helping  You  With  Your  Insur- 
ance Complaint”  for  distribution  to  their  patients. 
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Law 


Escape  from  a PPMC 

Tarrant  County  physicians  want  out  of  their  contract 

hen  physicians  sign  an  al- 
' legedly  unfair  contract  with 
a management  company,  who 
is  responsible  when  things 
go  badly  and  the  doctors 
want  out?  One  might  say 
the  physicians  are  responsi- 
ble, because  their  signatures  lead  to  the 
assumption  that  they  agreed  to  the 
contract  terms.  Another  might  say  the 
physician  practice  management  company 
(PPMC)  is  responsible  if  its  failure  to 
fulfill  its  end  of  the  contract  — to  provide 
services  and  pay  salaries  — is  the  reason 
things  went  so  badly. 

In  the  meantime,  patients  can  be  neg- 
lected, caught  up  in  the  crossfire  of  blame. 
Whose  responsibility  are  they?  > > 


By  Monica  Maldonado,  Associate  editor 
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In  the  end,  they  are  the  physicians’ 
responsibility,  according  to  State  Dis- 
I'trict  Judge  Jon  Barton  of  Fort  Worth, 
jwho  has  allowed  doctors  there  to  con- 
I tinue  treating  their  patients  despite  the 
ifact  that  they  allegedly  are  violating 
i their  contracts. 

' The  judge’s  ruling,  says  an  attorney 
involved  in  the  case,  could  help  move 
■Texas  toward  Joining  other  states  that 
[have  outlawed  restrictive  covenants 
not  to  compete. 

In  First  Physician  Corporation  of  North 
I Texas  (FPCNT)  v Jonathan  Richard,  MD, 
j FPCNT  sought  an  injunction  under  re- 
ilstrictive  covenants  in  the  employment 
[ contract  between  Dr  Richard  and  Health 
(Partners,  a physician  organization  that 
1 also  has  a separate  contract  with  FPCNT 
(for  its  practice  management  services. 
FPCNT  also  sued  to  collect  damages 
from  Dr  Richard  for  breaching  the  con- 
tract. FPCNT  filed  as  a third-party  bene- 
'ficiary  to  the  contracts,  but  in  a 
I, preliminary  opinion.  Judge  Barton  de- 
! nied  the  application  for  temporary  in- 
i'junction.  He  ruled  that  FPCNT  “failed  to 
I show  that  it  has  a probable  right  to  en- 
I force  the  contracts  in  question  or  that  if 
lithey  do  have  that  right  that  damages 
would  not  provide  an  adequate  remedy.” 

Dr  Richard  continues  to  see  patients 
|lfrom  his  association  with  Health  Part- 
,ners;  however,  he  no  longer  sees  fe- 
, male  patients  because  he  is  now  with  a 
‘men’s  clinic. 

At  press  time,  19  Health  Partners 
physicians  were  still  embroiled  with 
f FPCNT,  a subsidiary  of  PhyCor,  Inc,  of 
I Nashville,  over  the  legitimacy  of  their 
! employee  contracts,  specifically  the  liq- 
uidated damages  clause,  and  attorneys 
for  both  sides  could  not  predict  when  it 
I will  end. 

“These  physicians  want  to  be  able  to 
practice  anywhere  they  want  to  prac- 
tice, without  having  to  pay  the  liqui- 
dated damages,”  said  attorney  Douglas 
Hudman,  JD,  who  represents  Dr  Richard 
and  seven  other  physicians.  He  said  he 
believes  these  negotiations  could  last  “at 
least  a couple  of  years,”  adding,  “I  think 
it’s  fair  to  say  the  physicians  and  PhyCor 
disagree  on  all  the  facts.” 

At  least  some  of  Health  Partners’ 
patients  who  may  not  have  suffered  be- 
cause of  FPCNT’s  alleged  mismanage- 
' ment  before  might  be  feeling  the 


effects  of  the  conflict  now.  Speaking  to 
the  Texas  Medical  Association  before 
the  negotiations  that  began  in  March, 
Dr  Richard  said  obtaining  the  records  of 
patients  who  stayed  with  him  often 
took  30  to  60  days  after  requesting 
them  by  fax.  “This  has  directly  impacted 
my  care  of  these  patients,”  he  said. 

The  burden  of  responsibility  for  pa- 
tient care  and  practice  management  has 
always  been  frustrating  to  balance, 
which  is  why  some  physicians  are  recep- 
tive to  managed  care  organizations  that 
promise  to  remove  some  of  that  burden. 


Health  Partners  was  formed  in  1994 
by  a group  of  physicians  ready  to  end 
that  frustration,  and  it  built  a separate 
group.  Physician  Capital  Partners,  to 
handle  the  notoriously  mundane  yet  vi- 
tal paperwork.  It  seemed  to  be  a logical 
and  potentially  profitable  move.  Then, 
in  1996,  Physician  Capital  Partners  was 
acquired  by  FPCNT.  Around  that  same 
time,  the  physicians  signed  an  employee 
agreement  contract  with  Health  Part- 
ners, and,  according  to  what  Dr  Richard 
told  TMA  in  February,  that’s  when  things 
around  the  office  started  to  fall  apart. 

When  FPCNT  was  purchased  by 
PhyCor  2 years  later.  Dr  Richard  says, 
the  situation  didn’t  get  any  better. 
Phones  rang  unanswered,  patient 
records  were  misplaced,  and  faxes  re- 
garding patient  prescriptions  for  a cou- 
ple dozen  doctors  bottlenecked  into  a 
single  fax  machine.  Whatever  frustra- 
tion the  physicians  felt  before  with 
management  became  more  intense, 
says  Dr  Richard.  Then,  in  1998,  two 
other  physicians  — Richard  Magie, 
MD,  and  Kevin  Kallal,  MD  — started 
thinking  they  might  be  better  off  on 
their  own  again  and  left  the  group,  tak- 
ing patients  with  them  and  allegedly 
violating  contracts. 

The  contract  in  question  is  a com- 
mon shareholder  physician  employ- 


ment agreement,  according  to  I'MA’s 
General  Counsel  Donald  P.  Wilcox,  JD. 
It  states,  in  a nutshell,  that  Health  Part- 
ners will  employ  and  provide  services 
and  benefits  to  the  doctors,  such  as 
trained  staff,  equipment,  and  fiscal 
management.  To  protect  its  business  in- 
terests, FPCNT  is  seeking  to  enforce  the 
restrictive  covenants  between  Health 
Partners  and  the  physicians. 

But  the  contracts  contained  little  to 
protect  the  physicians,  argues  Mr  Hud- 
man, who  also  represents  Drs  Magie 
and  Kallal. 


In  his  pleading  in  the  initial  suit  by 
FPCNT  against  Dr  Richard,  Mr  Hudman 
contended  that  the  contract  was  unen- 
forceable for  many  reasons,  one  being 
that  the  promises  FPCNT  made  to  pay 
the  doctors  of  Health  Partners  were  “il- 
lusory.” Though  the  physicians  were 
bound  by  the  contract  to  perform  as 
employees  of  Health  Partners  for  5 
years,  Mr  Hudman  writes,  “the  returned 
promise  was  illusory  in  that  [neither 
Health  Partners  nor]  FPCNT,  by  their 
own  admission,  was  under  [any]  obli- 
gation to  pay  any  particular  salary,  or 
any  salary  at  all,  to  these  doctors.” 

In  fact,  the  employment  contract 
states  that  Health  Partners  “agrees  to 
pay  [the]  physician  an  annual  base 
salary,”  but  also  says  the  physician 
signing  the  document  “acknowledges 
that  Health  Partners’  compensation 
policy  may  be  changed  from  time  to 
time  as  it  relates  to  physician  employ- 
ees of  Health  Partners.” 

Mr  Hudman  said  that  despite  having 
produced  millions  of  dollars  in  fees 
paid  to  FPCNT,  the  physicians  “have 

Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  infor- 
mation on  selected  topics.  These  articles  are  pub- 
lished with  the  understanding  thatTMA  is  not  engaged 
in  providing  legal  advice.  When  dealing  with  specific 
legal  matters,  readers  should  seek  assistance  from 
their  attorneys. 


“These  physicians  want  to  he  able  to  practice 
anywhere  they  want  to  practice,  without  having  to 
pay  the  liquidated  damages.  I think  it’s  fair  to  say  the 
physicians  and  PhyCor  disagree  on  all  the  facts.’’ 
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seen  their  expenses  double,  their  staffs 
left  unmanaged  and  untrained,  their 
medical  records  in  shambles,  their  pa- 
tients’ trust  destroyed,  their  incomes 
dwindled,  and  their  reputations  and 
practices  damaged  forever.” 


Soon  after  Dr  Richard  left,  Drs  Kallal 
and  Magie  also  left  Health  Partners;  Dr 
Magie  remained  in  his  same  office, 
while  Dr  Kallal  moved  a short  distance 
away.  Health  Partners  took  action. 
Though  neither  Drs  Kallal  or  Magie 
could  discuss  the  case  because  it  is  still 
in  negotiations.  Dr  Richard,  speaking 
to  TMA  in  February,  says  that  during 
the  weekend  after  their  final  day  with 
Health  Partners,  their  patient  records 
were  seized  and  their  patients  were  in- 
structed to  see  other  physicians  at 
Health  Partners. 

In  turning  down  FPCNT’s  request 
for  injunction,  the  judge  ruled  that  Dr 
Kallal’s  and  Dr  Magie’s  records  should 
be  returned  and  the  care  to  their  pa- 
tients uninterrupted. 

Questioning  the  covenant 

Since  the  initial  ruling  in  this  case,  16 
more  physicians  have  become  involved 
in  the  negotiations  to  determine  the 
enforceability  of  the  employment  con- 
tract. Specifically,  the  contract  states 
that  if  the  physicians  decide  to  leave 
within  3 years  of  the  agreement’s  effec- 
tive date,  they  will  be  liable  for  a cash 
payment  of  liquidated  damages  to 
Health  Partners  — the  sum  of  their  re- 
portable earnings  in  the  past  12 
months  less  the  sum  of  shares  in 
FPCNT.  They  would  hand  over  any  and 
all  documents  pertaining  to  their  pa- 
tients. They  could  not  solicit  Health 
Partners  patients  for  18  months  after 
termination  of  employment,  nor  could 
they  provide  health  care  services 
within  a 25-mile  radius  of  their  prac- 
tice locations  as  Health  Partners  em- 


ployees if  they  decided  to  join  a com- 
peting health  care  provider.  And  they 
shouldn’t  even  think  about  practicing 
solo  or  with  an  independent  group 
practice  if  it  is  not  farther  than  10  miles 
from  their  previous  locations. 


Judge  Barton  pronounced  the  con- 
tract requirements  “impermissibly 
broad”  because  they  would  not  allow 
the  physicians  to  see  even  new  patients 
as  long  as  their  practices  were  within  25 


miles  of  their  previous  practices  nor 
would  it  let  physicians  refer  patients  to 
hospitals  within  that  area.  In  addition 
to  his  opinion  that  the  geographic  area 
is  too  broad,  the  judge  also  denied  the 
injunction  against  the  physicians  be- 
cause he  believed  that  “the  actual  and 
potential  control  exercised  by  FPCNT 
over  the  physicians  is  so  pervasive  that 
it  amounts  to  the  impermissible  prac- 
tice of  medicine,”  referring  to  FPCNT’s 
mismanagement  of  Health  Partners.  Be- 
cause FPCNT  is  not  licensed  to  practice 
medicine,  this  would  be  categorized  as 
a corporate  practice  of  medicine  no-no. 

FPCNT  attorney  Peter  Harry,  JD,  ar- 
gues that  FPCNT  is  not  trying  to  practice 
medicine,  and  that,  after  all,  the  contract 
is  between  the  physicians  and  Health 
Partners,  which  is  owned  and  operated 
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Keep  an  eye  on  your  PPIVIC 


Unfortunately,  it’s  not  unusual  to  hear  about  physician  practice 
management  companies  (PPMCs)  that  don’t  deliver  the  goods. 
(See  “Surviving  a Titanic  Ride,”  December  1998  Texas  Medicine, 
pp  37-42.)  In  such  a young  industry,  accurate  statistics  that  measure  physi- 
cians’ satisfaction  with  PPMCs  and  the  costs  of  liability  in  cases  against 
PPMCs  are  difficult  to  come  by. 

But  calculable  revenue  decreases  certainly  hint  at  trouble.  So  far,  13 
PPMCs  have  reported  fourth-quarter  (fiscal  year  1998)  losses  of  $1,262  bil- 
lion on  revenues  of  $1,741  million.  PhyCor,  Inc,  of  Nashville,  reported  losing 
$68  million  for  the  fourth  quarter  of  fiscal  year  1998.  PhyCor  currently  oper- 
ates 54  groups  with  3,520  physicians,  versus  55  groups  with  3,863  physicians 
at  the  end  of  1997,  and  the  company  likely  will  sell  a couple  more  groups  this 
year,  according  to  industry  experts. 

Texas  Medical  Association  Physician  Services  (formerly  known  as 
TPSO)  offers  several  resource  booklets  that  can  help  you  through  every 
stage  of  your  relationship  with  a PPMC.  They  include: 

• PPMC  Warning  Signs  Checklist,  which  can  help  you  determine  the  fi- 
nancial and  operational  abilities  of  a PPMC. 

• Before  You  Sign  on  the  Dotted  Line,  which  identifies  the  primary  issues 
you  should  consider  before  you  enter  into  an  employment  contract. 

• Managed  Care  Model  Contract,  which  illustrates  a balanced  agreement 
between  a managed  care  entity  and  a physician. 

• Extricating  Yourself  from  a PPMC,  which  outlines  steps  you  should  take 
from  the  moment  you  think  you  might  want  out. 

The  booklets  are  available  by  calling  (800)  523-8776.  Before  You  Sign  on 
the  Dotted  Line  and  Managed  Care  Model  Contract  also  are  available  in  the 
“Members  Only”  section  of  TMA’s  Web  site  at  www.texmed.org. 


“Physicians  are  optiniists.They  don’t  see  the  downside. 
They’re  presented  with  a contract  that  someone  says 
is  a standard  contract,  and  they  tend  to  sign ’’ 
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by  physicians.  In  Mr  Harry’s  motion  to 
ask  the  couit  to  reconsider  its  ruling  re- 
garding the  injunction,  he  wrote  that 
the  employment  contract  could  not  con- 
stitute the  illegal  practice  of  medicine 
“because  Health  Partners  is  wholly  com- 
prised of  practicing  physicians.” 

Mr  Wilcox  said,  “The  restrictive 
covenant  was  indeed  between  the  physi- 
cians and  Health  Partners,  but  Phy- 
Cor/FPCNT  sought  to  enforce  it.  And 
their  argument  was  unsuccessful.” 

Mr  Harry  also  said  the  physicians 
produced  no  evidence  that  FPCNT  was 
involved  in  the  “diagnosis  or  treatment 
of  patients  or  interference  with  the  in- 
dependent judgment  of  physicians.”  He 
continued,  “There  was  only  evidence 
that  some  patients  might  be  ‘inconve- 
nienced’ if  the  doctors  were  forced  to 
change  offices.” 

The  dotted  line 

So  why  did  these  physicians  sign  what 
they  later  would  claim  was  completely 
unfair?  In  his  pleading,  Mr  Hudman  ar- 
gued that  the  physicians  were  fraudu- 
] lently  induced  to  sign  the  contracts. 
Among  the  company’s  many  false  or  mis- 
leading representations,  he  says,  were 
j the  promises  of  “extensive  management 
; expertise”  and  that  FPCNT  would  pro- 
vide “quality  financial  management.”  He 
wrote,  “The  fact  is  that  all  three  of  these 
doctors  [Richard,  Kallal,  and  Magie] 
were  induced  to  sign  the  employment 
contracts  by  a series  of  promises  and  rep- 
resentations ±at  were  not  true.” 

He  also  said  the  final  determination 
on  fraud  was  beyond  the  scope  of  this 
initial  judgment,  a point  brought  up 
again  by  FPCNT  in  its  challenge  to  the 
ruling,  calling  the  presentation  of  such 
defenses  “premature.” 

Mr  Wilcox  offers  what  might  have  ul- 


timately led  the  physicians  to  sign  on. 
“Physicians  are  optimists.  They  don’t  see 
the  downside.  They’re  presented  with  a 
contract  that  someone  says  is  a standard 
contract,  and  they  tend  to  sign.” 

In  TMA’s  guide  How  to  Negotiate  a 


Physician’s  Employment  Contract,  Mr 
Wilcox  notes  that  restrictive  covenants 
are  illegal  in  six  states  and  that  in 
states  where  they  are  still  legal,  they 
are  often  the  source  of  bitter  litigation. 

This  spring,  the  TMA  Board  of  Coun- 
cilors adopted  an  opinion  discouraging 
any  agreement  that  “restricts  the  right 
of  a physician  to  practice  medicine.” 
The  opinion  of  the  board  also  says,  “A 
physician  must  not  be  subject  to  an  ac- 
tion for  violating  a covenant  not  to 
compete  for  continuing  to  treat  pa- 
tients whom  the  physician  believes  will 
suffer  harm  if  that  physician’s  care 
must  be  discontinued  in  order  to  com- 
ply with  the  covenant  not  to  compete.” 

The  TMA  Council  on  Legislation 
says  it  will  “explore  legislative  action 
dealing  with  patient  notification  and 
medical  record  transfers  in  cases  of  ter- 
minated contractual  relationships.” 

The  current  opinions  of  the  Ameri- 
can Medical  Association  Code  of  Med- 
ical Ethics  offer  a guideline  for  its 
members,  stating:  “Covenants  not  to 
compete  restrict  competition,  disrupt 
continuity  of  care,  and  potentially  de- 
prive the  public  of  medical  services. 
The  Council  on  Ethical  and  Judicial  Af- 


fairs discourages  any  agreement  which 
restricts  the  right  of  a physician  to  prac- 
tice medicine  for  a specified  period  of 
time  or  in  a specified  area  upon  termi- 
nation of  an  employment,  partnership 
or  corporate  agreement.  Restrictive 


covenants  are  unethical  if  they  are  ex- 
cessive in  geographic  scope  or  duration 
in  the  circumstances  presented,  or  if 
they  fail  to  make  responsible  accommo- 
dation of  patients’  choice  of  physician.” 

Because  there  are  so  many  cases  that 
challenge  the  covenants,  a change  in 
TMA  policy  or  even  state  law  could  oc- 
cur, but  Mr  Hudman  has  his  doubts.  “I 
don’t  know  if  this  ruling  will,  by  itself, 
eliminate  them,  but  I think  it  would  cer- 
tainly move  in  that  direction.” 

Darren  Duvall,  MD,  a radiologist  in 
Paris,  is  the  former  chair  of  the  TMA 
Resident  Physician  Section,  and  has 
worked  with  TMA  to  enact  a policy  on 
restrictive  covenants  for  residents. 
“One  of  the  most  important  things  a 
lawyer  ever  told  me  was  that  we  physi- 
cians have  rights  until  we  contract 
them  away.  And  that’s  what  it  sounds 
like  these  doctors  did,”  he  said. 

“When  it  comes  right  down  to  it,”  Dr 
Duvall  continued,  “PhyCor  is  not  going 
to  be  sued  if  a lab  result  doesn’t  make 
it  to  the  physicians.  Ultimately,  we’re 
completely  responsible.  So  we  have  to 
be  able  to  defend  ourselves.” 

Mr  Wilcox  agrees  and  ponders  future 
contracts  between  PPMCs  and  physician 
groups.  “The  curious  situation  here  is 
that  in  the  normal  course  of  things,  the 
physicians  at  Health  Partners  would 
have  enforced  the  covenants.  They  were 
in  a much  better  position  than  third- 
party  FPCNT,  but  then  chose  not  to  do 
so,”  he  said.  “In  the  next  generation  of 
PPMC  contracts,  you  can  bet  the  man- 
agement company  will  have  a clause 
that  requires  the  physician  group  they 
sign  with  to  enforce  the  covenants.”  ★ 


TMA  contract  roviow  services 


Texas  Medical  Association  members  may  obtain  independent 
contract  reviews  for  $150  per  document.  Contact  Andre  Hampton, 
JD,  attorney-mediator,  at  515  Congress  Ave,  Ste  2000,  Austin,  TX 
78701;  (512)  469-9006. 


“One  of  the  most  important  things 
a lawyer  ever  told  me  was  that  we  physicians 
have  rights  until  we  contract  them  away.” 
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Focusing  on  the  border 

Lawmakers,  State  officials  target  health  needs  along  the  Rio  Grande 


Ask  someone  who  lives  along  our 
state's  border  with  Mexico  and 
he  might  tell  you  he  lives  in  the 
“forgotten  Texas.”  That  feeling 
always  has  been  particularly 
acute  in  El  Paso,  which  is  sepa- 
1 rated  by  one  time  zone  and  hun- 
dreds of  miles  from  the  other  major  Texas 
urban  areas. 

But  the  76th  Texas  Legislature  may  fi- 
nally be  giving  the  border  its  due,  at  least 
in  the  legislative  arena.  And,  with  back- 
ing from  top-ranking  state  officials,  bor- 
der area  lawmakers  hope  real  progress 
can  be  made  this  year  in  solving  health 
problems  that  have  plagued  the  border 
for  decades.  > > 


By  Ken  Ortolon,  Associate  editor 
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“A  lot  of  attention  is  being  directed 
at  the  border,”  said  Karen  Batory,  direc- 
tor of  Texas  Medical  Association’s  Divi- 
sion of  Public  Health  and  Otittlity- 

Indeed,  that  seems  to  be  true.  Gov- 
ernor George  W.  Bush  has  made  border 
issues  one  of  his  priorities  this  year.  He 
has  directed  his  secretary  of  state,  El- 
ton Bonier,  to  be  his  liaison  on  border 
and  Mexico  issues.  Mr  Bonier,  who  was 
appointed  to  that  post  in  January,  al- 
ready has  made  several  trips  to  the  re- 
gion to  see  firsthand  what  the 
conditions  are  there. 

In  addition  to  the  governor’s  interest, 
Lt  Gov  Rick  Perry  has  appointed  a spe- 
cial Senate  Border  Affairs  Committee, 
chaired  by  Sen  Eddie  Lucio  (D- 
Brownsville)  and  including  most  of  the 
senators  whose  districts  border  Mexico. 
That  committee  has  held  a series  of  pub- 
lic hearings  to  hear  from  officials  such 
as  Secretary  of  State  Bomer,  Health 
Commissioner  William  R.  Archer,  MD, 
and  Laurance  Nickey,  MD,  of  El  Paso,  a 
I newly  appointed  member  of  the  US- 
I Mexico  Border  Health  Commission. 

Adding  their  voices  to  the  debate 
, have  been  State  Comptroller  Carole  Ry- 
lander  and  US  Sen  Kay  Bailey  Hutchi- 
son, who  has  been  a staunch  advocate 
of  the  US-Mexico  Border  Health  Com- 
i mission. 

Building  an  infrastructure 

With  so  much  vocal  support  for  border 
issues.  South  Texas  and  El  Paso  law- 
' makers  have  been  quick  to  take  advan- 
tage. Numerous  bills  have  been  filed  to 
1 address  problems  in  the  so-called  colo- 
nias  — the  hundreds,  if  not  thousands, 
;of  substandard  housing  developments 
that  dot  both  sides  of  the  Texas-Mexico 
[border  from  Brownsville  to  El  Paso. 
'Other  measures  would  mandate  child- 
hood immunizations  against  hepatitis 
A in  border  counties,  create  a Border 
Health  Institute,  and  direct  state  med- 
ical training  resources  to  places  such  as 
Corpus  Christ!  and  Laredo. 

But  the  main  focus  seems  to  be  on 
infrastructure,  which  is  the  root  cause 
of  many  of  the  health  problems  faced 
by  the  colonia  residents  and  their 
neighbors. 

Jane  Dees,  spokesperson  for  Secre- 
tary of  State  Bomer,  says  infrastructure 
needs  are  his  primary  focus  this  year, 


particularly  the  need  for  better  water 
and  wastewater  services  in  the  colo- 
nias.  “Certainly  water  and  wastewater 
can  contribute  greatly  to  good  public 
health  along  the  border,”  Ms  Dees  said. 

In  testimony  before  Senator  Lucio’s 
Border  Affairs  Committee  in  Eebruary, 
Secretary  of  State  Bomer  recom- 
mended creating  an  ombudsman  pro- 
gram in  the  six  most  populous  border 
counties  to  address  colonia  problems. 
He  also  proposed  legislation  that: 


• Grants  the  Texas  Water  Develop- 
ment Board  authority  to  be  part  of 
the  engineering  and  contracting 
process  for  colonia  water  and  waste- 
water  projects. 

• Gives  border  counties  broader  au- 
thority to  grant  utility  easements  in 
cases  where  absentee  landowners 
cannot  be  located,  and  the  right  to 
establish  planning  boards  to  stop 
the  proliferation  of  new  colonias. 

• Asks  Texas  Atty  Gen  John  Cornyn  to 
increase  the  number  of  field  investi- 
gators in  the  colonias  to  prosecute 
subdivision  offenders. 

Testifying  before  the  Border  Affairs 
Committee  in  March,  Dr  Nickey,  former 
director  of  the  City-County  Health  Dis- 
trict in  El  Paso,  showed  the  committee 
just  how  critical  water  and  wastewater 
needs  in  the  colonias  are.  “The  colonias 
are  a breeding  ground  not  only  for  social 
discontent  but  disease,  as  well,”  he  said. 

Taking  action 

Secretary  of  State  Bomer’s  recommen- 
dations already  are  being  acted  upon. 
House  Bill  52  by  Rep  Henry  Cuellar  (D- 
Laredo)  would  allow  counties  within  50 
miles  of  the  border  to  set  up  planning 
commissions  to  regulate  colonias  and 
other  developments.  Senator  Hutchison 
endorsed  that  bill  at  a Capitol  news 
conference  in  February  in  what  was  a 


rare  appearance  by  a federal  lawmaker 
getting  involved  in  state  legislative  is- 
sues. The  House  quickly  pas.sed  the 
measure  and  sent  it  to  the  Senate. 

Senator  Lucio  also  has  drafted  an 
Omnibus  Colonias  Bill  that  include-  the 
provisions  of  Representative  Cuellar’s 
bill  and  provides  border  and  other  eco- 
nomically depressed  counties  with 
other  tools  to  control  development. 

And,  the  Border  Affairs  Committee 
has  drafted  an  infrastructure/develop- 


ment proposal  that  calls  for  $250  mil- 
lion in  state  bonds  that  target 
workforce,  education,  transportation, 
economic  development,  housing,  and 
long-term  water  and  wastewater  needs 
in  the  region. 

“By  focusing  on  these  problems, 
we’ll  be  able  to  attack  many  of  the  bor- 
der health  problems  that  arise  from 
sewer  problems,  poor  housing,  and  the 
obvious  array  of  other  problems  that 
lead  to  poor  health  conditions,  espe- 
cially in  the  colonias,”  Senator  Lucio 
said.  “We  want  to  do  everything  we  can 
to  ensure  that  the  environment  that  is 
made  available  to  families  is  one  that  is 
wholesome  and  free  of  infectious  dis- 
eases of  any  kind.” 

This  is  not  the  first  time  the  state  has 
attempted  to  address  water  and  waste- 
water  needs  in  the  colonias.  Since  1989, 
the  state  and  federal  governments  have 
provided  nearly  $600  million  for  water 
and  wastewater  facilities  in  the  colo- 
nias. While  those  funds  have  helped 
thousands  of  colonia  residents  get  clean 
water  and  adequate  sewage,  thousands 
more  have  been  unable  to  take  advan- 
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tage  of  them  because  they  could  not  af- 
ford to  have  their  homes  hooked  up  to 
the  new  water  and  sewer  lines. 

That  will  soon  change.  The  Texas 
Water  Development  Board  recently  ap- 
proved a policy  change  that,  for  the 
first  time,  will  allow  government  funds 
to  be  used  to  pay  for  private  hookups. 
Up  to  $12  million  in  federal  funds  will 
be  made  available  for  that  purpose. 


which  water  board  officials  say  will  al- 
low 10,000  households  with  between 
40,000  and  50,000  people  to  receive 
free  hookups. 

inoculating  the  future 

while  infrastructure  needs  in  the  bor- 
der region  are  getting  most  of  the  at- 
tention, direct  health  care  issues  have 
not  been  forgotten.  Senator  Lucio  says 
he  will  support  Senate  Bill  615  by  Sen 
Judith  Zaffirini  (D-Laredo)  that  re- 
quires all  public  school  students  in 
counties  within  60  miles  of  the  border 
to  be  immunized  against  the  hepatitis 
A virus.  Also,  he  is  backing  SB  1378  by 
Sen  Eliot  Shapleigh  (D-El  Paso)  that  re- 
quires the  Texas  Higher  Education  Co- 
ordinating Board  to  review  medical 
training  needs  along  the  border. 

Additionally,  the  House  Higher  Edu- 
cation Committee  has  approved  legisla- 
tion to  create  a Border  Health  Institute 
in  El  Paso.  HB  2025  by  Rep  Joseph  Pick- 
ett (D-El  Paso)  would  establish  the  insti- 
tute to  assist  international,  national, 
regional,  or  local  institutions  along  the 
Texas-Mexico  border  in  providing  health 
care  and  health  education,  and  conduct 
public  health  research  on  issues  such  as 
infectious  diseases,  diabetes,  environ- 
mental health,  and  children’s  health. 
The  bill  calls  for  $25  million  to  be  ap- 
propriated to  The  University  of  Texas 
(UT)  at  El  Paso  and  $25  million  to  the 
Texas  Tech  University  Health  Sciences 
Center  at  El  Paso  to  create  the  institute. 


The  El  Paso  Community  College  District, 
R.E.  Thomason  General  Hospital,  the  El 
Paso  City-County  Health  District,  the 
UT-Houston  Health  Science  Center 
School  of  Public  Health,  and  the  Texas 
Department  of  Health  (TDH)  also 
would  be  partners  in  the  institute. 

Meanwhile,  proposals  also  are  on 
the  table  to  establish  an  extension  of 
the  Texas  A&M  System  Medical  School 


in  Corpus  Christi  and  a Laredo  exten- 
sion of  the  UT  Health  Science  Center  at 
San  Antonio.  The  Corpus  Christi  pro- 
posal would  authorize  A&M  to  increase 
its  medical  school  class  size  from  65  to 
100  students  and  to  establish  a pro- 
gram to  provide  the  last  2 years  of 
medical  school  training  for  35  students 
in  Corpus  Christi.  While  there  is  con- 
cern over  whether  additional  medical 
school  slots  are  needed  in  this  state, 
the  bill  enjoys  support  among  the  Cor- 
pus Christi  medical  community. 

The  UT  Health  Science  Center  at 
San  Antonio  already  sends  some  of  its 
students  to  Laredo  for  part  of  their 
training.  The  bill,  proposed  by  Repre- 
sentative Cuellar,  would  allow  the 
school  to  set  up  its  own  Laredo  campus 
and  move  out  of  rented  buildings.  The 
House  Higher  Education  Committee 
showed  support  for  the  bill  during 
hearings  in  March  but  deferred  action 
until  $16  million  needed  for  the  project 
is  appropriated. 

Bringing  in  the  feds 

While  action  on  border  issues  was  heat- 
ing up  on  the  state  level.  Senator 
Hutchison  was  preparing  to  get  the  fed- 
eral government  into  the  act.  The  Texas 
Republican  has  asked  TMA,  TDH,  and 
other  interested  parties  for  recommen- 
dations on  actions  Congress  might  take 
to  improve  border  health  conditions. 
Quin  Dodd,  the  senator’s  legislative  as- 
sistant, says  her  plans  are  still  in  the 


preliminary  stages  but  legislation  will 
be  filed  this  year. 

“We  don’t  want  to  reinvent  the 
wheel,”  Mr  Dodd  said.  “We  want  to 
find  where  there  are  needs  and  where 
we  can  address  those  needs  that  are 
unique  or  disproportionate  to  the  bor- 
der, like  tuberculosis,  cholera,  and 
other  communicable  diseases.” 

TMA  representatives  have  met  with 
Health  Commissioner  Archer  and  other 
TDH  officials  to  come  up  with  recom- 
mendations for  Senator  Hutchison.  At 
a meeting  on  February  25,  that  group 
approved  five  priority  issues: 

• Directing  the  US  Department  of 
Health  and  Human  Services  to  cre- 
ate a US-Mexico  Border  Health  Task 
Force. 

• Securing  funding  for  the  US-Mexico 
Border  Health  Commission  on  an 
annual  basis. 

• Dedicating  federal  funds  to  focus  on 
essential  public  health  activities 
along  the  border. 

• Directing  the  National  Institutes  of 
Health  to  focus  resources  for  im- 
proving the  health  status  of  His- 
panic populations. 

• Directing  federal  dollars  to  work 
with  state  funds  to  support  broader 
development  of  the  proposed  Border 
Health  Institute. 

Crossing  the  river 

While  all  the  action  on  the  Texas  side  of 
the  border  could  make  a big  difference 
in  health  and  quality  of  life  there.  Sen- 
ator Lucio  says  Texans  cannot  forget 
about  their  neighbors  to  the  south.  He 
plans  to  ask  for  an  interim  study  that 
would  look  at  needs  on  both  sides  of 
the  border.  “By  addressing  the  health 
care  needs  of  our  neighbors  immedi- 
ately across  the  river,  we  can  comple- 
ment everything  that  we  are  trying  to 
do  on  the  Texas  side,”  Senator  Lucio 
said.  “It’s  a must.” 

As  Dr  Nickey  says,  “You  don’t  keep 
chicken  pox  on  one  side  and  measles 
on  the  other.  We  breathe  the  same  air, 
we  drink  the  same  water,  and  we  share 
the  same  diseases.”  ★ 


“You  don’t  keep  ohioken  pox  on  one  side  and  measles 
on  the  other.  We  breathe  the  same  air,  we  drink  the 
same  water,  and  we  share  the  same  diseases.” 
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Mutual  benefit 

TIAA-CREF  offers  new  mutual  funds  to  IMA  members 


||  he  Texas  Medical  Association  Insurance  Trust 
(TMAIT)  has  expanded  the  financial  products 
and  services  available  to  TMA  members  by 
agreeing  with  TIAA-CREF  (Teachers  Insurance 
Annuity  Association-College  Retirement  Equi- 
ties Fund),  the  world’s  largest  pension  fund,  to 
offer  the  TIAA-CREF  Mutual  Funds.  Albert  E. 
Gunn,  MD,  chair  of  the  TMAIT  Board  of  Trustees,  says 
that  until  recently,  only  educators  and  researchers  were 
able  to  access  TIAA-CREF  products.  When  TMAIT 
learned  that  the  TIAA-CREF  board  had  decided  to  allow 
people  outside  of  education  to  invest  in  their  new  mu- 
tual funds,  he  said,  “We  thought  this  was  an  opportu- 
nity that  was  too  good  to  pass  up.”  > > 


TIAA-CREF  has  more  than  $230  bil- 
lion in  assets  under  management  and 
serves  more  than  2 million  people  at 
more  than  8,000  colleges,  universities, 
teaching  hospitals,  and  related  educa- 
tion and  research  organizations.  TLAA  is 
the  country’s  third  largest  life  insurance 
company,  based  on  assets.  TIAA-CREF 
mutual  funds  are  distributed  by  Teach- 
ers Personal  Investors  Services,  Inc,  a 
wholly-owned  subsidiary  of  TLAA. 

“TIAA-CREF’s  mutual  funds  offer  a 
number  of  special  features  that  we  felt 
would  appeal  to  TMA  members,”  said 
Larry  Stein,  TMAIT  administrator. 

A TIAA-CREF  mutual  fund  account 
can  be  opened  with  $250.  TIAA-CREF 
lowers  the  minimum  to  $25  for  those  in- 
vestors who  participate  in  an  automatic 
investment  plan.  With  this  plan,  in- 
vestors can  authorize  TIAA-CREF  to  au- 
tomatically withdraw  funds  from  their 
checking  or  savings  accounts  on  a semi- 
monthly, monthly,  or  quarterly  basis. 

TIAA-CREF  mutual  funds  also  have 
low  operating  expenses.  Ranging  from 
0.29%  to  0.49%,  expenses  for  TIAA- 
CREF’s  mutual  funds  are  among  the 
lowest  in  the  mutual  funds  industry,  ac- 
cording to  Morningstar  Principia.  (As  of 
December  31,  1998,  Morningstar  Prin- 
cipia tracked  10,373  mutual  funds.)  A 
portion  of  the  management  fee  has 
been  waived.  This  waiver  is  contractual 


Editor's  Note:  This  article  was  written  by  Kirk  M. 
Kozero,  second  vice  president  of  TIAA-CREF.  Texas 
Medicine  is  printing  it  as  a courtesy  to  TMAIT. 
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and  guaranteed  to  remain  in  effect  un- 
til July  1,  2000. 

Six  is  lough 

TIAA-''  REF  offers  six  no-load  funds 
frorr  a range  of  asset  classes.  These  in- 
ch de  the  Money  Market  Fund,  Bond 
Plus  Fund,  Growth  & Income  Fund, 
Growth  Equity  Fund,  and  the  Interna- 
tional Equity  Fund.  The  Managed  Allo- 
cation Fund,  designed  for  people  who 
prefer  to  have  their  asset  allocation  de- 
cisions made  by  TIAA-CREF’s  invest- 
ment managers,  also  is  available. 

Although  past  performance  is  no 
guarantee  of  future  results,  the  funds, 
which  were  launched  in  September 
1997,  recorded  the  following  perform- 
ances in  the  first  year:  Growth  Equity, 
-f  35.97%;  Growth  & Income,  -F 30.51%; 
International  Equity,  -1-19.27%;  Man- 
aged Allocation,  -1-21.24%;  Bond  Plus, 


-1-8.94%;  and  Money  Market  -1-5.45%. 
(See  accompanying  chart  for  standard 
performance  information.) 

The  TIAA-CREF  Mutual  Funds  can 
be  mixed  and  matched  to  help  in- 
vestors pursue  short-,  intermediate-, 
and  long-term  investment  objectives. 


Investors  can  also  use  them  as  underly- 
ing investments  for  the  traditional, 
Roth,  rollover,  and  education  individ- 
ual retirement  accounts  (IRAs)  that  are 
available  from  TIAA-CREF. 

TIAA-CREF  will  have  an  informa- 
tion booth  in  the  exhibit  hall  at 
TexMed  ’99  in  Dallas  May  6-9.  See 


the  TexMed  final  program  for  specific 
location. 

TMA  members,  their  families,  and 
employees  can  obtain  free  information 
packages  by  calling  (877)  276-9429, 
Department  FIJ,  weekdays  between  7 
am  and  7 pm.  Information  also  may  be 


obtained  from  the  TIAA-CREF  Web  site 
at  www.tiaa-cref.org/mfunds. 

As  with  any  investment,  read  the 
prospectus  carefully  before  you  invest 
or  send  money. 

(Note:  The  quotations  in  this  article  are  the  opinions  of 
one  organization  and  may  not  represent  the  experience 
of  others.) 


“TIAA-CREF’s  mutual  funds  offer  a number  of  special 
features  that  we  felt  would  appeal  to  TMA  members.” 


Performance  comparison: 

TIAA-CREF  Mutual  Funds  vs  Benchmark  Indices 


TIAA-CREF  Mutual  Funds 

Benchmark  Indices 

Average 

Average 

Annualized 

Annualized 

One-Year 

Return*  Since 

One- Year 

Return*  Since 

Total  Return* 

Inception 

Total  Return* 

Inception 

Fund  Name 

(1/1/98-12/31/98)0/2/97-12/31/98) 

Fund  Name 

(1/1/98-12/31/98)  (9/2/97-12/31/98) 

TIAA-CREF  International  Equity  Fund 

19.27  % 

12.17  % 

Morgan  Stanley  EAFE  Index’ 

20.00  % 

12.37  % 

TIAA-CREF  Growth  Equity  Fund 

35.97  % 

33.63  % 

Russell  3000  Growth  Index’ 

35.02  % 

30.67  % 

TIAA-CREF  Growth  & Income  Fund 

30.51  % 

29.74  % 

S&P  500  Index’ 

28.58  % 

28.41% 

TIAA-CREF  Managed  Allocation  Fund' 

21.24% 

20.21  % 

Managed  Allocation  Composite  Benchmark' 

19.59  % 

19.24  % 

TIAA-CREF  Bond  Plus  Fund 

8.94  % 

10.23  % 

Lehman  Brothers  Aggregate  Bond  lndex‘ 

8.69  % 

10.00  % 

TIAA-CREF  Money  Market  Fund’ 

5.45  % 

5.47  % 

IBC  Money  Fund  Report  All  Taxable  Average’ 

5.04% 

5.11  % 

7-day  Effective  Yield  7-day  Effective  Yield 


TIAA-CREF  Money  Market  Fund’  As  of  12/31/98:  5.09  % IBC  Money  Fund  Report  All  Taxable  Average^'^“As  of  12/29/98:  4.64  % 


* Past  performance  is  no  guarantee  of  future  results.  The  value  of  your  investment  will  fluctuate.  Upon  redemption,  your  shares  will  be  worth  more  or  less  than  their  original  price. 

' It  is  not  possible  to  invest  in  an  index,  and  unlike  a mutual  fund,  an  index  does  not  incur  management  expenses. 

^ The  Morgan  Stanley  Capital  International  Europe,  Australia,  and  Far  East  (EAFE)  Index  is  an  unmanaged  index  of  1,034  stocks  in  20  developed  countries,  excluding  the 
United  States,  as  of  December  1998. 

^ The  Russell  3000  is  a trademark  and  a service  mark  of  the  Frank  Russell  Company.  The  Russell  3000  Growth  Index  measures  the  performance  of  those  Russell  3000  Index  compa- 
nies with  higher  price-to-book  ratios  and  higher  forecasted  growth  values.  A subset  of  the  Russell  3000,  the  Russell  3000  Growth  Index  contained  1,870  stocks  as  of  December  1998. 

* Standard  & Poor’s  500  Stock  Index  and  S&P  500  are  registered  trademarks.  The  S&P  500  Index  is  an  unmanaged  index  of  500  stocks. 

* The  fund’s  benchmark  is  a composite.  It  equals  48%  of  the  performance  of  the  S&P  500  Index,  40%  of  the  Lehman  Brothers  Aggregate  Bond  Index,  and  12%  of  the  Morgan 
Stanley  EAFE  Index. 

^ The  Lehman  Brothers  Aggregate  Bond  Index  is  an  unmanaged  index.  The  index  contained  7,257  issues  as  of  December  1998. 

’ This  fund  is  not  insured  or  guaranteed  by  the  Federal  Deposit  Insurance  Corporation  or  any  other  government  agency.  Although  we  will  attempt  to  maintain  a stable  net 
asset  value  at  $1.00  per  share  for  this  fund,  it  is  possible  to  lose  money  by  investing  in  the  fund. 

* Source:  IBC  Financial  Data,  Inc.  The  IBC  Money  Fund  Report  All  Taxable  Average™  is  an  unmanaged  index.  The  7-day  effective  yield  was  available  only  through  12/29/98. 

® Reflects  the  period  9/1/97-12/31/98.  Inception  date  for  the  TIAA-CREF  Mutual  Funds  was  9/2/97. 
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The  basics  of  investing 
I in  mutual  funds 


(Editor's  Note:  This  information  on  mutual  funds  was  prepared  with  the  assis- 
' tance  of  the  Teachers  Insurance  and  Annuity  Association.) 

To  ensure  your  future  financial  security,  you  should  be  as 
; knowledgeable  about  your  personal  finances  as  you  are 
I about  your  professional  decisions.  When  it  comes  to  in- 
^ vesting,  mutual  funds  are  among  the  most  popular 
' choices  of  today's  investors. 

A mutual  fund  combines,  or  pools,  the  money  that  it  re- 
ceives from  individuals  and  institutions.  Professional 
' money  managers  invest  the  money  in  stocks,  bonds,  or 
other  investments.  With  the  money  they  send  to  the  fund, 
] investors  buy  shares  in  the  fund.  In  effect,  each  mutual 
; fund  investor  owns  a share  in  the  fund’s  investments.  The 
. prices  of  the  fund’s  shares  change  daily  and  are  deter- 
^ mined  by  dividing  the  value  of  a fund’s  assets,  less  its  lia- 
' bilities,  by  the  number  of  shares  outstanding. 

Mutual  funds  offer  investors  several  advantages,  in- 
^ eluding  professional  money  management,  diversification, 
and  liquidity.  Mutual  funds  managers  research  and  ana- 
lyze financial  data  to  determine  which  investments  they 
believe  are  most  likely  to  help  a fund  achieve  its  objective. 

Investing  wisely 

You  should  consider  several  important  factors  before  you 
invest:  your  investment  goals,  time  horizon,  risk  toler- 
ance, and  the  charges  and  expenses  of  the  fund(s)  that 
you  choose. 

Investment  managers  select  investments  in  each  fund 
to  achieve  certain  stated  objectives  — maintaining  liq- 
uidity, preserving  capital,  providing  current  income  or 
capital  appreciation,  or  any  combination  of  these  terms. 
Since  you  need  to  choose  a fund  with  an  objective  that 
most  closely  matches  your  own,  it’s  essential  that  you 
determine  your  goal(s)  before  you  invest  your  money. 

Your  time  horizon  is  another  important  factor  to  keep 
in  mind.  This  refers  to  how  long  you  are  willing  to  keep 
your  money  invested.  Are  your  goals  short-term  (1-3 
years),  intermediate  (3-10  years),  or  long-term  (more  than 
10  years)?  Your  time  horizon  is  important  because  it  will 
affect  how  much  risk  you  are  willing  — or  able  — to  take 
with  your  investments.  (Risk  is  the  possibility  that  your 
investment  will  lose  or  not  gain  value.) 

Over  the  long  term,  higher  risk  investments,  like 
stocks,  have  generally  had  greater  returns  than  lower 
risk  investments,  like  bonds  and  money  market  instru- 
ments. However,  this  has  not  always  been  the  case,  es- 
pecially during  short  periods  of  time,  and  past  results  are 
no  guarantee  of  future  performance. 

Once  you’ve  determined  your  investment  goals,  time 
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horizon,  and  risk  tolerance,  you  need  to  look  at  the  mu- 
tual funds’  operating  expenses  and  any  charges  associ- 
ated with  investing  because  they  can  directly  impact 
your  investment  returns. 

Depending  on  the  investment  company  you  choose, 
the  funds  can  have  a variety  of  sales  charges  — com- 
monly known  as  “loads”  — and  other  fees  that  can  sig- 
nificantly reduce  your  returns.  Some  funds,  known  as 
“no  loads,”  do  not  have  sales  charges.  Investors  also 
need  to  be  aware  of  the  operating  expenses  associated 
with  a fund  because  high  expenses  can  decrease  your  in- 
vestment’s overall  returns. 

Some  advice 

Mutual  funds  are  investments,  not  savings,  and  how 
much  you  earn  or  lose  depends  solely  on  the  overall  per- 
formance of  the  fund’s  portfolio.  Unlike  bank  deposits, 
mutual  funds  are  not  backed  by  a government  agency. 

With  mutual  funds,  you  pay  taxes  on  interest  and  div- 
idends as  well  as  capital  gain  taxes.  Dividend  distribu- 
tions generally  are  taxable  in  the  year  the  investor 
receives  them.  Reinvested  dividends  and  capital  gains 
are  considered  received  and,  therefore,  taxable  in  the 
year  they  are  distributed. 

If  a fund  sells  securities  from  its  portfolio  during  the 
year  at  a profit,  the  fund  realizes  capital  gains.  Short- 
term capital  gains  refer  to  earnings  resulting  from  the 
sale  of  assets  held  for  12  months  or  less  and  are  taxed  at 
ordinary  income  tax  rates.  Long-term  capital  gains  are 
earnings  from  the  sale  of  assets  held  for  more  than  12 
months  and  are  subject  to  a 20%  tax  rate  (10%  for  in- 
vestors in  the  15%  tax  bracket).  If  the  fund  sells  shares  at 
a loss,  then  the  fund  experiences  a capital  loss,  which 
may  be  a long-term  or  short-term  loss. 

Many  investors  find  it  advantageous  to  invest  in  mu- 
tual funds  rather  than  individual  stocks  because  fund 
companies  automatically  provide  investors  with  year- 
end  reports  that  illustrate  any  capital  gains  and  earnings. 
These  reports  can  greatly  simplify  an  investor’s  tax  re- 
porting process. 

Finally,  read  the  fund’s  prospectus  carefully  before 
you  invest  or  send  money.  The  prospectus  outlines  the 
terms  of  the  offering  and  provides  details  about  the 
fund’s  objective;  its  investments,  charges,  fees,  and  ex- 
penses; its  money  managers;  and  its  account  services 
available  to  shareholders.  It  also  discloses  information 
about  dividends  and  capital  gains,  taxation  of  dividends 
and  distributions,  and  the  risks  associated  with  the 
fund’s  investments. 
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D(  mentia  is  the  most  common  psychiatric 
oroblem  seen  in  the  elderly,  a steadily 
growing  patient  group.  Cognitive  impair- 
ment may  be  dijficult  to  recognize,  particu- 
larly in  early  phases,  being  mistaken  for 
depression,  hypochondriasis,  or  other  con- 
ditions. Early,  correct  diagnosis  of  demen- 
tia reduces  cases  of  inappropriate  treatment 
and  polypharmacy,  and  increases  likeli- 
hood of  improving  quality  of  life. 


Send  reprint  requests  to  Dr  Lesser,  director, 
Gerontology  Center,  and  assistant  professor.  De- 
partment of  Psychiatry,  The  University  of  Texas- 
Houston  Health  Science  Center,  1300  Moursund, 
Houston,  TX  77030. 


Recognizing  the  early  stages  of  dementia 

JARY  M.  LESSER,  MD 


The  elderly  form  an  increasingly  im- 
portant segment  of  health  care 
practice  with  dementia  being  a fre- 
quent presenting  problem.  Some 
causes  of  dementia  are  treatable; 
specific  drugs  are  now  available  for  mod- 
ifying the  symptoms  of  Alzheimer’s  dis- 
ease, the  most  common  cause  of 
dementia.  Therefore,  diagnosing  demen- 
tia as  early  as  possible  is  desirable. 

The  fourth  edition  of  the  diagnostic 
and  statistical  manual  of  psychiatry 
(1),  in  defining  criteria  for  dementia, 
specifies  that  the  level  of  impairment  in 
function  be  sufficient  to  interfere  with 
daily  living.  Similarly,  many  of  the  rat- 
ing scales  for  dementia  are  so  con- 
structed as  to  be  insensitive  to  mild 
levels  of  impairment.  Many  cases  of  de- 
mentia present  with  extremely  subtle 
cognitive  impairment  but  significant 
behavioral  change.  The  preclinical  or 
earliest  stages  of  dementia,  where 
symptoms  are  vague  and  subjective, 
may  thus  be  easily  missed. 

DEFINITIONS  AND  VARIETIES 
OF  DEMENTIA 

Dementia  is  a clinical  syndrome  of 
chronic  cognitive  impairment  with 
variable  deficits  in  memory,  conceptu- 
alization, language,  judgment,  gnosis, 
executive  function,  and  insight.  In  this 
way,  dementia  is  differentiated  from 
delirium,  where  the  level  of  conscious- 
ness is  altered  significantly,  and  from 
amnestic  disorder,  where  memory  and 
learning  are  exclusively  or  dispropor- 
tionately disturbed. 

Dementia  has  multiple  causes. 
Alzheimer’s  disease  causes  60%  to  70% 
of  dementias  in  older  adults;  cere- 
brovascular disease  accounts  for  10% 
to  20%;  and  other  neuronal  diseases 
and  metabolic,  infectious,  toxic,  nutri- 
tional, and  neoplastic  conditions  ac- 
count for  the  rest  (2).  Though  the  yield 
is  low,  a workup  is  indicated  to  rule  out 
correctable  or  reversible  etiologies. 


The  presentation  of  dementia  varies. 
The  kinds  of  symptoms  and  the  level  of 
disability  are  determined  by  many  fac- 
tors, including  premorbid  intelligence, 
personality  dynamics,  degree  of  cogni- 
tive loss,  education,  and  coincident 
medical  and  psychiatric  illness.  Site  or 
sites  of  pathology  also  determine  the 
clinical  picture,  and  dementias  can  be 
classed  as  predominantly  cortical  or 
subcortical  (3).  Cortical  dementia,  typ- 
ified by  Alzheimer’s  disease,  is  the  clas- 
sic syndrome  of  impaired  short-term 
memory,  disorientation,  apraxia,  apha- 
sia, and  agnosia  alongside  relative 
preservation  of  personality  and  social 
skills.  Subcortical  dementia,  more 
characteristic  of  Parkinson’s  disease, 
Huntington’s  chorea,  and  Pick’s  dis- 
ease, shows  relatively  prominent  per- 
sonality changes  and  affective 
symptoms  alongside  variable  cognitive 
defects  (4).  Of  course,  many  cases  fall 
in  between  these  2 types.  The  subcorti- 
cal picture  is  harder  to  diagnose  in 
early  stages,  and  these  patients  often 
are  mislabeled  as  having  affective  dis- 
orders or  characterological  S3mdromes. 

Thus,  subde  personality  changes  or 
mood  changes  may  precede  demonstra- 
ble intellectual  losses.  It  follows  then  that 
in  many  cases  of  dementia,  noncognitive 
symptoms  predominate:  personality 
change  and  mood  change.  Two  common 
manifestations  are  poor  social  judgment 
and  apparent  affective  disorder. 

POOR  SOCIAL  JUDGMENT 

Persons  with  subcortical  dementia  or 
with  frontal  lobe  dysfunction  (as  in 
frontotemporal  dementia)  may  exhibit 
poor  social  judgment  as  a prominent 
symptom.  This  can  be  seen  also  in  in- 
telligent and  educated  patients  who 
are  able  to  partially  mask  the  cognitive 
loss.  The  indications  of  poor  social 
judgment  may  be  subtle  and  appreci- 
ated only  by  viewing  the  process  of  in- 
teraction with  the  interviewer. 
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Mr  B was  a 63-year-old  man  with  an 
. advanced  business  degree.  He  was 
brought  in  by  his  wife,  who  was  con- 
cerned about  problems  he  was  hav- 
ing with  his  memory.  He  was  still 
working  and  driving  but  felt  that  his 
forgetfulness  was  interfering  with  his 
work  and  causing  his  driving  to  be 
I unsure  and  hesitant.  Mr  B was  a non- 
smoker  and  a nondrinker.  He  was  in 
good  health  and  took  no  medication. 

Mr  B presented  himself  as  a 
forceful,  intelligent  but  rather  blunt 
and  opinionated  person.  He  opened 
the  interview  by  demanding  to 
know  the  psychiatrist’s  credentials. 
He  then  stated  that  he  did  not  want 
I to  come,  agreeing  only  to  please  his 
I wife.  He  went  on  to  say  that  he  did 
not  believe  in  psychiatry  and  would 
not  consent  to  psychoanalysis, 
which  he  felt  was  a lot  of  nonsense. 

He  admitted  to  his  memory  prob- 
lem and  wanted  it  fixed  so  he  could 
I get  on  with  his  job.  He  was  fluent 
' and  answered  questions  fully  and  to 
the  point.  He  was  able  to  give  con- 
siderable detail.  His  thinking  was 
logical  and  goal-directed  without 
hesitation  or  verbosity. 

On  formal  mental  status  testing, 
he  could  give  the  month  and  day  but 
not  the  year.  When  he  was  given  the 
correct  year,  he  was  unable  to  retain 
' this  information  for  more  than  3 
j minutes.  His  serial  substractions 
were  slow  and  halting.  He  could  not 
copy  a geometric  figure.  A Folstein 
Mini-Mental  State  Examination 
(MMSE)  was  administered,  and  Mr 
B scored  a 19  (normal  score,  30). 

Here,  we  have  no  clue  to  the  severity 
of  intellectual  loss  until  the  formal 
mental  status  examination  is  done.  This 
patient  is  able  to  initially  mask  his  cog- 
nitive problems,  but  he  cannot  conceal 
his  poor  social  judgment.  The  overly 
defensive,  truculent  tone  and  impulsiv- 
ity  are  unusual  for  someone  with  a 


graduate  degree,  and  are  a red  flag  for 
the  examiner.  With  formal  testing,  the 
degree  of  decline  becomes  obvious. 

The  more  common  example  of  poor 
social  judgment  is  seen  in  rambling 
and  verbosity.  Persons  who  ramble 
demonstrate,  in  addition  to  a lack  of 
organization,  an  indifference  to  the 
needs  of  others.  Specifically,  these  pa- 
tients appear  to  be  oblivious  to  time 
constraints  and  to  the  annoyance  of  the 
listener.  The  important  thing  is  that 
rambling  and  verbosity  often  precede 
demonstrable  cognitive  deficits  in  the 
typical  presentation  of  cortical  demen- 
tia. All  too  often,  such  behavioral 
change  is  simply  ascribed  to  old  age 
both  by  family  and  clinician. 

DEMENTIA  PRESENTING  AS 
AFFECTIVE  DISORDER 

Dementia  and  depression  can  certainly 
coexist  and  be  difficult  to  disentangle. 
Major  depression  is  uncommon  in 
Alzheimer’s  disease,  although  many  pa- 
tients have  brief  episodes  of  sadness  and 
poor  self-esteem  (4).  Early  or  very  mild 
dementia  can  be  mistaken  for  affective 
disorder.  Patients  with  frontotemporal 
dementias  in  which  frontal  lobe  s3Tnp- 
toms  are  prominent  can  present  either 
an  apathetic,  dulled,  pseudodepressed 
picture  or  a syndrome  of  disinhibition, 
resembling  mania  (5).  Subcortical  de- 
mentias such  as  seen  in  Huntington’s 
chorea  and  the  dementia  of  Parkinson- 
ism may  present  with  significant  depres- 
sion before  the  appearance  of  gross 
intellectual  defects,  and  patients  with 
Huntington’s  chorea  may  become  ac- 
tively suicidal  (6).  Vascular  dementias 
are  well  known  also  for  prominent  de- 
pressive symptoms  (7).  Withdrawal  can 
represent  a kind  of  coping  strategy;  the 
demented  patient  is  aware,  at  some 
level,  of  having  difficulty  processing  in- 
formation and  following  conversations. 
Social  withdrawal  serves  to  protect  the 
patient  from  sensory/information  over- 


load (and  embarrassment)  that  othei 
wise  might  create  intense  anxiety. 

Mrs  W,  a 78-year-old  housewife,  had 
been  followed  by  a psychiatrist  for  6 
months.  She  was  being  treated  for 
major  depression.  Her  symptoms 
were  withdrawal  from  and  loss  of 
interest  in  housework,  her  bridge 
club,  and  church.  She  spent  much 
time  in  bed.  Her  appetite  was  in- 
creased, particularly  for  sweets,  and 
she  slept  several  hours  during  the 
day  but  was  up  most  of  the  night. 
She  was  in  good  health  except  for 
mild  essential  hypertension  and  hy- 
pothyroidism, both  controlled.  She 
had  tried  amitriptyline  in  gradually 
increased  doses  but  seemed  to  be- 
come more  withdrawn  and  agitated 
so  that  the  medication  had  to  be 
stopped.  Subsequent  adequate  trials 
of  fluoxetine  hydrochloride  and  ven- 
lafaxine  had  produced  little  change. 

The  family  sought  a second  opin- 
ion. The  consultant  saw  Mrs  W as  a 
dulled,  quiet,  withdrawn  elderly 
woman  with  a perplexed  expression. 
She  was  almost  mute.  With  coaxing, 
she  became  more  verbal,  but  her 
speech  was  halting  and  she  ap- 
peared to  have  word-finding  diffi- 
culty. She  was  oriented  to  person, 
only  vaguely  to  place,  but  not  to 
time.  Her  fund  of  information  was 
severely  limited.  Memory  testing 
was  difficult  because  she  was  poorly 
cooperative  and  tended  to  become 
agitated  and  tearful  when  pressed. 
She  could  not  copy  a geometric  fig- 
ure. Folstein  MMSE  score  was  12. 

Neuropsychological  testing  was 
requested.  Because  of  Mrs  W’s  poor 
cooperation  and  agitation,  this  had 
to  be  performed  over  several  ses- 
sions. The  testing  disclosed  moder- 
ate-to-severe  deficits  in  memory, 
expressive  language,  constructional 
ability,  mathematical  skill,  reason- 
ing, and  judgment. 
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The  consultant  concluded  that 
Mrs  W was  suffering  from  dementia 
and  suggested  a dementia  workup, 
including  physical  examination, 
blood  work,  and  computed  tomo- 
graphic scan  of  the  brain. 

This  case  illustrates  how  ambiguous 
the  presentation  of  dementia  can  be. 
Dementia  is  suggested  by  the  failure  of 
3 trials  using  antidepressants,  by  prob- 
lems with  memory,  orientation,  and 
language,  and  by  a tendency  to  become 
agitated  when  challenged.  Note  that 
amitriptyline,  a highly  anticholinergic 
medication,  seemed  to  worsen  the  clin- 
ical state,  exactly  as  would  be  expected 
for  dementia.  Once  again,  the  vignette 
illustrates  how  easily  cognitive  impair- 
ment can  be  missed  unless  it  is  specifi- 
cally sought  through  testing.  Finally, 
the  patient  becomes  tearful  when  frus- 
trated or  agitated,  a not  uncommon  oc- 
currence. This,  by  itself,  should  not  be 
mistaken  for  depression  for  which  a 
sustained  mood  of  sadness  would  be 
more  congruent. 

OTHER  ATYPICAL 
PRESENTATIONS 
OF  EARLY  DEMENTIA 

Anxiety 

Anxiety  is  a common  symptom  in  de- 
mentia (8)  and  can  be  seen  as  restless- 
ness, fear  of  being  left  alone,  and 
clinging  behavior.  Often,  the  dement- 
ing individual  is  only  vaguely  aware  of 
the  nature  of  the  problem  but  realizes 
that  something  is  wrong,  with  chronic 
anxiety  resulting.  When  the  cognitive 
problems  are  subtle,  the  correct  diag- 
nosis may  be  missed,  and  the  patient 
may  be  treated  instead  for  an  anxiety 
disorder.  Treatment  with  an  antianxiety 
medication  may  temporarily  amelio- 
rate the  symptoms  but  also  can  make 
matters  worse.  If  used,  a benzodi- 
azepine can  further  erode  cognitive 
function. 


Psychosis 

Psychotic  symptoms  such  as  hallucina- 
tions and  delusions  usually  appear  late  in 
the  course  of  a dementia;  rarely  are  they 
the  initial  presenting  problems  (9).  First 
onset  of  psychosis  in  late  life  should  al- 
ways raise  suspicion  of  an  organic  etiol- 
ogy. Presence  of  visual  hallucinations  and 
a poorly  organized,  fluctuating  delu- 
sional system  also  suggest  an  organic 
cause.  The  psychotic  individual  may  be 
uncooperative  with  efforts  to  test  mental 
status  so  that  correct  diagnosis  may  re- 
quire a trial  with  antipsychotic  medica- 
tion and/or  hospitalization. 

Somatization 

Elderly  patients  tend  to  somatize  for 
various  reasons,  and  somatic  preoccu- 
pation can  be  part  of  several  psychi- 
atric diagnoses,  including  major 
depression.  Dementia  often  is  accom- 
panied by  increased  somatic  concern 
and  multiple  somatic  complaints,  fre- 
quently vague  and  nonspecific  (10). 
The  somatization  may  be  a completely 
new  development  or  an  exaggeration 
of  a preexisting  trait. 

Hoarding 

Hoarding  is  not  an  uncommon  symptom 
in  dementia  and  can  occur  relatively 
early  (10).  Individuals  may  hoard  food, 
scavenged  items,  or  garbage.  Often, 
hoarding  is  found  in  company  with  other 
signs  of  frontal  lobe  dysfunction,  such  as 
inattention  to  housework  and  personal 
hygiene,  making  the  distinction  with  ob- 
sessive-compulsive disorder  easy. 

Ms  D was  a 79-year-old  woman  who 
had  been  admitted  involuntarily  to  a 
state  mental  facility.  Ms  D had  be- 
come widowed  7 years  earlier  and 
had  been  living  alone,  being  visited 
by  her  son  infrequently.  Her  son’s 
most  recent  visit  had  occurred  al- 
most a year  after  his  preceding  one. 
On  this  latest  visit,  he  was  shocked 
to  discover  the  house  in  a state  of 


disarray  with  stacks  of  unopened 
mail  (including  several  Social  Secu- 
rity checks),  mounds  of  garbage, 
rotting  food,  and  items  evidently 
gathered  from  neighbors’  garbage. 
His  mother  was  wearing  a dirty 
dress  and  appeared  bland  and  some- 
what indifferent  to  him.  When  he  at- 
tempted to  clear  away  some  of  the 
refuse,  she  became  assaultive. 

In  the  hospital,  Ms  D was  gener- 
ally pleasant  and  cooperative  but 
tried,  repeatedly,  to  hoard  food  in 
her  room.  On  mental  status  exami- 
nation, she  was  a pleasant  but  rather 
vague  elderly  lady  with  a slightly 
constricted  affect.  She  was  oriented 
to  person  and  place,  knew  the  name 
of  the  president,  and  could  name  the 
month  but  not  the  year.  She  could 
not  do  serial  substractions,  could  not 
copy  a geometric  diagram,  and 
seemed  not  to  understand  why  she 
was  in  the  hospital.  She  denied  prob- 
lems with  her  memory  and  insisted 
that  she  was  a good  housekeeper. 
Her  Folstein  score  was  16. 

DEMENTIA  WITH  COEXISTING 
PSYCHIATRIC  ILLNESS 

“Functional”  psychiatric  illnesses  such 
as  depression  and  schizophrenia  can 
mimic  some  aspects  of  dementia. 
Schizophrenics  may  exhibit  negative 
symptoms  of  blunted  affect,  lack  of  mo- 
tivation, and  alogia.  Depressives,  as 
mentioned,  may  be  apathetic  and  with- 
drawn, and  exhibit  apparent  cognitive 
deficits.  In  this  context,  developing  de- 
mentia may  go  unrecognized.  As  be- 
fore, the  best  strategy  is  careful  mental 
status  examination  complemented  by 
neuropsychological  testing. 

Mrs  Z was  a 67-year-old  Turkish- 
born  woman  with  a long  history  of 
bipolar  disorder.  Her  psychiatric  ill- 
ness had  been  difficult  to  control 
with  multiple  psychiatric  hospital- 
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izations  over  many  years,  and  she 
experienced  chronic  residual  symp- 
toms of  passivity  and  hypochondria- 
sis. She  had,  over  time,  been  tried 
on  many  different  combinations  of 
psychotropics.  Indeed,  for  her  med- 
ications to  be  changed  every  2 to  3 
weeks  was  not  unusual.  One  reason 
for  this  situation  was  that  Mrs  Z at- 
tributed many  of  her  somatic  com- 
plaints to  her  medications.  Her  only 
documented  medical  problem  was 
controlled  hypothyroidism. 

Mrs  Z’s  family  reported  that  she 
was  increasingly  withdrawn  and 
inattentive  to  personal  hygiene,  and 
decided  to  seek  a second  opinion.  At 
the  time  of  the  consultation,  the  pa- 
tient presented  as  a well-dressed  and 
groomed  older  woman,  sitting  qui- 
etly with  a pleasant  but  rather  vacant 
facial  expression.  Her  speech  was 
slow,  uninflected,  and  halting.  Mood 
was  bland  and  affect  constricted. 
Communication  was  difficult  be- 
cause of  the  patient’s  limited  English. 

She  was  oriented  to  person,  place, 
and  time,  but  could  not  name  the  US 
president,  and  had  a very  limited 
fund  of  information.  Serial  3 sub- 
straction  was  very  slow,  and  she  lost 
track  of  the  task.  She  retained  only  1 
of  3 objects  during  a 3-minute  period. 
She  could  not  follow  a 3-step  com- 
mand and  could  not  copy  a geometric 
figure.  She  was  aware  of  her  memory 
problem  and  insisted  it  was  caused  by 
medication.  Folstein  score  was  15. 

A physical  examination  disclosed 
a faint  resting,  pillrolling  tremor, 
bradykinesia,  and  mild  cogwheel 
rigidity.  Her  medications  were 
levothyroxine  sodium,  0.5  mg  daily; 
lithium  carbonate,  300  mg  3 times  a 
day;  thioridazine  hydrochloride,  25 
mg  3 times  a day;  diazepam,  5 mg  3 
times  a day;  carbamazepine,  200 
mg  3 times  a day;  and  fluoxetine 
hydrochloride,  20  mg  twice  a day. 

The  consultant  suggested  hospi- 


talization to  reassess  and  hopefully  to 
reduce  medications,  neuropsycholog- 
ical testing,  and  a neurological  con- 
sultation. The  family  agreed,  and  in 
the  hospital,  her  diazepam  was  suc- 
cessfully tapered  and  her  thiori- 
dazine was  replaced  with  risperidone 
1 mg  twice  a day.  Carbamazepine 
levels  were  acceptable,  and  other  lab- 
oratory results  were  normal.  Neuro- 
logical consultation  confirmed 
primary  Parkinson’s  disease,  and 
neuropsychological  testing  found  de- 
mentia of  moderate  severity. 

This  case  has  many  sources  of  ambi- 
guity. The  patient’s  limited  English  can 
make  her  seem  more  impaired  than  she 
is;  her  Parkinsonian  symptoms  can  cause 
her  to  behave  in  a slow,  seemingly  de- 
mented fashion;  her  chronic  regression 
from  psychiatric  illness  causes  impaired 
functioning;  and  the  diazepam  and  thior- 
idazine can  cause  cognitive  deficits.  Nev- 
ertheless, the  following  points  suggest 
dementia:  first,  a decline  from  her  re- 
gressed baseline  has  occurred;  and  sec- 
ond, her  short-term  memory,  calculation, 
and  constructional  ability  are  impaired. 

RATING  SCALES  AND  AGING 
VERSUS  DEMENTIA 

That  the  aging  process  is  accompanied  by 
measurable  declines  in  certain  intellec- 
tual functions  has  been  demonstrated  re- 
peatedly. Specifically,  ability  to  learn, 
speed  of  mental  processing,  and  mental 
flexibility  appear  to  decay  over  time  in 
most  people  (11).  A complex  and  still  un- 
settled issue  is  how  to  distinguish  these 
apparently  normal  changes  from  incipi- 
ent dementia.  The  dividing  line  between 
aging  and  dementia  has  been  defined  ar- 
bitrarily in  the  following  way:  normal  age 
decline  should  never  progress  to  the  point 
of  interfering  with  everyday  functioning. 
Obviously,  this  is  somewhat  unsatisfying 
and  depends  on  how  rigorously  we  de- 
fine normal  function. 


The  next  obvious  topic  is  that  of  de- 
mentia rating  scales,  instruments  that 
are  helpful  to  confirm  an  impression  of 
cognitive  impairment.  An  exhaustive 
review  of  these  scales  is  beyond  the 
scope  of  this  paper,  but  4 commonly 
used  scales  deserve  brief  consideration. 

The  Pfeiffer  Scale,  a 10-item  checklist 
(12),  is  quick  and  easy  to  administer  but 
fails  to  assess  constructional  deficits. 
The  Pfeiffer  tests  orientation,  short-term 
memory,  calculation,  and  current  basic 
knowledge.  Mildly  demented  patients 
can  achieve  a normal  score  of  10  on  the 
Pfeiffer.  The  Folstein  Mini-Mental  State 
Examination  (13)  is  more  comprehen- 
sive, includes  a figure-copying  task,  and 
takes  from  10  to  20  minutes  to  adminis- 
ter. The  Folstein  is  more  sensitive  to 
mild  dementia  and  identifies  most 
cases;  this  test  is  used  widely  in  clinical 
practice  as  well  as  in  Alzheimer  re- 
search. The  Global  Deterioration  Scale 
(GDS)  (14)  is  designed  specifically  for 
Alzheimer’s  disease.  The  GDS  is  an  ex- 
cellent instrument  both  for  staging  the 
dementia  and  for  distinguishing  early 
dementia  from  normal  aging.  The  GDS 
is  not  a structure  interview  but  a guide 
for  organizing  data  from  the  history  and 
mental  status  to  place  the  patient  in  1 of 
7 stages,  with  a view  toward  predicting 
the  rate  of  decline.  Finally,  the  Mattis 
Dementia  Rating  Scale  (15)  assesses 
memory,  attention,  construction,  con- 
ceptualization, and  initiation/persever- 
ation.  This  scale  is  composed  of  5 
subscales  and,  while  more  sensitive  to 
subtle  pathology,  is  also  more  time-con- 
suming. Cases  of  subcortical  or  atypical 
dementia  should  be  identifiable  by  the 
Mattis  Scale. 

Performance  on  all  rating  scales,  of 
course,  depends  upon  the  cooperation 
and  motivation  of  the  patient.  Limited 
education  also  can  affect  performance 
adversely  on  rating  instruments  as  it 
can  on  mental  status  examination. 
Neuropsychological  testing  can  usually 
resolve  the  issue. 
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rjNCLUSIONS  AND 
SUGGESTIONS 

Unusual  or  subtle  presentations  of  de- 
mentia and  measures  to  sharpen  diag- 
nosis have  been  described.  Early 
diagnosis  is  important  for  several  rea- 
sons. First,  although  only  a small  num- 
ber of  causative  conditions  are  treatable, 
the  longer  the  delay,  the  smaller  the 
chance  of  reversing  cognitive  loss.  Sec- 
ond, unnecessary  expense  and  suffering 
can  result  from  inappropriate  treatment, 
anticholinergic  effects  worsening  confu- 
sion, and  the  effects  of  polypharmacy. 
Third,  Alzheimer’s  disease  is  becoming 
an  increasingly  manageable,  modifiable 
disorder;  specific  medications  can  now 
ameliorate  some  of  the  memory  loss.  Fi- 
nally, we  have  evidence,  admittedly  in- 
complete, that  agents  such  as  Vitamin  E 
and  anti-inflammatory  drugs  may  delay 
the  onset  and  slow  the  progression  of 
Alzheimer’s  disease.  For  all  these  rea- 
sons, sensitivity  to  the  recognition  of  de- 
mentia in  the  elderly  can  only  be  an 
advantage. 
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Pulmonary  embolism  is  a major  cause  of 
death  in  the  United  States.  A high  index  of 
suspicion  is  required  to  achieve  an  accurate 
diagnosis.  We  report  a case  of  a patient 
with  syncope,  ischemic  electrocardio- 
graphic changes,  and  an  elevated  troponin 
I level,  presenting  just  like  acute  myocar- 
dial infarction.  The  case  highlights  the 
value  of  an  early  use  of  2-dimensional 
echocardiography  in  obtaining  an  accu- 
rate diagnosis,  thus  avoiding  unnecessary 
and  inappropriate  treatment. 
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Pulmonary  embolism  mimicking  acute  myocardial 
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Pulmonary  embolism  is  a major 
cause  of  morbidity  and  death  in 
the  United  States  (1).  In  spite  of 
improved  diagnostic  tools  in 
modern  medicine,  75%  of  all  pul- 
monary emboli  go  undiagnosed.  A high 
index  of  suspicion  is  required  to  achieve 
an  accurate  diagnosis.  In  this  article,  we 
present  a patient  with  pulmonary  em- 
bolism who  presented  with  syncope,  is- 
chemic electrocardiographic  changes, 
and  an  elevated  troponin  I level  mim- 
icking acute  myocardial  infarction. 

CASE  REPORT 

The  patient,  a 72-year-old  Hispanic  fe- 
male, was  fully  ambulatory  and  in  her 
usual  state  of  health  until  12  hours  be- 
fore admission,  when  she  had  a near- 
syncopal  episode.  She  described 
feeling  very  dizzy  when  she  stood  up. 
She  experienced  diaphoresis  and  nau- 
sea but  no  shortness  of  breath  or  chest 
pain.  She  was  seen  subsequently  in  the 
emergency  room,  where  abnormal 
electrocardiographic  changes  were 
noted.  She  never  had  any  problems 
with  deep  venous  thrombosis  and  de- 
nied any  history  of  coronary  artery  dis- 
ease. Her  past  medical  history  was 
remarkable  only  for  h3q5ertension  and 
hypercholesterolemia.  Her  medications 
were  Zestoretic  and  vitamin  tablets. 

Physical  examination  revealed 
blood  pressure  110/70  mmHg,  heart 
rate  68  beats/minute,  normal  respira- 
tory rate  and  temperature,  normal  first 
and  second  heart  sounds  without  any 
murmurs  or  gallops,  clear  breath 
sounds,  and  normal  lower  extremities. 
The  initial  radiograph  of  the  chest  was 
normal.  A 12-lead  electrocardiogram 
(Figure)  revealed  normal  sinus  rhythm 
(rate  64/min),  a small  S wave  in  lead  I, 
Q wave  in  lead  III,  and  T wave  inver- 
sion VI  through  V4.  Troponin  I level 
was  elevated  at  3 ng/ml  (normal,  less 
than  0.6  ng/ml).  Creatine  kinase  was 
normal  but  the  MB  isoenzyme  of  crea- 


tine kinase  was  elevated  at  8.1  ng/ml 
(normal,  less  than  5.0  ng/ml  ).  At  that 
time,  a non-Q  wave  myocardial  infarc- 
tion was  suspected.  The  patient  was 
given  intravenous  heparin,  aspirin, 
ticlodipine,  and  a nitroglycerin  patch. 

An  emergent  2-dimensional  echocar- 
diogram was  performed  to  assess  the  ex- 
tent of  ischemic  area.  To  our  surprise, 
the  left  ventricular  systolic  function  was 
normal,  without  any  wall  motion  abnor- 
malities. The  left  ventricular  ejection 
fraction  was  preserved  at  0.60.  How- 
ever, the  interventricular  septum  ap- 
peared to  be  flattened  with  a grossly 
dilated  right  ventricle  (2.9  cm)  and  se- 
verely depressed  right  ventricular  sys- 
tolic function.  No  intracardiac  thrombus 
was  seen.  The  Doppler-derived  pul- 
monary arterial  systolic  pressure  was 
50-55  mmHg,  suggestive  of  moderate 
pulmonary  hypertension.  An  arterial 
blood  gas  while  the  patient  was  receiv- 
ing 2 L/minute  oxygen  revealed  pH  of 
7.41,  PCO2  of  29  mmHg,  and  p02  of  57 
mmHg,  with  an  arterial-alveolar  gradi- 
ent of  107  mmHg.  These  findings  were 
compatible  with  acute  pulmonary  em- 
bolism. 

A subsequent  ventilation-perfusion 
scan  did  reveal  a large  perfusion  defect 
in  the  lower  lobe  of  the  right  lung  and 
normal  ventilation.  Venous  Doppler  of 
lower  extremities  revealed  a deep  ve- 
nous thrombus  in  the  left  common 
femoral  vein.  Because  of  the  hemody- 
namically  significant  pulmonary  em- 
boli (which  caused  syncope  and  severe 
right  ventricular  dysfunction),  we  de- 
cided that  an  inferior  vena  caval  filter 
was  necessary  to  prevent  recurrent  pul- 
monary embolism,  which  could  be  fa- 
tal. On  day  3 of  hospitalization,  an 
inferior  vena  caval  filter  was  implanted 
by  percutaneous  technique  in  the  infe- 
rior vena  cava  below  the  renal  veins. 
During  the  implantation  of  this  filter,  a 
coronary  angiogram  was  performed;  it 
revealed  no  significant  coronary  artery 
stenosis  other  than  a 40%  narrowing  in 
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the  mid  right  coronary  artery.  The  left 
ventriculogram  revealed  a normally 
contracting  left  ventricle.  Subsequent 
workup  for  an  occult  malignant  disease 
was  unrevealing.  The  patient  was  sub- 
sequently discharged  to  her  home  on 
oral  warfarin,  and  she  continued  to  do 
well  in  the  subsequent  clinic  visits. 

DISCUSSION 

Pulmonary  embolism  and  deep  venous 
thrombosis  are  common  forms  of  cardio- 
vascular illness  in  the  United  States.  Di- 
agnosed and  treated  properly,  pulmonary 
emboli  rarely  have  a fatal  outcome.  How- 
ever, undiagnosed  pulmonary  emboli 
still  constitute  a major  cause  of  morbid- 
ity and  mortality.  In  the  patient  described 
above,  the  presentation  exactly  mim- 
icked acute  myocardial  infarction,  with 
ischemic  electrocardiographic  changes 
and  an  elevated  troponin  I level.  On  the 
other  hand,  she  had  absolutely  no  risk 
factors  for  acute  pulmonary  embolism. 
The  only  diagnostic  test  that  “saved”  us 
from  further  inappropriate  treatment 
was  echocardiography.  Although  echocar- 
diography usually  cannot  demonstrate 


the  pulmonary  emboli  directly,  echocar- 
diographic  signs  of  pulmonary  embolism 
including  a dilated  right  ventricle  (25 
mm  or  above),  abnormal  septal  motion, 
and  an  abnormal  tricuspid  regurgitant 
peak  flow  velocity  (2.5  m/second  or 
above)  are  valuable  to  support  the  diag- 
nosis of  pulmonary  embolism  (2).  In  fact, 
these  3 signs  were  present  in  our  patient. 
More  importantly,  the  fact  that  the 
echocardiogram  showed  a normal  left 
ventricular  systolic  function  with  no  wall 
motion  abnormality  spoke  against  the  di- 
agnosis of  acute  myocardial  infarction. 

The  use  of  the  troponin  I test  has 
been  shown  to  have  an  independent 
diagnostic  and  prognostic  value  in  pa- 
tients suspected  to  have  an  acute  my- 
ocardial infarction  (3).  In  the  current 
case,  the  high  troponin  I level  appar- 
ently reflected  a small  right  ventricular 
myocardial  damage  secondary  to  the 
acute  pulmonary  hypertension  exerted 
by  the  emboli.  The  subsequent  coro- 
nary angiogram  did  not  reveal  any  sig- 
nificant coronary  artery  stenosis. 

In  conclusion,  this  case  demonstrates 
that  pulmonary  embolism  can  mimic 
acute  myocardial  infarction,  with  is- 


chemic electrocardiographic  changes 
and  elevated  cardiac  enzymes.  Obtain- 
ing a correct  diagnosis  of  pulmonary 
embolism  can  be  difficult,  especially  in 
patients  with  no  risk  factors  for  pul- 
monary embolism.  Although  not  diag- 
nostic, an  early  use  of  echocardiography 
in  patients  with  “acute  coronary  syn- 
drome” will  guide  the  physicians  to  a 
correct  diagnosis,  thereby  avoiding  un- 
necessary and  inappropriate  treatment. 
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j sis  of  individual  merit,  appropriateness,  and  the  availability  of  other  mate- 
I rial.  Reviews  usually  take  10  to  12  weeks.  Texas  Medicine  reserves  the  right 
' to  reject  up  to  press  time  any  articles  that  may  have  been  accepted  for  pub- 
' lication. 

i COPYRIGHT  ASSIGNMENT 

' In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978,  all 
I transmittal  letters  to  the  editor  must  contain  the  following  language:  “In  con- 
( sideration  of  the  Texas  Medical  Association  taking  action  in  reviewing  and 
I editing  my  submission,  the  author(s)  undersigned  hereby  transfers,  assigns, 

|i  or  otherwise  conveys  all  copyright  ownership  to  the  Texas  Medical  Associa- 
tion in  the  event  that  such  work  is  published  by  the  TMA.” 

I Transmittal  letters  not  containing  the  foregoing  language  signed  by  all 
authors  of  the  manuscript  will  necessitate  return  of  the  manuscript. 

j JOURNAL  ARTICLES 

Manuscripts  should  be  typed  double-spaced  with  ample  margins.  Three 
copies,  including  illustrations,  should  be  submitted  and  the  author  should 
i keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  article  in 
“Index  Medicus,”  should  stress  the  main  point,  and  should  be  brief. 

Include  a mailing  address  and  telephone  number  for  each  author. 

I An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbreviations, 
and  logical  subheadings.  For  spelling  and  usage  the  editors  follow  “Dorland’s 
Illlustrated  Medical  Dictionary,”  26th  edition,  and  “Webster’s  Third  New  In- 
' temational  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually  — but  not 
necessarily  — divided  into  sections  with  the  headings:  Introduction,  Meth- 
jods.  Results,  and  Discussion.  Subheadings  may  be  needed  to  clarify  content. 
Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  Systeme  Interna- 
tional (SI)  units. 

I For  more  extensive  information  about  preparing  medical  articles  for 
publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  require- 
ments for  manuscripts  submitted  to  biomedical  journals.  The  complete  doc- 
ument is  available  in  the  June  1982  issue  of  the  Annals  of  Internal  Medicine. 

Iverson  C,  Dan  BB,  Glitman  P,  et  al:  The  American  Medical  Association 
Manual  of  Style,  ed  8.  Baltimore,  Williams  & Wilkins,  1989. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences,  ed  5,  rev  and  expanded. 
Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

‘ In  addition,  many  excellent  books  and  manuals  are  devoted  to  principles 
land  techniques  of  clear,  concise  writing,  which  are  applicable  to  scientific  as 
iwell  as  general  topics. 

'REFERENCES 

jReferences  to  scientific  publications  should  be  listed  in  numerical  order  at 
the  end  of  the  article,  with  reference  numbers  placed  in  parentheses  at  ap- 
propriate points  in  text. 
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Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  p'lges,  year. 
Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the  infor- 
mation can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned  paren- 
thetically or  in  footnotes. 

ILLUSTRATIONS 

Illustrations  may  be  black  and  white  or  color  drawings  or  photographs,  with 
neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the  back  of  each  illus- 
tration should  indicate  its  number,  topic,  author’s  name,  and  title  of  article 
in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on  a 
separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

PREVIOUSLY  PUBLISHED  MATERIAL 

Written  permission  should  be  obtained  from  the  publishers  and  the  authors 
for  use  of  any  previously  published  material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations  in  the  text  may  be  used 
without  permission,  but  should  be  quoted  exactly  with  the  source  credited. 
Copies  of  permission  letters  should  be  submitted  with  manuscript. 

EDITING 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to  check  be- 
fore publication.  After  the  article  is  sent  to  the  printer,  only  minimal  revision 
may  be  made. 

REPRINTS 

Reprints  of  articles  in  the  Journal  section  are  available  directly  from  a reprint 
printer  at  an  established  schedule  of  costs.  Authors  of  peer-reviewed  articles 
automatically  receive  order  blanks  when  their  articles  are  published. 

MATERIAL  FOR  NON-JOURNAL  SECTIONS 
Commentary 

Editorial  commentary  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing.  Commentary 
will  be  published  in  the  appropriate  section  at  the  discretion  of  the  manag- 
ing editor  and  editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor  and  edito- 
rial advisors.  Length  should  be  fewer  than  400  words.  A few  references, 
preferably  less  than  five,  may  be  included.  All  letters  are  subject  to  editing 
and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medicine,  Texas  Medical  Association,  401 
W 15th  St,  Austin,  TX  78701. 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  informa- 
tion is  received. 

COPYRIGHT 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Written  per- 
mission from  the  managing  editor  must  be  obtained  before  reproducing,  in 
part  or  in  whole,  any  material  published  in  Texas  Medicine. 

POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement 
of  the  views  expressed  therein,  nor  shall  publication  of  any  advertisement  be 
considered  an  endorsement  of  or  approval  of  the  product  or  service  involved. 
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Get  some 


Action 

in  your  e-mail  box 


Action  is  going  electronic. 

Sign  up  today  to  subscribe 
to  Action,  the  TMA  newsletter, 
via  e-mail. 


WHY? 

• Don’t  wait  for  snail  mail  to  bring  you  Aciion’s 
news,  insights  and  practice-saving  tips. 

• Read  each  monthly  issue  nearly  two  weeks  early. 

• Receive  less  mail  from  TMA. 

• File  the  articles  electronically  or  instantly  zap  them 
to  your  friends  and  colleagues. 


To  subscribe,  visit  the  Members  Only  section  of  the  TMA  Web  site  at 
wvvw.texmed.org  and  follow  the  links  from  the  home  page.  Next 
month’s  issue  of  Action  will  arrive  in  your  e-mail  box,  for  free,  before  the 
ink  is  even  dry  on  the  paper  version. 
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Allergy 


Corpus  Christ!  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA.  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 


Bariatric  Surgery 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Anesthesiology 


Dermatology 


Gonzales  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzales,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


Robert  F.  Bloom,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  204 
Lubbock,  Texas  79410;  (806)  797-6631 


Gynecologic  Oncology 


XochitI  B.  Sanchez,  MD 

j Diplomate  American  Board  of  Anesthesiology 
* Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

1 Suite  C-538  Answered  24  hours 

I Dallas.  Texas  75230  Fax  (972)  566-4894 

I 

Edward  A.  Talmage,  MD,  FACPM 

I Diplomate  American  Board  of  Anesthesiology 
I Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

I Diagnostic  & Therapeutic  Nerve  Blocks 
I Neurolytic  Procedures  Neuromodulation 

I Radio  Frequency  Lesioning 

I Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)  496-1006 

1 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor’s  only  toll-free  (888)  614-2400 


Hand  Surgery 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 
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Medical  Toxicology 

OCCUPATIONAL  AND  EN  VIRONMENTALTOXICOLOGY 
Eric  G.  Comstock,  MA,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 
Fellow,  American  College  of  Medical  Toxicology 
Fellow,  American  Academy  of  Clinical  Toxicology 

Fellow,  American  College  of  Occupational  and  Environmental  Medicine 

Consultation  by  appointment 
6910  Bellaire  Blvd.,  Suite  12 
Houston,  TX  77074 

Telephone  (713)  541-3214  Fax  (713)  271-6508 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


Neurological  Surgery 

Drs.  Smith  and  Wheeler 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530 
Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS,  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  11,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  (972)  556-7010 


Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902 
For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 
http://home.swbell.net/fracture 

Joseph  H.  Gaines,  MD,  PA  Steven  J.  Mackey,  MD,  PA 

Stephen  L.  Brotherton,  MD,  PA  Joseph  C.  Milne,  MD,  PA 

Mayme  Richie-Gillespie,  MD,  PA 


Orthopedic  Surgery,  Pediatric 


Orthopedic  Oncology 


Mayme  F.  Richie-Gillespie,  MD 


Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 


Orthopaedic  Surgery-Oncology 
Metastatic  Bone  Disease 
The  Bone  and  Joint  Clinic,  L.L.P. 
1651  W.  Rosedale,  Suite  100 
Fort  Worth,  Texas  76104 


Limb  Salvage  Surgery 
Osteomyelitis 

(817)  335-4316 

http://home.swbell.net/fracture 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children's  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 
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Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Pain  Management 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

Diplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #429 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #210 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months’  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Advertising  Production  Manager,  Texas  Medicine,  401  West  15th 
St.,  Austin,  TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 


TexasMedicine 


Here’s  what’s 
coming  in  June’s 
Texas  Medicine: 

Adolescent  health 
Meet  the  new  president 
Fraud  and  abuse  update 
Caring  for  the  uninsured 


For  more  information,  call  Larry  BeSaiv,  managing  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383, 

or  e-mail  larryjx  @ texmed.org. 

Also  consult  the  TMA  Web  site  at  www.texmed.org. 
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ORGANIZED 
MEDICAL  STAEF 
SECTION 

The  Voice  of 
Grassroots  Physician 


There  are  527  hospitals  in  Texas 


Benefits  for 
Medical  Staffs 


Each  hospital  has  a chief  of  staff 


QMSS 


is  a powerful  vehicle 
for  maintaining  our 
doctor/patient  relationships. 


QMSS 


IS  a grassroots  organi- 
zation with  a direct  pipeline  to 
our  TMA  and  AMA  leader- 
ship. 


QMSS 


is  the  channel  for  any 
concern  of  a medical  staff  to 
be  addressed  and  lead  to  action 
by  our  TMA  and/or  AMA  at 
the  same  assembly  meeting 
where  it  is  presented. 


QMSS 


has  a 94%  success  rate 
in  getting  resolutions  voted 
into  AMA  policy. 


Each  chief  of  staff  has  the  responsibility  to  elec 
and  send  their  medical  staff  representative  to  oi 
Texas  Medical  Association  Organized  Medical 
Staff  Section 


Texas  Medical  Association 

40 1 West  1 5th  Street  Austin,  Texas  7870 1 fax  (5 1 2)  370- 1 632 

OMSS  membership  is  open  to  TMA  members  with  active  hospital  medical  staff  privileges. 
To  designate  your  hospital’s  TMA-OMSS  representative,  please  complete  and  return 
the  following  information: 

Physician’s  name 

Preferred  mailing  address 

City  State  Zip  Code  


QMSS 


provides  medical  staffs 
with  needed  legal  and  profes- 
sional expertise  to  maintain 
physician  self-governance  and 
quality  patient  care. 


Office  phone  _ 
Fax  number 
Email  address 
Hospital  name 


QMSS 


opposes  unilateral 
amendment  of  medical  staff 
bylaws. 


Practice  Type:  EH  solo  EH  group  D hospital-based  . 

i 

I hereby  certify  that  the  above  physician  is  a member  of  the  Texas  Medical  Association,  an  active  voting  member  of  the  medical 
with  clinical  privileges  at  our  hospital,  and  has  been  selected  by  our  medical  staff  as  our  representative  to  the  TMA  Orga 
Medical  Staff  Section. 


Tex 

tt 


TexasMedical 

Association 


chief  of  staff  or  secretary  of  medical  staff  signature 


date 


For  more  information,  cali  [8001  880-1300,  ext.  1389 
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OPPORTUNITIES  AVAILABLE 


Family/General  Practice 


Anesthesiology 

Anesthesiologist/Board  Certified  Pain  Man 
agement  needed  for  office  work  in  Dallas/Fort 
Worth.  Contact  Lisa  Abell  at  K Clinic,  (888)  K 
CLINIC  or  fax  CV  to  (972)  256-1882. 


Emergency  Medicine 

Need  doctors  to  cover  weekends  in  rural  hospi- 
tals. Call  Jerry  at  The  Lewis  Group  for  more  infor- 
mation. (800)  460-8159. 


^eeutU^uC  *7c*eia. 

Clinic  practice  in  Tyler  and  surrounding  area. 
Flexible  hours.  Excellent  compensation.  BE 
required.  Primary  and  moonlighting  positions 
available.  Fax  CV  to  (817)  496-9889. 

EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 

6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth,  TX  76112 
(888)  DOCS-911 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  817-496-9700) 

TEXAS:  Regional  emergency  group  has  held 
20-year  contract  to  staff  nationally  recognized 
ED.  Contracts  range  from  14,000-60,000  pt  vis- 
its amnially.  Earn  excellent  compensation  as  an 
independent  contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice.  Fax 
(817)  496-9889  or  send  CV  to: 


,1  EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 

6451  Brentwood  Stair  Road,  Suite  200 
I Fort  Worth  TX  761 12 


Longview,  Texas  - FT/PT  Emergency  Medi- 
1 cine  experienced  BC/BP  primary  care  physicians 
needed  to  work  with  locally  owned  independent 
' group.  Located  in  East  Texas,  the  community  of 
Longview  (80,000-1-  residents)  has  excellent  schools 
H and  an  abundance  of  outdoor  activities  while  retain- 
,.ing  the  convenience  of  nearby  Dallas  and  Shreve- 
I port.  The  position  offers  a competitive  rate  to  staff, 
*a  20,000 -r  visit,  minor  emergency  center  located 
I within  the  hospital  ED.  For  more  information,  please 
call  PSR  @ (800)  346-0747,  ext.  113. 


STAFF  PHYSICIANS 


Texas  A&M  University  is  seeking  a qualifieid  physician  to  work  in  the  student 
health  care  facility  providing  primary  care  to  students.  Requires  medical  de- 
gree, state  of  Texas  medical  license  and  experience  with  private  or  group 
medical  practice  or  equivalent.  Salary  is  negotiable,  with  excellent  benefit 
package  including  liability  coverage.  Send  a resume  and  letter  of  interest  with 
list  of  three  references  to: 


Employment  Office 
Human  Resources  Department 
Texas  A&M  University 
College  Station,  Texas  77843-1475 

An  Affirmative  Action/Equal  Opportunity  Employer  Committed  to  Diversity 


Physician  Opportunity  is  available  in  Dallas/Fort 
Worth  and  Longview.  Low  stress,  office  based  prac- 
tice. No  nights,  no  emergencies,  and  no  hospital 
work.  Lucrative  salary  and  benefits.  Call  Lisa  Abell 
at  (800)  254-6425,  or  fax  OJ  to  (972)  256-1882. 

Need  FP  or  ER  physician  to  work  in  minor  emer- 
gency/OC-med  clinic,  60  miles  north  of  Dallas.  Ex- 
cellent staff,  well-equipped,  malpractice  paid.  No 
hospital.  No  call.  Send  CV  to  Medical  Care  Center, 
301  N.  Grand,  Gainesville,  TX  76240;  phone  (940) 
665-0736  (O),  (940)  668-8842  (H),  (940)  727- 
2625  (cell). 

Family  Practice  Available  to  the  right  candidate. 
No  investment  needed!  Board  certified  FP  or  IM 
physician  is  needed  for  small  group  practice.  Two 
physicians  retiring.  Beautiful  professional  building 
adjacent  to  Charlton  Methodist  Hospital,  DeSoto, 
Texas,  Just  south  of  Dallas.  Rapidly  growing  subur- 
ban community  with  the  amenities  of  the  city  and 
the  calm  space  of  the  country.  Call  Brad  McCarty  at 
(972)  298-4535  or  fax  CV  to  (972)  296-4473. 


FAMILY  MEDICINE 

The  University  of  Texas  Medical  Branch  Conroe 
Family  Medicine  Residency  Program  needs 
an  experienced  board  certified  family  medicine 
faculty  member  (non  tenure  track,  clinical).  Ex- 
perience should  include  obstetrics,  teaching,  and 
a minimum  of  two  years  practice  experience. 
Must  have  a Texas  license.  Our  program  is  ac- 
credited and  has  21  residents.  Conroe  is  a beau- 
tiful suburban  community  located  only  40  miles 
north  of  Houston.  UTMB  is  an  EO/AA  em- 
ployer M/F/D/V.  UTMB  is  a smoke  ffee/dmg 
free  workplace.  UTMB  hires  only  individuals 
authorized  to  work  in  the  United  States. 

Please  respond  by  contacting 
Joseph  G.  Ewing,  M.D.,  Program  Director, 
University  of  Texas  Medical  Branch, 

701  E.  Davis,  Suite  C,  Conroe,  Texas  77301 . 

Applications  accepted  until  position  is  filled. 
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Internal  Medicine 

N.E.  Houston  practice  of  internal  medicine  has 
an  opening  for  a third  partner.  Fax  CV  to  (713)  674- 
6366. 


Locum  Tenens 


LOCUM  TENENS 

Interim  Physicians 


We’ve  Doubled 
Your  Opportunity 
To  Fin(l  The 
Perfect  Position. 

Througli  our  acquisition 
of  HK,\  Locum  Tenens, 
we’ve  more  tli;ui  doubled 
the  number  of  primarv' 
care  and  specialist 
positions  you  c;ui 
choose  from. 

Call  now'  to  Itnim  about 
our  natioiiid  daUtbase  of 
opportunities  and  we’ll 
find  the  perfect  match 
for  your  peisional  needs 
and  professional  growtli. 

800-531-1122 


©1999,  Interim  Healthcare  Inc 
Interim  is  a registered  mark  of 
Interim  Services  Inc. 


Physicians,  'i? 


vvwwinicrimheallhcarecnni 


to  feel  like  re-discoverina,,f 
New  World.  Staff  Care  will  sefi^ 
os  your  guide  to  explore  the  odventurou^J 
realms  of  LOCUM  TENENS.  Travel,  ItCenf^ 

I a-  rt  , Ln,Lr 

sure  and  occurrence  malpractice  insurant^i, 
are  inclusive  in  our  total  package  designe^ 
give  you  nationwide  opportpnitiesJlS 

Texas  Based,  Texas  Best! 
tndorsed  by  Texas  AAedicai  Association’ll 

‘ f For  more  info  about  pur  LOCUM  TENENS  call:-';, 
"""""" 

^ ^^Western  Destinqjtion^ 

urrSmisSta"- 


Stamg 


800.685.2272 


iYMicjwest  & Eastern  Destinations 

ii'.  ■ , 

pK S. . . WWW. locumsnet.com 

4ABIE  TO  PLACE  J-1  OR  H-l  PHYSICIANS 

."A.IilK.  ^ 


Neurosurgery 


OB/GYN 


OB-GYN  Physician 

Needed  in  the  Rio  Grande  Valley  as  locum 
tenens,  possible  long  term  basis.  No  nights,  no 
calls,  no  weekends.  Excellent  salary.  Malpractice 
insurance  provided.  Send  CV  to  PO  Box  3285, 
Harlingen, TX  78550. 


Orthopedic  Surgery 

Orthopedic  Surgeon  needed  to  join  my  private 
practice  in  Plano  office  and  Medical  City  Dallas  of- 
fice. Please  call  (972)  964-2626. 

Orthopaedic  Surgeon  looking  for  other  or- 
thopaedic or  physician  to  share  spacious  office  near 
Greenway  Plaza  area  (Houston).  Office  includes  X- 
ray  and  physical  therapy  facilities.  The  building  has 
free  covered  parking,  handicap  access,  pharmacy 
and  other  amenities.  Please  call  (713)  622-5118. 


Pediatrics 

SW  Houston  pediatric  clinic  in  search  of  a 3rd. 
Complete  package  to  include  paid  malpractice,  com- 
petitive salary  and  incentive  program.  Bilingual  very 
helpful.  Contact  Rebekah  at  (713)  777-1415  or  fax 
CV  to  (713)  777-2226. 


Radiology 

WANTED:  Board  Certified  general  Diagnostic 
Radiologist  w/interest  in  Mammo/US/CT  for  out- 
patient imaging.  No  interventional  procedures.  Ben- 
efit package,  permanent  position.  Send  CV  in 
confidence  PO  Box  241000,  San  Antonio,  TX  78224. 


GAMMA  KNIFE  NEUROSURGEON 

♦ NEW  OFFICE  LOCATION  ♦ 
W.  Robert  Hudgins,  M.D. 

Neurological  Surgeons  of  Dallas,  P A. 

8210  Walnut  Hill  Lane,  Suite  700,  Dallas,  Texas  75231 
(214)691-2111  ♦ FAX  (214)  691-3799 
Email:  doctor@drhuclgins.com 
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Radiology 


Other  Opportunities 


RADIOLOGIST  VACANCY 

The  North  Texas  Veterans  Health  Care 
System  Radiology  Service  will  have  an 
opening  in  September  1999  for  a G1  ra- 
diologist at  its  state-of-the-art  Dallas  fa- 
cility. Applicant  should  be  skilled  in  all 
aspects  of  diagnostic  GI  radiology. 

This  position  includes  an  academic  ap- 
pointment with  its  affiliate,  The  Uni- 
versity of  Texas  Southwestern  Medical 
Center.  It  also  has  a very  active  resi- 
dency program. 

Applicants  must  be  a U.S.  citizen  and 
must  possess  an  active  current  license 
to  practice  radiology  in  a State,  Terri- 
tory or  Commonwealth  of  the  United 
States,  or  in  the  District  of  Columbia. 

.Applicants  should  forward  a curricu- 
lum vitae  and  references  to: 

Ward  M.  Terry,  M.D. 

Chief,  Radiology  Service  (114) 
Department  of  Veterans  Affairs 
Medical  Center 
4500  South  Lancaster  Road 
Dallas,  TX  75216 
(214)  857-0185 
(214)  857-0173  (FAX) 

An  Equal  Opportunity  Employer 
Applicants  Subject  to  Drug  Testing 
Non-Smoking  Facility 


jc  HUMANA. 

/ ^ 


FOR  EVERY  TALENT, 
THERE  IS  A FUTURE. 


Please  send  your  resume 
indicating  position,  job 
code  and  salary 
requirements,  to: 


Humana 

Attn:  Deborah  Jones 
201  West  Main  Street 
2nd  Floor 

Louisville,  KY  40202 
E-mail: 

djones@humana.com 


EOE,  drug-free  workplace. 


We  encourage 

you  to  apply  on-line  at: 


No  barriers.  No  limitations.  Just  you,  your  talent,  your  imagination  and 
your  drive.  It’s  what  has  made  Humana  the  nationally  respected  managed 
health  care  provider  it  is  today.  And  we  are  looking  for  leaders  with  the 
talent  and  drive  to  keep  us  surging  forward. 

Associate  Medical  Director 
Job  Code-XHX710C9ATD699 

Opening  exists  in  Austin,  TX 
Successful  applicant  will  advise  on  the  design  and  implementation  of 
medical  management  programs.  Will  also  provide  medical  advice  and 
counsel  to  utilization  and  quality  management  associates. 

Medical  Director 

Job  Code-XHX71DC9ATD70D 

Opening  exists  in  Houston,  TX 

Successful  applicant  will  oversee  all  market  medical  affairs  programs  with 
the  intent  to  improve  the  health  of  Humana  members  while  confinually 
working  with  providers  to  increase  effectiveness  and  efficiency. 

Requirements  for  both  positions:  M.D.  degree,  physician  licensure,  and 
board  certification  in  a clinical  discipline  required.  Three  - five  years  of 
medical  management  experience  and  five  years  of  clinical  practice  also 
required. 

We  offer  an  excellent  salary  and  benefits  package,  including  immediate 
eligibility  for  health/dental  coverage,  pre-tax  savings  and  retirement  plans. 


www.humana.com/careers 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 
Call  I -800-284-4560  / Houston  28 1 -493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314  o , 

Houston,  TX  77242-23 1 4 Hronstein 
FAX  281-493-2234  & Associates 


OKLAHOMA  PRACTICE 
OPPORTUNITIES 

McAlester  Regional  Health  Center,  McAlester,  Oklahoma  is 
recruiting  the  following  specialties:  Pediatrics,  Obstetrics- 
Gynecology,  Cardiology,  Pulmonary  Medicine,  Ophthalmol- 
ogy, Nephrology,  Dermatology  and  Infectious  Disease. 
Competitive  net  income  guarantees,  student  loan  assis- 
tance, equipment  loans  and  full  marketing  support. 
McAlester  is  not  a J-1  visa  area.  Contact:  Vicki  Schaff,  Di- 
rector Physician  Services/  Recruitment,  (800)  319-2455, 
Fax:(918)  421-8066,  E-mail:  vschaff@mrhc,mcalester.ok,us. 


Tel  800.880.1300 


Volume  95  ★ Numbers 


77 


Classified  Dir<r  ctory 


POSITIONS  WANTED 

PATHOLOGIST  (AP/CP  Cytopathology)  looking 
for  position  in  Texas.  Available  in  May  for 
permanent  or  locum  tenens.  Contact  Dr.  Llamas 
(956)  717-0344  or  (956)  721-4145. 

Primary  Care  Internist  with  excellent  credentials 
seeking  to  join  a group  practice  in  Dallas/Fort 
Worth  or  suburbs.  Green  card  holder.  Contact 
(915)  491-3708. 


FOR  SALE  OR  LEASE 
Practices  For  Sale 

Lucrative,  Active  Family  Medicine/Pediatric 
Practice — Well-established,  very  active  family 
medicine/pediatric  practice  for  sale  in  South  Coastal 
Texas.  Gross  over  $550,000.  Prefer  to  phase  in  new- 
comer over  6-12  months  period.  Call  (361)  575- 
8514. 

Private  Practice  For  Sale  In  East  Texas — Al- 
lergy Diagnostic  Clinic.  Adult  and  pediatric  allergy. 
Skin  testing,  hyposensitization,  Bayer  Allpyral. 
Building  with  fully  equipped  lab.  It  has  been  in  busi- 
ness for  25  years.  Call  Broker,  Phill  Jetton,  (214) 
368-7020. 

A North  Dallas  outpatient  surgical  center  with 
three  operating  rooms,  approved  by  public  health 
and  Medicare,  is  available  for  lease  or  sale.  Please 
call  (972)  247-7121. 


Office  Equipment 

For  Sale:  OB/Gyn  office  furniture  and  equip- 
ment. Call  (512)  458-9219  or  (512)  483-9017, 
Austin,  Texas. 


LEGAL  SERVICES 


CRIMINAL  INVESTIGATION 
DEFENSE 

25-yrs.  experience  - National  lecturer  and  author  on 
defeating  medical  fraud  investigations  - Board-certified 
in  criminal  law  - National  Association  of  Criminal  De- 
fense Lawyers  - Former  President  Dallas  County  Crimi- 
nal Bar  Association  ~ Voted  "Best  Criminal  Defense 
Lawyer"  - Has  handled  cases  in  14  states. 

Arch  C.  McCotl,  III 

1601  Elm  Street,  2000  Thanksgiving  Tower 
Dallas.  Texas  75201 
http://www.physicianfraud.coffl 
Telephone  (888)  979-1112 
Pager  (800)  251-9978-3-# 


Advertising  Rates  & Data  — Regular  classified  ad- 
vertising sells  for  $2  per  word,  minimum  25  words  or 
$50,  per  issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  type- 
faces, logos,  and  borders  may  be  used  in  display  clas- 
sified ads.  Discounts  are  available  for  display 
classified  ads  5 inches  and  larger. 

5 to  9 Vz  inches  $85/inch 

10  to  19  Vz  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can  be 
substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Copy 
deadline  is  the  1st  of  the  month  (or  the  closest  busi- 
ness day)  preceding  publication.  Send  copy  to 
Advertising  Production  Manager,  Texas  Medicine, 

401  W.  15th  St.,  Austin,  TX  78701. 


Advertising  Directory 


Aberdeen  Medical  Insurance  Service 16 

Air  Force  Reserve 18 

American  Physicians  Insurance  Exchange. ...11 

Autoflex  Leasing Inside  Front  Cover 
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The  Medical  Protective  Company 8 

PPD  Pharmaco 6 

Perfection-The  Very  Best  in  Building  Products 30 

Practice  Performance 5 

ProSearch 15 

Scott  & White Back  Cover 

Southwest  Leasing 14 

Superior  Leasing 7 

Tew,  Brian,  MD,  JD 10 

Texas  Medical  Association 

Action 70 

Foundation 60 

Library 16 

Minority  Scholarship  Program 44 

News  Hot  Line 18 

OnlinetgTMA 19 

Organized  Medical  Staff  Section 74 

Physicians  Benevolent  Fund 10 

Physician  Services 35 

POEP 43 

Seminars 14 

TEXPAC 49 

Transitions 11 
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Texas  Medical  Liability 

Trust Inside  Back  Cover 

Woodway  Financial  Advisors 15 


Publication  of  an  advertisement  in  Texas  Medicine  is 
not  to  be  considered  an  endorsement  or  approval  by 
the  Texas  Medical  Association  of  the  product  or  ser- 
vice involved. 
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ADVANCED 

.SHARS 


XOMORROW'S  MEOICINE  XOOA.Y 


Mimmau.y  Ln\  \si\i  Surgery  Overviews 
EOR  The  Primary  Care  Physician 

JUNE  26,  1 999 
DALLAS,  TEXAS 

. Course  Director:  Daniel  B.  Jones,  M.D. 

■ The  University  of  Texas  Southwestern 

, Medical  Center  at  Dallas,  the  accredited 
sponsor,  is  jointly  sponsoring  this  ac- 
tivity with  Zale  Lipshy  University  Hos- 
pital in  conjunction  with  with  The 

■ Southwestern  Center  for  Minimally  In- 

• vasive  Surgery 

PLACE: 

■ Excellence  in  Education  Foundation 

. Auditorium  Harold  C.  Simmons  Bio- 
medical Research  Building 
2nd  Floor  UT  Southwestern  Medical 
Center  at  Dallas 

DESCRII»^riON: 

This  Symposium  will  present  to  the  pri- 
' mary  care  physician  an  update  on  the 

• latest  surgical  techniques  and  emerging 
. technology  available  in  Minimally  In- 
vasive Surgery. 

• Lectures  • Hands-on  Workshops 

• Live  Fele-Surgery  • Panel  Discussion 

■ CME  credit  offered 

FEE; 

■ $50.00  Physicians;  $40.00  UT  Alum; 

■ $35  Nurses,  PA's 

CONTACT: 

• Continuing  Education;  UT  Southwestern 
. Medical  Center  at  Dallas  / 5323  Harry 

Hines  Boulevard  / Ifallas,  TX  75235-9059 
Phone:  214/648-2166,  1/800/688-8678, 

■ Fax:  214/648-2317 

' http://www.swmed.edu/home_ 

• pages/cme/cemain.html 
www.swmed.edu/cmis 

m 

Zale  lipshy  university  Hospitai, 

At  Southwestern  Medical  Ce/ifer 


'RROW'S 


ULTRASOUND  EDUCATION 

Emergency  Mciiicine 

July  22-24 

Advanced  Emergency 
Medicine 

July  9-10 

November  5-6 

Family  Practice 

May  20-22 

E ehoca  rd  iography 

July  12-19 

OB/CYN  (3  Day) 

August  12-14 

Vascular 

June  21-25 

Breast  Ultrasound 

June  19 

Abdominal  Doppler 

June  12 

OB/CYN  (5  Day) 

June  14-18 

Prostate 

August  7 

Ultrasound  for 
Surgeons 

August  27-29 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  loca- 
tion; minimum  enrollment  required.  Call 
(800)  239-1361  for  more  information  and/or  a 
free  catalog. 

Advanced  Health  Education  Center 

8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  AMA  Category  1 credit 

wwiAf.aheconline.com 

Southwestern  Center  for  Minimally  Invasive 
Surgery:  Urology,  June  4-5.  Sponsored  by  UT 
Southwestern  Medical  Center  at  Dallas.  Excellence 
in  Education  Foundation  Auditorium,  Simmons  Bio- 
medical Research  Building.  Course  Director:  Mar- 
gaaret  Pearle,  MD,  AMA  credit  offered.  Contact: 

Leah  Cannon,  program  coordinator  (214)  648-3792, 

Science  of  Family  Medicine,  June  9-13.  Spon- 
sored by  UT  Southwestern  Medical  Center  at  Dallas. 
Excellence  in  Education  Foundation  Auditorium, 
Simmons  Biomedical  Research  Building.  Course  di- 
rector: Claire  McCluggage,  MD,  and  Joe  Ventimiglia, 
MD.  AMA  and  /'lAFP  credit  offered.  Contact:  Lisa 
Dunlevy,  program  coordinator,  (214)  648-9532. 

Update  in  Pain  Management,  June  12.  Spon- 
sored by  UT  Southwestern  Medical  Center  at  Dallas. 
Excellence  in  Education  Foundation  Auditorium, 
Simmons  Biomedical  Research  Building.  Course  di- 
rector: Noor  Gajraj,  MD.  AMA  and  AiAFP  credit  of- 
fered. Contact:  Stacey  Novotny,  program 
coordinator,  (214)  648-3784. 

The  Third  Annual  Enhancing  Your  Clinic  Prac- 
tice Using  New  Technology,  June  19  (pre-con- 
ference June  18).  Sponsored  by  UT  Southwestern 
Medical  Center  at  Dallas.  McDermott  Plaza,  D1.700. 
Course  director:  Ron  Peshock,  MD.  CME  credit  of- 
fered. Contact:  Kraig  Steubing,  program  coordinator, 
(214)  648-9350. 

Physicians  at  the  Crossroads,  June  25.  Spon- 
sored by  the  Alliance  for  Medical  Management  Edu- 
cation. UT  Southwestern  Medical  Center  at  Dallas, 
Excellence  in  Education  Foundation  Auditorium, 
Simmons  Biomedical  Research  Building.  Course  di- 
rector: Willis  Maddrey,  MD.  AMA  credit  offered. 
Contact  Kathy  Matthews,  program  coordinator, 

(214)  648-2200, 

Zale  Lipshy  University  Hospital  Minimally  In- 
vasive Surgery  Overview  for  the  Primary 
Care  Physician,  June  26.  Sponsored  by  the 
Southwestern  Center  for  Minimally  Invasive 
Surgery,  UT  Southwestern  Medical  Center  at  Dallas, 
Excellence  in  Education  Foundation  Auditorium, 
Simmons  Biomedical  Research  Building.  Course  di- 
rector: Daniel  Jones,  MD.  CME  credit  offered.  Con- 
tact Kathy  Matthews,  program  coordinator,  (214) 
648-2200. 
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Qjestion 


Are  you  concerned  about  the  impact  theY2K  problem 
could  have  on  medicine?  Why  or  why  not? 


1 1 I don’t  believe  that  January  1,  2000,  will  bring  Ar  maged- 


don upon  us  as  many  have  implied.  I am  concerned  that 
until  that  date  we  don’t  truly  know  the  penetration  into  our 
everyday  lives  and  the  ramifications  of  the  failure  that  older 
computer  systems  represent.  I think  every  agency  and  physi- 
cian should  develop  a plan  to  scour  their  computer  world  to 
make  certain  that  critical  systems  are  Y2K  compliant.  I am  cau- 
tiously optimistic  that  only  minor  glitches  in  noncritical  sys- 
tems will  be  encountered.  I have  no  intention  of  hoarding 
water  and  canned  food  this  fall.” 


ULJ  ealth  care  in  Texas  is  at  risk  for  year  2000  disrup- 

n 1 


tions  of  both  computer  systems  and  medical  de- 
vices. Working  with  vendors  and  consultants,  most  of  the 
more  important  systems  will  be  fixed  in  time.  Medical  de- 
vices that  use  data  chips  and  computers  (eg,  CT  scanners, 
blood  analyzers,  and  ECG  carts)  make  up  the  majority  of  our 
expected  year  2000  remediation  costs.” 


Mitchell  Morris,  MD,  43 

gynecological  oncology,  Houston 


Philip  Suarez,  MD,  43 

obstetrics- gynecology,  Victoria 

1C  A ^ an  emergency  physician,  I am  worried  that  the  New 
Year’s  Eve  celebration  may  be  more  disruptive  and  ex- 
tensive than  usual  due  to  the  millennium  change.  Even  with 
just  a few  computer  problems,  if  we  have  more  patients  in  the 
ED  over  a long  weekend  with  on-call  specialists  stretched  thin, 
we  may  be  in  for  a huge  emergency  department  buildup.” 

Diana  Fite,  MD,  46 

emergency  medicine.  Waller 

C i have  organized  the  Dallas  Virus  Response  Team, 

W W composed  of  physicians  and  engineers  who  re- 
search viruses  and  software  bugs.  We  feel  that  if  we  under- 
stand Y2K,  we  will  not  fear  it.” 

Cy  rus  Peikari,  MD,  29 

internal  medicine.  Garland 


C C I ’m  a little  concerned  about  the  possible  loss  of  tele- 
I phone  and  electrical  service  the  first  day  or  two.  And 
I’m  expecting  to  get  paid  a little  late  by  the  insurance  com- 
panies that  month.  I’m  planning  to  have  all  my  batteries 
charged  and  have  a couple  of  battery-powered  lanterns  ready 
for  the  exam  rooms,  if  necessary.  (We  already  use  them  when 
the  electricity  goes  out.)  Our  office  computer  systems  are  all 
fewer  than  2 years  old,  so  they  should  be  Y2K  compliant.  I’m 
much  more  worried  about  the  possibility  of  people  panicking 
than  actual  electrical  or  computer  failures.” 

Beverly  Nuckols,  MD,  43 

family  practice.  New  Braunfels 

1C  I do  not  have  to  worry  about  the  impact  of  the  Y2K  bug 
I on  medicine  because  my  wife  and  all  the  religious  right 
are  taking  care  of  it  for  me.  I am  not  sure  why  one  religious 
group  became  so  concerned  about  this  problem.  If  things  shut 
down,  I hope  my  phone  won’t  work,  and  I will  go  fishing.” 

James  H.  Harris,  Jr,  MD,  57 

internal  medicine,  Marshall 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  in- 
terest. Physicians  are  polled  by  telephone,  fax,  or  e-mail.  We  welcome  suggestions 
forfuture  topics.  Send  them  to  Texas  Medicine,  BackTalk,  401  W 15th  St,  Austin, TX 
78701;  fax  them  to  (512)  370-1632;  or  e-mail  them  to  m_mcever(@texmed.org. 


80 


Texas  Medicine  ★ May  1999 


www.texmed.org 


Fraud  and  abuse  * Adolescent  health  • Medical  necessity 


Texas  Medical  Association 


June  1999 


WADING  INTHE 


I 

I 


>1 


CHANGING  MEDICINE  AS  WE  KNOW  IT 


Sure,  car  makers  can 
make  a good  car. 

But,  does  that  make 


At  Autoflex  Leasing,  we  don’t  make  cars...^e  Make  Car  Leases!  And  lots  of  them.  In  fact,  we  have  over  50  different 
leases  to  choose  from  on  every  vehicle.  Chances  are  you’ll  save  money  with  onr  Flexlease.  A lot  of  your  peers  have. 
Call  Today.  Mer  all,  why  would  you  get  a lease  from  a car  company  when  you  can  get  a lease  from  a lease  company? 


You  have  plans  for 
your  family's  future... 


A comfortable  lifestyle... 

A college  education  for  your  children... 

And  a retirement  nest-egg  for  your  spouse. 


of  having  insurance  to  help 
protect  these  plans  in  case 
you  die  unexpectedly,  but 
right  now  you’re  young  and  healthy  and  may  not  have  the 
budget  to  pay  for  a lot  of  coverage. 


That’s  why  the  TMA-Endorsed  Personal  Accident  Plan 
is  so  important.  It’s  an  easy  and  affordable  way  to  secure 
$1,000,000  of  coverage  for  your  family  in  case  one  of  you 
dies  as  the  result  of  an  accident. 


Do  you  have  the  extra  financial  protection  your  family  may 
need  if  the  unexpected  should  happen? 

Call  today  and  find  out  how  you  can  enroll  for  up  to  $1,000,000  of 
TMA-Endorsed  Personal  Accident  Insurance... \our  acceptance  is  guaranteed! 

7 800  880-8181,  Dept.  2206 

Weekdays  between  7:30  a m.  and  5:30  p.m. 


Endorsed  by 


^Tex 

tt 


TexasMedical 

Association 


Administered  by 

Texas  Medical  Association 
Insurance  Trust 

Created  and  endorsed  by  the  Texas  Medical  Association 


Big  responsibilities... 

Big  decisions... Get  solid 
financial  protection  for 
your  family  from  TMA. 


Underwritten  by  The  Prudential  Insurance  Company  of  America,  751  Broad  Street,  Newark,  NJ  07102- 
This  Plan  is  available  only  to  TMA  members  who  reside  in  Texas.  GL,99.495  Contract  Series  83500 

*Accidents  are  the  leading  cause  of  death  for  people  under  age  38.  Accident  Facts,  National  Salety  Council,  1997. 
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The  potential  for  the  information  gained  from  genetics  research  to 
revolutionize  medicine  is  incredible,  but  are  physicians  really  using 
it  to  benefit  their  patients?  Many  doctors  stop  short  of  actually  sug- 
gesting genetic  screenings  to  their  patients  because  of  concerns 
over  the  cost  and  the  lack  of  guidelines  about  how  to  deal  with  pos- 
itive results.  There  are  many  questions  but,  for  now,  few  answers. 
By  Monica  Maldonado 
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Law 

Calming  fears  26 

Expecting  the  FBI  to  show  up  in  your  office  any  minute  now  and  slap  the  cuffs  on 
you?  Many  physicians  are,  with  all  the  talk  from  Washington  about  cracking  down 
on  Medicare  fraud  and  abuse.  But  the  fact  is  most  physicians  have  done  nothing 
wrong  and  have  nothing  to  fear.  Hospitals  and  home  health  care  agencies  have 
been  the  major  targets  thus  far.  Still,  there  are  a few  things  to  keep  in  mind. 

By  Monica  Maldonado 

Public  Health 

Touchy  subjects  38 

If  you've  got  teenagers  haunting  your  house,  you  know  how  difficult  it  can  be  to  talk 
to  them  about  some  subjects.  And  because  many  parents  can't,  or  won't,  talk  to  their 
kids  about  sex,  drugs,  smoking,  or  other  risky  behaviors,  it  often  falls  to  physicians 
to  find  out  what's  going  on  in  teens'  lives  and  help  them  make  the  right  choices. 

By  Teri  Moran 


Legislative  Affairs 

Who  decides?  42 

It  shouldn't  even  be  an  issue,  but  it  is.  Who  should  make  the  medical  decisions 
about  what's  best  for  a patient?  The  person  who  holds  a medical  degree  or  an  in- 
surance company?  A fierce  battle  is  being  waged  in  Congress  over  that  issue,  with 
insurance  and  business  lobbyists  predicting  the  end  of  civilization  as  we  know  it, 
if  physicians  continue  to  make  such  decisions. 

By  Ken  Ortolon 


Medical  Economics 

Preparing  for  2000  45 

The  Y2K  scare  may  turn  out  to  be,  as  they  say  in  West  Texas,  all  hat  and  no  cattle, 
but  you'd  better  be  prepared  just  in  case.  Texas  Medical  Association  Physician  Ser- 
vices offers  some  advice  on  how  to  avoid  problems. 

By  Teri  Moran 
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Bluebonnets  and  Indian  paintbrush  along  the  Trinity  River  near  Fort  Worth,  by  Daksha  Patel,  MD,  Fort  Worth 

If  you  would  like  to  submit  a photograph  for  The  Big  Picture,  please  send  it  to  Laura  J.  Albrecht,  Photo  Editor,  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701. 
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f At  Century  American,  Guide  1 
1 You  Through  The  Unknown.  J 


When  it  comes  to  group  practice 


lability  coverage,  some  programs  might 
eave  you  lost.  Century  Americans  group 
:overage  policies  are  designed  to  meet 
y'our  needs  based  on  the  way  your  group 
practices  medicine  in  today’s  changing 
medical  profession. 

Unlike  other  companies  just  now 
entering  the  group  protection  arena, 


dentury  American  has  firsthand  experience 
n solving  the  unique  issues  facing  physician 
;roup  practices.  Our  claims  defense  team, 
isk  management  experts  and  team  of 
:ustomer-driven  specialists  make  group 
protection  affordable,  secure  and  flexible  - 
it’s  been  our  specialty  since  1986. 

Unless  you  compare  programs,  you 
may  never  see  the  difference  when  it  comes  to 


choosing  professional  liability  coverage.  The 
Century  American  difference  is  knowing 
which  way  to  turn.  For  yotcr  personal  guide, 
call  I -800-476-8 1 15. 


Insurance 

Century  American  Insurance  Company 
Century  American  Casualty  Company 


PPD  PHARMACO 

Associate  Medical  Director 

PPD  Pharmaco,  a leading  Contract  Research 
Organization  located  in  Austin,  has  a position  avail- 
able for  an  Associate  Medical  Director  in  the  Phase  I 
Clinic.  The  Associate  Medical  Director  is  responsible 
for  all  medical  aspects  of  research  studies  conducted 
at  the  Phase  I Clinic  either  by  direct  performance  of 
medical  duties  or  by  the  oversight  of  other  medical 
personnel.  The  main  focus  of  this  position  is  the  med- 
ical health  and  safety  of  subjects  participating  in 
pharmaceutical  research  studies  and  other  types  of 
medical  research  conducted  at  the  Clinic.  The  position 
reports  to  the  Medical  Director. 

Qualifications: 

• MD  degree  with  current  license  to  practice  in  the 
state  of  Texas  and  at  least  five  years  of  clinical 
practice  experience,  including  residency 

• Previous  experience  in  conducting  pharmaceutical 
research  is  preferred 

• Must  maintain  current  ACLS  education 

• Excellent  communication  skills,  excellent  team- 
building skills,  and  the  ability  to  work  in  a team 
environment 

• Ability  to  work  with  an  attitude  of  care  and  con- 
cern for  patients  and  subjects 

If  interested,  please  forward  your  resume  to: 

Human  Resources 
PPD  PHARMACO 
(ASSOC  MED  DIR) 

4009  Banister  Lane 
Austin,  TX  78704 
Fax  (512)  440-2952 
www.ppdpharmaco.com 

EEO/AA  EMPLOYER 

PPD  PHARMACO 


Editor’s 

Note 


When  I was  in  high  school 
(Gainesville  High  School, 
Class  of ’65),  the  biggest  trou- 
ble we  could  get  into  was  go- 
ing to  Johnny’s  B-29  Club 
across  the  Red  River  in  Oklahoma  where 
they  didn’t  observe  the  formalities  of 
checking  IDs.  Only  the  “bad  girls”  got 
pregnant,  only  the  “hoods”  smoked,  the 
only  guns  we  saw  were  for  deer  or  rab- 
bit hunting,  and  we  were  saving  our 
drug  experimentation  for  college. 

I’d  hate  to  be  a teenager  today.  To- 
day’s teens  routinely  face  the  tempta- 
tions and  hazards  of  sex,  tobacco, 
alcohol,  drugs,  and  random  violence, 
sometimes  even  in  supposedly  “safe” 
schools,  as  we  were  so  tragically  re- 
minded recently. 

That’s  why  it’s  so  important  for 
physicians  to  talk  to  teens  and  get  them 
to  open  up  and  tell  someone  what’s  go- 
ing on  in  their  lives.  They’re  more  likely 
to  confide  in  you  than  their  parents 
about  sex  and  drugs. 

But  how  do  you  get  them  to  talk 
about  such  matters?  In  this  month’s 
Public  Health  section.  Senior  Editor 
Teri  Moran  talks  to  several  experts  and 
gives  you  tips  on  communicating  with 
your  teenage  patients.  What  you  do 
and  what  you  say  to  them  can  have  a 
tremendous  impact. 


Larry  BeSaw 

Managing  Editor 
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iVrite  your  own  prescription. 


ANY  MAKE,  ANY  MODEL 

We  leave  the  prescription  writing  to  the  people  who  do  it  best.  Prescribe  yourself  any 
make  and  model  of  vehicle  you  desire  at  Superior  Leasing. 

Superior  Leasing  means  Superior  Service. 


_SlUPEEIOR^ 

—=fEASINGm 

of  Texas 


CALL  TOLL  FREE 

800-988-0994 

(972)  994-0994 

www.superiorleasing.com 


Get  a second  opinion 
from... 


SUPERIOR  LEASING,  M.D. 


'1  had  two  cars  mth  unftnishMkases.  Vtmgh  Superior  l£im 
I was  able  to  terminate  those  leases  and  lease  two  neiv  cars  of  my  choice  including  a 
BMW740il  They  were  delivered  to  my  front  door  in  just  two  days!  Thafswhaticall 

■ - 'aeative financing'!  Tome,  : 

Superior  Leasing  mans  Superior  Service!!"  - - ■ , 


Miguel  Cintron,  MD 
Harlingen,  TX 


Miguel  Cintron,  MD,  Harlingen,  TX 


High  or  low  miles,  none  or  multiple  security  deposits,  no  or  max.  down  regardless  of  credit... 
Superior  Leasing  Medical  Division  will  provide  a custom  tailored  lease  to  best  fit  your  needs. 


Making  A World  Of  Difference 
For  The  Referring  Physician:  Cook  Childrens  Talk 

With  Dr.  Paul  Gillette. 


Dr.  Paul  Gillette  — Medical  Director  Of  Pediatric  Cardiology 


Dr.  Gillette,  you  pioneered  radio  erequency 
ABLATION.  It’s  well  known  that  patients  come 

EROM  AROUND  THE  COUNTRY  AND  ALL  OVER  THE 
WORLD  FOR  YOUR  EXPERTISE.  HoW  DOES  THIS 
PROCEDURE  HELP  KIDS? 


Radio  frequency  ablation  allows  us  to  treat  children  with  serious 
cardiac  arrhythmia.  It  lets  us  correct  the  fast  heartbeat  using  a very 
low  risk  procedure,  one  that  requires  only  a 24-hour  hospital  stay. 


and  about  two  to  three  days  of  recovery.  These  kids  can  go  on  to 


lead  normal  lives,  which  has  a tremendous 
psychological  benefit  as  well. 

How  DO  YOU  WORK  WITH 
REFERRING  PHYSICIANS  SO  THAT, 
WHILE  YOU  ARE  A RESOURCE  TO 
THEM,  YOU  don’t  COME  ACROSS 
AS  TRYING  TO  DIMINISH 
THEIR  OWN  RELA- 
TIONSHIP WITH 
THEIR  PATIENTS? 
We  make  sure  we 
stay  in  touch  with 
the  referring 
physician  at  all 
times.  For 
example,  we 
fax  them  a 


handwritten  report  the  same  day  we  perform  ablation.  In  addition 
since  a lot  oj  our  patients  come  from  out  oj  town,  we  travel  to  othei 
cities  to  get  to  know  the  primary  care  doctors. 

What  do  referring  physicians  think  are  the 

KEYS  TO  EXCELLENT  PEDIATRIC  SPECIALTY  CARE? 

They  want  a cure,  which  isn’t  always  possible,  but  they  know  we’ll 
do  everything  in  our  power.  They  know  h'^  have  their  patients’ best 
interests  at  heart. 

Can  you  relate  an  interesting  case  which 

EXEMPLIFIES  THE  TRUST  OF  REFERRING  PHYSICIANS  IN 
YOUR  SPECIALTY  CARE  HERE  AT  CoOK  CHILDREN ’s? 
Well,  there  have  been  quite  a few  interesting  and  rewarding  cases. 
Children  who  suffer from  cardiac  arrhythmia  come  to  us  from  all 
over  the  globe,  and  the  radio  frequency  ablation  procedure  lets  us 
correct  about  90%  of  the  problems  we  see.  We  get  to  send  a lot  of 
kids  hack  home  very  healthy,  very  happy. 

Cook  Children’s  Medical  Center  is  located  in  Fort  Worth, 
Texas.  For  more  information  about  Dr.  Gillette  and  our  other 
doctors  of  Cardiology  — J.  Hudson  Allender,  Christopher  L. 
Case,  Susan  Hess,  Stephen  Lai,  Daniel  Miga,  Richard  Readinge 
and  Matthew  M.  Weinecke,  call  1-800-COOK517. 

CookChildren’s. 

Medical  Center  i 


Letters 

I 


een  there,  survived  that 


It  is  rare  to  find  a topic  in  a journal 
that  presents  information  that  is  so 
universally  germane  to  all  who  are 
in  the  practice  of  medicine,  but  the 
articles  in  the  March  1999  issue 
jdealing  with  the  effects  of  stress  do  just 
jthat.  (See  “Stress,  Burnout,  and  Addic- 
tion,” pp  42-52.) 

In  his  book.  The  Tennis  Partner:  A 
Doctor’s  Story  of  Friendship  and  Loss,  Dr 
Verghese  writes  passionately  and  com- 
passionately about  his  friend  David 
Smith,  MD,  and  how  stress  led  to  reac- 
tivation of  his  addiction  and  ultimately 
to  his  demise.  Applause  also  goes  to  the 
! cover  story,  part  three,  “Living  with 
{‘Success  Stress,’”  with  the  comments  by 
Wayne  Sotile,  PhD,  and  Edgar  Nace, 

1 MD.  We  do  not  have  to  look  very  far  to 
1 find  someone  in  our  profession  who  has 
il  suffered  with  the  pains  of  addiction.  In 
|i  fact,  all  too  often,  all  we  have  to  do  is 
look  at  the  face  in  the  mirror. 

1 1 I believe  that  the  most  important 
|i{  message  offered  in  the  articles  is  that 
I physicians  do  not  have  to  suffer  in  si- 
lence. The  Texas  Medical  Association 
and  the  Texas  Osteopathic  Medical  Asso- 
i elation  both  have  Physician  Health  and 
Rehabilitation  committees  whose  sole 
function  is  to  help  physicians  and  their 
' families  find  help  when  the  need  arises. 


By  working  with  our  colleagues  in 
the  committees  and  our  colleagues  in 
practice,  we  can  find  compassion  and 
the  treatment  we  need  to  continue  our 
work  in  the  field  we  so  love. 

How  do  I know?  Been  there,  sur- 
vived that. 

Weldon  E.  Glidden,  DO 

303  Ave  I,  Box  370 
Chillicothe,  TX  79225 

Honesty  is  best 


The  wisdom  that  Dr  Rahman  ex- 
pressed in  the  Forum  on  Ethics 
("Compassion  by  the  Bedside," 
April  1999  Texas  Medicine,  pp 
30-31)  is  laudable.  Being  a hos- 
pice physician,  I can  vouch  for  his 
statement  that  "we  do  a disservice  to 
patients  and  often  put  them  through 
unnecessary  trauma  by  not  being  frank 
with  them."  This  is  true  in  any  health 
care  setting,  not  just  oncology. 

He  also  states  that  "false  hope  can 
undermine  patients'  confidence  in  their 
doctors."  Heaven  knows  the  medical 
profession  doesn't  need  to  be  a party  to 
the  erosion  that  already  exists  because 
of  the  current  health  care  reimburse- 
ment system,  where  many  of  us  are  no 
longer  physicians  offering  the  best  ad- 


Express your  point  of  view  in  Texas  Medicine.  To  submit  a letter,  mail,  fax,  or  e*mail  it  to  Texas  Medicine,  TMA, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry_b@texmed.org.  Please  type  letters  you  submit  for 
publication,  and  keep  the  length  to  400  words  or  less.  If  necessary,  you  may  include  a few  references,  preferably  less 
than  five.  Letters  are  published  at  the  discretion  of  the  managing  editor  and  editorial  advisors,  and  are  subject  to 
editing  and  abridgment.  Letters  represent  the  opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies  of 
the  Texas  Medical  Association. 


vice,  but  gatekeepers  keeping  a lid  on 
costs.  Are  we  then  good  stewards  of  the 
health  care  dollar?  No,  we  are  greedy 
doctors  trying  to  make  more  money  at 
the  expense  of  the  consumers'  health! 

Like  many  hospice  physicians,  I do 
this  part-time.  My  "day  job"  is  in  a pri- 
mary care  clinic.  I face  this  kind  of 
thinking  by  patients  every  day  when  I 
don't  give  them  the  referrals  they  seek. 
It  is  difficult  telling  a parent  that  I can 
treat  mild  acne  as  well  as  a dermatolo- 
gist can.  A 15-minute  appointment  be- 
comes a 20-  or  30-minute  discussion  of 
acne  pathophysiology.  That  extra  time 
spent  establishes  trust.  The  point  is  that 
somehow  we  don't  have  the  time  to  pro- 
vide honest  communication.  It  is  a cop- 
out,  yet  I hear  this  all  the  time  when  I 
talk  to  physicians  about  how  to  break 
bad  news  and  discuss  advance  direc- 
tives. Are  we  putting  patients  first  or  are 
we  just  hollow  echoes  of  that  battle  cry? 

Perception  is  reality.  The  perception 
by  many  of  my  hospice  patients  is  that 
their  doctors  lied  to  them  about  the  se- 
riousness of  their  diseases.  The  truth  is, 
about  half  the  time,  we  (the  hospice) 
are  the  ones  telling  them  they  have  ter- 
minal illnesses.  Fifty  percent  of  the  pa- 
tients referred  to  my  program  don't  yet 
know  they  have  incurable  diseases! 

I am  heartened  to  hear  that  Dr  Rah- 
man has  the  commitment  to  spend  the 
time  for  honest  communication  with 
his  patients.  The  conversations  he  has 
are  of  a greater  magnitude  than  my 
acne  conversations,  but  he  could  cop- 
out  and  give  more  chemotherapy,  as  I 
could  yield  and  give  that  mom  a refer- 
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Thanks  to  the  40,000  visitors  who  clicked  here  this 
month.  You  can't  miss  by  hitting  TMA's  site. 

www.texmed.org 


ral  to  the  dermatologist.  It  isn't  right,  it 
isn't  fair,  and  it  isn't  honest  medicine.  i 

Dennis  S.  Pad,  MD  ^ 

PO  Box  4024 
Bergheim,  TX  78004 


Government  regulations 
ridiculous 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Sendees  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W’  e are  a dedicated  group  of 
professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


AbemeN 



Medical  Insurance  Services 

For  additional  information,  contact: 

Barbara  E.  Gaffney,  Healthcare  Director 
Aberdeen  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • linique  Healthcare  Insurance  Requests 


One  more  time!  For  some  20  years 
now,  I have  been  urging  physicians 
to  place,  in  their  waiting  rooms, 
documents  provided  by  Medicare, 
Medicaid,  various  health  mainte- 
nance organizations  (HMOs),  etc,  so  pa- 
tients can  read  for  themselves  the  rules 
and  regulations  placed  between  physi-' 
cians  and  their  patients,  and  see  for 
themselves  the  “hideously  complex,  in- 
comprehensible government  forms”  Dr  I 
Nancy  Dickey  (American  Medical  Associ- ! 
ation  president)  complains  of  in  TMA’s ! 
Action  (March  1999).  | 

Each  time,  I am  met  with  the  re- : 
sponse  that  if  “highly  trained”  medical ! 
doctors  have  trouble  understanding  | 
them,  how  can  one  expect  relatively  un- ' 
educated  patients  to  understand  them,  i 
which  is  just  the  point!  Let  patients  read  ! 
how  these  “highly  trained”  doctors  pay  I 
out  hundreds  of  dollars  to  have  these  | 
matters  explained  to  them.  Let  patients  i 
read  how  “providers”  are  forced  to  sign 
that  they  understand  that  “anyone  who  i 
misrepresents,  falsifies,  or  conceals  es- 
sential information  required  for  payment : 
of  federal  or  state  funds,  may  be  subject 
to  fine,  imprisonment,  or  civil  penalty 
under  applicable  federal  and  state  laws.” 
(I  usually  add,  “I  also  recognize  that 
should  I run  a stop  sign,  I may  be  subject 
to  whatever  penalty  applies.”) 

A classic  example  is  the  Special 
Medicare  Bulletin  No.  1 of  May  1,  1998, 
which  requires  that  the  date  of  birth  be  ^ 
reported  as  MM — DD — CCYY,  except  i 
item  24a  which  requires  a continuous 
number  MMDDCCYY.  Failure  to  follow 
this  requirement  will  result  in  nonpay- 1 
ment.  (And  if  the  goofy  government 
lawyers  who  write  these  absurdities 
consider  such  failure  as  “concealment 
of  essential  information  required  for ' 
pajmient,”  then  the  “provider”  may  find 
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himself  in  prison.)  HMOs  insist  that 
il'‘providers”  not  criticize  them,  so  I siig- 
[gest  letting  patients  read  HMO  writings 
‘ for  themselves  without  comment  from 
: the  “provider.” 

t Dr  Dickey  and  others  of  the  AMA 
i don’t  yet  understand  that  they  are 
members  of  a special  interest  group 
that  spends  more  money  in  Washington 
than  any  other  such  group,  whereas 
their  patients  are  the  electorate! 

The  super-intelligent  and  super- 
, trained  “providers”  may  continue  to  dis- 
lagree,  so  I am  sending  this  also  to  the 
, American  Association  of  Retired  Persons. 

G.  Curtis  Hoskins,  MD 

7615  St  Hwy  36  E 
■Cross  Plains,  TX  76443 

JoinTEXPAC! 


It  never  ceases  to  amaze  me  when  I 
attend  a TEXPAC  meeting,  which  I 
did  recently  in  Austin  for  Capitol 
Check-Up,  to  find  out  what  a zealous 
group  of  government  relations  staff, 
I aka  lobbyists,  we  are  privileged  to  have 
I fighting  our  battles  in  the  legislative 
i halls  on  a daily  basis.  The  most  chagrin- 
j ing  issue  is  that  only  20%  of  physicians 
' who  are  members  of  the  Texas  Medical 
'Association  are  members  of  TEXPAC. 
I Look,  folks,  this  is  simply  a $100  contri- 
I bution  per  year,  or  $300-$500  if  you  are 
t particularly  involved.  I personally  feel 
that  it  is  shameful  that  physicians  don't 
1 support  our  legislative  team. 

Believe  me.  I've  heard  all  the  excuses: 
"They  always  support  the  friendly  in- 
cumbent." "They  supported  Ann 
Richards!"  "They  had  the  nerve  to  give 
Martin  Frost  financial  support."  I would 
agree  that  some  of  these  decisions  are 
"mind-boggling  events,"  but  we  must 
trust  our  staff.  They  are  zealously  on  our 
side  for  gaining  access  to  influence  our 
legislators  to  try  to  preserve  the  profes- 
sion that  we  love.  They  take  all  their  de- 
cisions and  recommendations  to  the 
TEXPAC  board,  based  on  their  funda- 
mental principles  of  doing  what's  best  to 
help  us  preserve  our  profession.  We 
must  trust  our  fellow  physicians  on  the 
TEXPAC  board,  as  well  as  our  lobby  staff. 


Letters 


I must  admit,  it  is  oftentimes  very 
seductive  to  simply  walk  away  and  do 
nothing.  1 would  submit  to  you,  how- 
ever, that  if  good  people  are  not  in- 
volved in  government,  you  know  what 
will  happen.  Yes,  the  legislative  cycle  is 
crisis  management,  and  you  would  not 
believe  the  barrage  of  junk  that  the  leg- 
islators have  to  deal  with.  Our  legisla- 
tors, in  general,  are  well  intentioned 
and  educated.  They  do  believe,  fortu- 
nately, that  physicians  are  still  honest 
and  aboveboard,  but  others  out  there 
are  trying  to  erode  the  trust  we  have 
earned  over  decades. 

I strongly  encourage  every  Texas 
physician  who  is  not  a member  of  TMA 
to  Join,  and  I encourage  every  TMA 
member  to  become  a member  of  TEX- 
PAC at  whatever  level  he  or  she  desires. 
It  is  simply  no  longer  acceptable  for 
some  physicians  to  let  others  "carry  the 
load."  It  would  be  shameful  for  our  pro- 
fession to  simply  be  run  over  by  inat- 
tention and  neglect! 

Lee  S.  Anderson,  MD 

1500  S Main,  Ste  3200 
Fort  Worth,  TX  76104 


The  Physician  and  Workplace 
Drug  and  Alcohol  Testing 

Medical  Review  Officer  Training  and 
Certification  & Exam 

July  9-11,  1999  La.s  VcKa.s,  Nevada 

OctolxT  1 1,  1999  C)rlando,  Florida 

Octolx-r  2 5 -24,  1999  San  Francisco, 
California 

MKC  Traiiiitig  is  AAFP  apimwed  for  12.0  knurs 
Alcohol  Oti'.Sitc  Testing  Practices  and  Procedures 
& Substance  Abuse  Hmlttations  is  AAFP  a/)/>rovc’d 
for  7.5  hours 

Advanced  Medical  Review  Officer 
Training,  Alternative  Technologies, 

& Business  Development 

Septemher  18-19,  1999  PFioenix,  Arizona 
AAFP  approved  for  9.75  hours 

Medical  Review  Officer— An  MRO  is 

required  in  all  federally  mandated  workplace  drug 
and  alcohol  testing  programs,  and  by  some  states. 
The  MRO  is  a licensed  physician  who  has 
appropriate  medical  training  and  is  responsible  for 
receiving  laboratory  results,  then  interpreting  and 
verifying  results  in  light  of  the  individual’s  medical 
history  and  any  other  relevant  biomedical 
information. 

For  Information  & Registration 

Call  800/489-1839 
919/489-5407 
Fax  919/490-1010 

Write  P.O.  Box  12873 

ResearcFi  Triangle  Park,  NC  27709 

Order  your  copy  of  the  7th  Edition  Medical 
Review  Officer  Handbook  Now! 


...with  Texas 
Medicine  Classifieds 

Fax  or  phone  in  your 
classified  ad  or  educational 
opportunity  to  Texas  Medicine. 
Checks,  Visa  or  MasterCard  accepted. 

(512)  370-1423 
Fax  (512)  370-1635 
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You're  not  on  your 
own  - we'll  give 
you  a loan! 


Texas  Medical  Associafion's 
Student  Loan  Program  has 
reached  a million  in  time 
for  the  millennium,  so  we 
can  help  even  more 
medical  students  pay 
for  their  educations 
and  embark  upon 
bright  futures 
as  physicians. 


Contact  TMA's 
Student  Loan 
Program  to  find  out 
which  loan  is  right  for  you. 


(800)  880-2828  or  (512)  370-1470 


TexasMedical 

Association 


I 
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[ Newsmakers 

> Otolaryngologist  Bobby  Alford,  MD; 
j cardiothoracic  surgeon  Denton  Cooley, 
;IMD;  and  head  and  neck  surgeon  Hel- 

Imuth  Goepfert,  MD,  all  of  Houston,  re- 
ceived Distinguished  Surgeon  awards 
from  the  Association  of  Operating 
ijRoom  Nurses  for  their  contributions  to 
j the  medical  community. 

■ I 

Hnternist  Ron  J.  Anderson,  MD,  was 
' named  Public  Administrator  of  the  Year 
; by  the  North  Texas  Chapter  of  the 
r American  Society  for  Public  Adminis- 
I tration  for  his  work  as  president  and 
I chief  executive  officer  of  Parkland 
! Health  & Hospital  System  in  Dallas. 

[ Belton  retired  gynecologist  Wayne  F. 
^ Baden,  MD,  was  honored  on  his  80th 
' birthday  with  the  passage  of  House 
I Resolution  288,  which  was  sponsored 
by  State  Rep  Dianne  W.  Delisi  (R-Tem- 
l pie)  and  recognized  Dr  Baden’s  life- 
I time  work. 

San  Antonio  pediatrician  Dianna  Burns, 

1 MD,  was  appointed  to  the  board  of  di- 
:!  rectors  of  Primary  CareNet  of  Texas. 

San  Antonio  cardiothoracic  surgeon  Al- 
fonso Chiscano,  MD,  received  the 
I American  Heart  Association’s  Heart  of 
I Gold  Award. 


Ron  J.  Anderson,  MD  Wayne  F.  Baden,  MD 


Houston  rheumatologist  J.  Michael 
Condit,  MD,  was  elected  chair  of  The 
Arthritis  Foundation,  South  Texas 
Chapter. 

Maureen  A.  Finnegan,  MD,  Dallas,  was 
elected  to  the  Board  of  Councilors  of 
the  American  Academy  of  Orthopaedic 
Surgeons  and  the  American  Associa- 
tion of  Orthopaedic  Surgeons;  and 
James  D.  Heckman,  MD,  San  Antonio, 
was  elected  to  the  Board  of  Directors  of 
the  academy  and  the  association. 

Cardiovascular  disease  specialist 
Robert  Fordtran,  MD,  and  radiation 
oncologist  Vernon  Medlin,  MD,  both  of 
Corpus  Christi,  were  honored  for  their 
years  of  service  by  Christus  Spohn 
Health  Systems. 

Houston  cardiothoracic  surgeon  Charles 
Fraser,  Jr,  MD,  received  a 1999  Out- 
standing Young  Texas  Ex  Award  from 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
section  are  TMA  membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
tion; or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  johanna  f@texmed.org. 


J.  Fred  Mullins,  MD  J.  James  Rohack,  MD 


The  Ex-Students’  Association  of  The  Uni- 
versity of  Texas  at  Austin. 

San  Antonio  otolaryngologist  William 
W.  Gordon,  MD,  was  elected  to  the 
Texas  Medical  Association  Insurance 
Trust  Board  of  Trustees. 

Family  practitioner  Perry  E.  Gross,  MD, 
was  honored  with  the  establishment  of 
the  Perry  E.  Gross  M.D.  Distinguished 
Chair  in  Family  Practice  at  The  Univer- 
sity of  Texas  Southwestern  Medical 
Center  at  Dallas.  The  chair  was  created 
with  a $1  million  gift  from  Dallas  phi- 
lanthropists Linda  and  Milledge  Hart 
III.  Shelley  P.  Roaten,  Jr,  MD,  Dallas, 
will  be  the  first  holder  of  the  chair. 

Houston  neurologist  James  C.  Grotta, 
MD,  received  the  1999  William  A.  Fein- 
berg  Award  of  Excellence  in  Clinical 
Stroke  by  the  National  Center  of  the 
American  Heart  Association. 

Houston  neonatal-perinatal  medicine 
specialist  Charleta  Guillory,  MD,  received 
the  Distinguished  National  Volunteer  Ser- 
vice Award  from  the  March  of  Dimes. 
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People 


PROJECT 


Striving  to  reduce  morbidity 
and  mortality  as  a result  of  stroke. 


REVIEWED  AND 
APPROVED 
FOR  CONTINUING 
MEDICAL 

EDUCATION  CREDIT: 


• CATEGORY  1 OF 
THE  PHYSICIAN'S 
RECOGNITION  AWARD 
OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

• AMERICAN  ACADEMY 
OF  FAMILY  PHYSICIANS 

• TNA/TNFANCC 
ACCREDITATION 

FOR  PROGRAM 
INFORMATION, 
PLEASE  CALL 
BRIDGET  BUTLER  AT 

(800)  880-1300,  EXT.  1461, 
OR  (512)  370-1461. 


Tex 


TexasMedical 

Association 


American  Heart 
Association 

Fighting  Heart  Disease 
and  Stroke 


The  Texas  Medical  Association  Stroke  Prevention 
Project  is  a joint  project  of  TMA  and  the  American 
Heart  Association.  Texas  Affiliate,  Inc,  and  is 
endorsed  by  the  Texas  Department  of  Health. 
Seminars  are  sponsored  in  part  by  an  unrestricted 
educational  grant  from  DuPont  Phanna  through  the 
TMA  Foundation, 


Byron  L.  Howard,  MD,  Dallas,  and  Al- 
ice R.  Mao,  MD,  Houston,  were  named 
recipients  of  the  Tenth  Annual  Nancy 
C.A.  Roeske,  M.D.,  Certificate  of  Recog- 
nition for  Excellence  in  Medical  Stu- 
dent Education  by  the  American 
Psychiatric  Association  and  its  Commit- 
tee on  Medical  Student  Education. 

Cardiothoracic  surgeon  Jimmy  F.  How- 
ell, MD,  was  honored  at  the  Houston 
Chapter  of  the  American  Heart  Associ- 
ation Young  at  Heart  Ball. 

General  surgeon  Sally  M.  Knox,  MD, 
and  emergency  medicine  specialist 
Ellen  Taliaferro,  MD,  both  of  Dallas, 
were  included  in  a list  of  remarkable 
Texas  women  created  by  The  Dallas 
Morning  News  to  celebrate  Women’s 
History  Month  in  March.  Dr  Knox  was 
listed  for  founding  the  Bridge  Breast 
Center  to  diagnose,  treat,  and  assist 
low-income  or  uninsured  women,  while 
Dr  Taliaferro  was  included  for  her  work 
to  break  the  cycle  of  domestic  violence. 

Shang-Chu  Loh,  a second-year  medical 
student  at  Texas  A&M  University  Col- 
lege of  Medicine  in  College  Station, 
won  a Stanley  J.  Sarnoff  Fellowship  in 
Cardiovascular  Research. 

Longview  general  surgeon  Ben  Mack, 
MD,  was  chosen  1999  Doctor  of  the 
Year  by  the  Longview  News-Journal. 
Longview  family  practitioner  Larry 
Huffman,  MD,  and  Gilmer  family  prac- 
titioner Steve  Murry,  MD,  were  se- 
lected as  runners-up. 

Houston  pediatrician  Margaret  C.  Mc- 
Neese,  MD,  was  named  the  Ashbel 
Smith  Distinguished  Alumnus  for  The 
University  of  Texas  Medical  Branch  at 
Galveston. 

Dallas  internist  Jere  Mitchell,  MD,  re- 
ceived the  Distinguished  Scientist 
Award  from  the  American  College  of 
Cardiology. 

Austin  dermatologist  J.  Fred  Mullins, 
MD,  received  the  Excellence  in  Teach- 
ing Award  from  the  School  of  Medicine 
Alumni  Association  Board  of  Trustees 


at  The  University  of  Texas  Medical 
Branch  at  Galveston. 

Abilene  psychiatrist  Pete  Palasota, 
MD,  received  the  Community  Service 
Award  from  the  Taylor-Jones-Haskell 
County  Medical  Society. 

Baytown  family  practitioner-geriatric 
medicine  specialist  Keith  Rapp,  MD, 
was  elected  vice  president  of  the  Amer- 
ican Medical  Directors  Association. 

Gastroenterologist  Mark  Richards,  MD, 
was  named  director  of  the  Division  of 
Medicine  at  Scott  & White  Clinic  in 
College  Station. 

Dallas  neurologist  E.  Steve  Roach,  MD, 
received  the  1999  Outstanding  Alum- 
nus Award  from  the  University  of  Ten- 
nessee College  of  Medicine  in 
Memphis. 

Temple  cardiovascular  disease  special- 
ist J.  James  Rohack,  MD,  was  ap- 
pointed to  a 3-year  term  to  the  Liaison 
Committee  on  Medical  Education  by 
the  American  Medical  Association 
Board  of  Trustees. 

General  surgeon  F.A.  Smith,  Jr,  MD, 
received  a 3-year  appointment  as  Can- 
cer Liaison  Physician  for  the  Hospital 
Cancer  Program  at  St  David’s  Medical 
Center  in  Austin.  The  Cancer  Liaison 
Program,  a network  of  more  than 
1,800  volunteer  physicians,  is  part  of 
the  Commission  on  Cancer  of  the 
American  College  of  Surgeons. 

Houston  nephrologist  Wadi  Suki,  MD, 
received  the  Ben  Qurra  Award  from  the 
Arab  American  Medical  Association  of 
Houston. 

Physical  medicine  and  rehabilitation 
specialist  Nicolas  Walsh,  MD,  was  ap- 
pointed an  executive  associate  dean  of 
The  University  of  Texas  Health  Science 
Center  at  San  Antonio. 

San  Antonio  allergist  Dale  Wood,  MD, 
received  the  National  Jewish  Medical 
and  Research  Center’s  Spirit  of 
Achievement  Award. 
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I 

iDeaths 


Barton  Elmore  Freeman,  MD,  58; 

'Amarillo;  The  University  of  Texas  Med- 
ical School  at  San  Antonio,  1970;  died 
i March  30,  1999. 

; Keith  W.  Kesling,  DO,  43;  San  Antonio; 
Chicago  College  of  Osteopathic  Medi- 
cine, 1983;  died  March  12,  1999. 

Dean  Carl  Kipp,  MD,  80;  Dallas;  Uni- 
versity of  Kansas  School  of  Medicine, 

1 1943;  died  March  1,  1999. 

James  Edwin  Marr,  MD,  72;  Bridge- 
port; The  University  of  Texas  Medical 
[Branch  at  Galveston,  1960;  died  March 
! 3,  1999. 

Rodger  Allen  Moon,  MD,  84;  San  Anto- 
,nio;  University  of  Kansas  School  of 
Medicine,  1939;  died  April  2,  1999. 

iJohn  W.  Pate,  MD,  82;  Alpine;  Baylor 
College  of  Medicine-Dallas,  1940;  died 
I March  4,  1999. 

Larry  Henry  Patton,  MD,  60;  Richard- 
I son;  University  of  Tennessee  College  of 
! Medicine  in  Memphis,  1963;  died  April 
ill,  1999. 

I 

Daniel  Wayne  Peterson,  MD,  56;  Fort 
I Worth;  University  of  Kansas  School  of 
I Medicine,  1969;  died  March  21,  1999. 

Robert  Allen  Scott,  MD,  67;  Dallas; 

I The  University  of  Texas  Medical  Branch 
at  Galveston,  1956;  died  April  8,  1999. 
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TMA  Minority  Scholarship  Program 


Increasing  diversity  in  Texas  medicine 


lA  inenihers  now  have  the  opportunity  to  help  untlerrepresentetl 
ininoritie.s  attend  a dexas  medical  school.  Improve  access  to  d’exas’ 
under, serv'ed  by  making  a tax-deductible  donation  today. 

Make  your  check  |xiyable  to  TMA  Minority  Scholarship  Program 
and  mail  to:  TMA  Mmority  Scholarship  Program 

Texas  Medical  Association,  401  West  15th  Street,  Austin,  TX  78701-1680 
Or  give  u.s  a call  it  you  prefer  to  u.se  a credit  card. 

For  fiiitlier  information,  call  Marcia  Collin.s  (800)  8801300,  ext.  1451. 


^^^^Adhestve  bandage,  which  plaintiff 
alleges  defendant  pulled  rapidly  from  skin, 
violently  tearing  three  hairs  from  plaintiff's 
arm,  which  resulted  in  severe  shock,  trauma 
disfigurement,  chronic  debilitating  pain  and 
permanent  psychological  damage. 


To  protect  your  reputation,  we  take  every  claim  seriously. 


Even  the  most  absurd  claims  can  be 
damaging  if  they’re  not  handled  properly. 
Which  is  why  the  full  weight  of  our  more 
than  60  years  of  experience  in  medical 
liability  insurance  is  brought  to  bear  on  each 
and  every  claim,  no  matter  how  frivolous  that 
claim  may  appear.  In  fact,  when  appropriate, 
we  have  appealed  cases  all  the  way  to  the 
United  States  Supreme  Court,  at  no 
additional  cost  to  policyholders.  Because  you 
can’t  put  a bandage  on  a damaged  reputation. 


Medical  Services 


www.stpaul.com 
St.  Paul  Fire  and  Marine  Insurance  Company 


© 1998  St.  Paul  Fire  and  Marine  Insurance  Company 

Coverages  underwritten  by  St.  Paul  Fire  and  Marine  Insurance  Company  or  another  member  of  The  St.  Paul  Companies 


Tel  800.860.1300 
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Changing  of  the  guard 

Dr  Baum  continues  lengthy  record  of  service  withTMA  presidency 


You  can’t  accuse  Alan  C.  Baum, 
MD,  of  not  taking  full  advan- 
tage of  the  opportunities  pre- 
sented by  organized  medicine. 
Look  at  some  of  the  Houston 
ophthalmologist’s  activities 
since  he  began  practicing 
medicine  in  1973:  chair  of  the 
Texas  Medical  Association  Board  of 
Trustees.  Chair  of  the  Committee  on  Liai- 
son with  Medical  Schools.  TEXPAC  chair. 
President  of  the  Texas  Ophthalmological 
Association.  President  of  the  Southwest 
Branch  of  the  Harris  County  Medical  So- 
ciety. Chair  of  the  Harris  County  Medical 
Society  Medical  Legislative  Board  and 
Council  of  Specialty  Societies.  Chief  of 
staff  at  Memorial  Southeast  Hospital  in 
Houston  and  chair  of  the  ophthalmology 
sections  of  both  Memorial  Southwest 
and  Memorial  Southeast  hospitals.  In  his 
spare  time,  he  is  an  assistant  clinical  in- 
structor at  The  University  of  Texas-Hous- 
ton  Medical  School  and  partner  in  the 
Texas  Eye  Institute. 

And,  as  of  May  7,  Dr  Baum  is  the 
new  president  of  TMA,  taking  office 
during  TexMed  ’99  in  Dallas. 

The  obvious  question  is,  why?  Run- 
ning a successful  medical  practice  keeps  a 
physician  pretty  busy,  so  why  devote  so 
much  time  to  organized  medicine?  Dr 
Baum,  57,  says  the  answer  may  be  in  the 
presentation  on  generational  differences 
made  by  author  and  consultant  Marilyn 


Moats  Kennedy  during  the  TMA  Winter 
Leadership  Conference  in  February.  “She 
says  I’m  born  in  that  generation  of  people 
who  believe  in  joining  and  participating, 
and  that  by  being  a participant  and  being 
involved,  you  can  try  to  change  things 
and  make  things  better.” 

Also  influencing  his  propensity  for 
participation  is  the  same  man  who  in- 


fluenced him  in  becoming  a physician 
— his  father,  Austin  family  practitioner 
Elmer  C.  Baum,  DO.  “I  think  it  also  has 
to  do  with  the  people  you  are  around,” 
said  the  younger  Dr  Baum.  “I  go  back  to 
my  dad.  My  dad  was  the  president  of 
the  Texas  Osteopathic  Medical  Associa- 
tion and  he’s  been  very  involved  in  its 
national  legislative  effort  for  years,”  he 


16 


Texas  Medicine  Rounds 


www.texmed.org 


i'said,  adding  that  his  father  also  served 
on  the  Texas  Board  of  Health  and  the 
- State  Banking  Commission.  “Growing 
,up  in  Austin,  I’ve  personally  known 
I probably  a half-dozen  governors.  1 think 
. I’ve  just  been  accustomed  to  seeing  peo- 
1 pie  involved  in  service  to  try  to  improve 
'upon  and  represent  the  profession  of 
, medicine  in  the  best  way  possible.” 

One  of  his  goals  as  TMA  president, 
he  says,  is  to  show  young  physicians 
I the  advantages  of  participating  in  or- 
ganized medicine.  “We  are  always 
looking  for  bright  new  stars.  I’ll  en- 
courage them  to  take  up  the  charge  be- 
cause it’s  going  to  impact  their  lives 
more  so  than  it  is  mine.  I’ve  been  in 
practice  25  years  and  have  enjoyed 
what  many  people  refer  to  as  the 
‘Golden  Era  of  Medicine’  where  doctors 
were  respected  and  the  patient-physi- 
cian relationship  was  everything.” 


Medicine  is  still  a very  rewarding 
profession,  he  said,  “but  there’s  got  to 
I be  new  people  to  come  along  and  de- 
fine the  professional  role  of  physicians 
I in  the  health  care  delivery  system. 

I There  needs  to  be  bright  people  to  look 
! ahead  and  represent  the  new  direction 
' that  medicine  might  take.” 

Dr  Baum,  who  received  his  medical 
degree  from  The  University  of  Texas 
Medical  Branch  at  Galveston,  says  pub- 
I lie  health  will  be  his  main  priority  as 
TMA  president.  “The  medical  associa- 
tion needs  to  be  involved  in  those  issues 
in  which  the  public  health  is  involved.” 

' He  notes  that  TMA  has  initiated  a se- 
1 ties  of  meetings  with  Texas  health  com- 
missioner William  R.  Archer,  MD,  and 
other  state  health  officials  “to  find  those 
1 areas  where  TMA  with  its  36,000  mem- 
bers can  positively  impact  programs 
and  provide  input  to  the  state  board  of 
j health  in  a vv^orking  partnership.  Where 
I that  will  lead  us,  whether  we  can  be 
most  helpful  in  school  health  or  border 
ti  health  or  wherever,  we  don’t  know.  But 


we’re  in  the  process  of  trying  to  identify 
those  areas.”  TMA  will  he  very  active 
“in  the  traditional  role  of  trying  to  im- 
prove the  health  for  those  people  who, 
for  whatever  reason,  need  help.” 

Also  receiving  his  attention  will  be 
TMA  advocacy  efforts  for  its  members  and 
keeping  TMA  on  top  of  issues  that  are  im- 
portant to  physicians,  such  as  relief  from 
federal  antitrust  regulations  and  federal 
Employee  Retirement  Income  Security  Act 
exemptions  that  shield  many  managed 
care  plans  from  liability  lawsuits.  What 
form  that  takes,  he  says,  depends  on  ac- 
tions taken  by  Congress,  the  Texas  Legis- 
lature, and  regulatory  agencies. 

A survivor  of  the  attempt  to  mediate 
the  battle  between  academic  and  private 
physicians  in  the  so-called  “town/gown” 
dispute  in  Galveston,  Dr  Baum  says  it  is 
in  TMA’s  interest  to  ease  tensions  be- 
tween the  two  groups  because  it  has 


members  on  both  sides.  “We  need  to  get 
as  much  funding  as  possible  for  the  med- 
ical schools  so  they  are  not  having  to 
compete  against  the  community-based 
physicians,  and  then  we  have  to  look  for 
ways  the  community-based  physicians 
and  the  academic  physicians  can  mutu- 
ally involve  themselves  so  that  it’s  not  a 
conflict,  but  an  effort  together.” 

Dr  Baum  has  mastered  participation 
in  organized  medicine,  but  there’s  one 
area  where  he  needs  improvement.  “I 
would  love  to  be  a golfer,”  he  said.  “My 
problem  is  that  I don’t  have  enough  ego 
to  be  a golfer.  By  the  time  I finish  the 
first  couple  of  holes,  I question  why  I’m 
there.” 

Thus,  he  finds  much  more  pleasure  in 
hunting  and  fishing  and  spending  time 
with  his  18-year-old  son  and  14-year-old 
daughter.  “They’re  great  kids,”  he  said. 
“They  work  very  diligently  as  students, 
but  they  do  have  to  work  for  what  they 
are  able  to  accomplish.  They  have  a great 
sense  of  honesty  and  what’s  right  and 
wrong,  and  I’m  very  proud  of  them.”  ★ 


Hendricks  leadsTMAA 
into  21st  century 


Pam  Hendricks,  who  was  installed 
as  president  of  the  Texas  Medical 
Association  Alliance  (TMAA) 
during  TexMed  ’99  last  month,  is 
ready  to  apply  lessons  learned  in 
the  past  to  build  a better  future  for 
TMAA  and  the  health  of  Texans. 

During  her  term  as  president,  Ms 
Hendricks,  of  Temple,  will  work  with 
TMA  physicians  and  staff  to  develop  a 
statewide  cardiovascular  disease  aware- 
ness and  education  project.  She  also 
will  implement  many  of  the  proposals 
featured  in  the  Medical  Alliance  2000 
study  to  enhance  TMAA’s  value  to  TMA. 

Ms  Hendricks  will  emphasize  re- 
cruitment and  involvement  of  more 
members,  especially  young  spouses 
just  beginning  their  lives  in  medical 
families,  and  TMAA  members  with  lim- 
ited time  available  for  medical  alliance 
activities  because  of  outside  profes- 
sions. “Now,  more  than  ever,  we  need 
to  utilize  the  talents  and  strengths  of 
the  broad  range  of  physicians’  spouses 
in  Texas,  male  and  female,  and  of  all 
races,  ages,  and  interests,”  she  said. 

Lastly,  Ms  Hendricks  says  she  hopes 
to  demonstrate  to  TMA  members, 
through  council  and  committee  partici- 
pation, that  TMAA  members  are  able 
and  willing  partners  with  much  to  con- 
tribute to  organized  medicine’s  efforts. 
“I  am  confident  that,  working  together, 
we  can  enter  the  new  millennium  more 
united,  more  inclusive,  and  more  com- 
mitted than  ever  to  preserve  the  in- 
tegrity of  medicine  for  the  future.”  ★ 


“There’s  got  to  be  new  people  to  come  along 
and  define  the  professional  role  of  physicians 
in  the  hea  th  care  delivery  system.” 


Tel  800.880.1300 


Texas  Medicine  Rounds 


17 


June's  “WledBytes"  focuses  on  the  growing  number  of 
Web  sites  dedicated  to  the  study  of  genetics. 

The  human  connection 

The  US  Department  of  Energy  funds  the  Human  Genome 
Program,  located  at  www.er.doe.gov/production/ober/ 
hug_top.html.  The  site  includes  hundreds  of  links  as  well 
as  a “Frequently  Asked  Questions”  section.  The  Human 
Genome  Project  site  at  www.ornl.gov/hgmis/resource/ 
medicine.html  is  designed  to  help  physicians,  nurses,  ge- 
netics counselors,  and  other  medical  personnel  keep  up 
on  the  latest  information  in  genomic  medicine,  though  it 
should  not  be  considered  a medical  authority.  The  project 
is  sponsored  in  the  United  States  by  the  Department  of 
Energy  and  the  National  Institutes  of  Health  (NIH).  NIH 
also  overseesThe  National  Human  Genome  Research  In- 
stitute, which  heads  the  Human  Genome  Project  and  has 
a Web  site  at  www.nhgri.nih.gov/About_NHGRI/. 

Genetic  disorders  directory 

GeneTests,  at  www.genetests.org,  offers  a directory  of 
laboratories  that  provide  testing  for  genetic  disorders. 
Both  research  and  diagnostic  laboratories  are  included 
and  are  classified  by  disease  name.  The  site  is  restricted 
to  health  care  professionals,  who  must  register  with 
GeneTests  to  receive  a password. 

Inherited  information 

GeneClinics,  located  at  www.geneclinics.org,  was  for- 
mally known  as  Genline  and  complements  GeneTests 
with  a knowledge  base  of  expert-authored,  up-to-date  in- 
formation relating  genetic  testing  to  the  diagnosis,  man- 
agement, and  counseling  of  individuals  and  families  with 
inherited  disorders. 


Genetic  glossary 

The  National  Human  Genome  Research  Institute’s  “talk- 
ing glossary  of  genetics”  features  nearly  200  terms  and 
helps  people  better  understand  genetic  concepts  associ- 
ated with  recent  advances  in  genetics.  Located  at 
www.nhgri.nih.gov/DIR/VIP/Glossary/,  the  glossary  is 
open  to  the  public  and  combines  text,  audio,  and  visuals 
simultaneously  in  a user-friendly  format. 

Card  carriers 

GeneCards'  online  database  of  human  genes,  their  prod- 
ucts, and  their  involvement  in  diseases  is  located  at 
bioinfo.weizmann.ac.il/cards/.  The  database  is  espe- 
cially useful  for  those  who  are  searching  for  information 
about  large  sets  of  genes  or  proteins. 

Online  genetic  newsletter 

The  Shriver  Center  has  received  a grant  from  the  US  De- 
partment of  Energy  to  develop  and  generate  an  electronic 
newsletter  about  genetics  ethics  and  public  policy.  The 
Gene  Letter  is  located  at  www.geneletter.org/index.htm. 

TMA’s  Cyber  Sweepstakes 
celebrates  summertime 

Be  sure  to  drop  by  the  TIVI A Web  site  at  www.texmed.org 
before  June  30  to  sign  up  for  TIVIA’s  summer  Cyber 
Sweepstakes.  TMA  members  who  provide  or  confirm 
their  e-mail  addresses  through  the  “Members  Only”  sec- 
tion before  the  end  of  this  month  are  automatically  en- 
tered to  win  a Kodak  DC210  digital  camera  with  compact 
flash.  Your  e-mail  address  will  be  used  to  contact  you 
with  breaking  health  care  news. 


WledBytes  is  a quick  iook  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  the  TWI A Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  johanna_f@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  WIedical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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Need  an  expert? 
Call  TMA  today! 


Texas  Medical  Association  mem- 
bers who  need  specialized 
knowledge  for  the  business  side 
of  their  practices  need  look  no 
further  than  the  TMA  staff.  TMA 
Physician  Services  will  connect  mem- 
bers to  staff  consultants  who  can  help 
with  practice  assessment,  implementa- 
tion of  correction  plans,  and  final  reso- 
lution of  operation  issues.  TMA’s 
consulting  services  include: 

• Strategic  planning. 

• Starting  a practice. 

• Consolidation  of  practices. 

• Selling  a practice. 

• Network  development. 

• Patient  satisfaction  strategies. 

• Contract  analysis. 

• Coding  issues. 

• Marketing  and  public  relations. 

• Designing  utilization  management 
and  quality  management  plans. 

• General  practice  operations. 

For  more  information  or  for  a copy 
of  Advice  on  Getting  Advice,  a mono- 
graph containing  tips  on  how  to  select 
consultants  and  manage  their  work, 
call  TMA  Physician  Services  at  (800) 
523-8776  or  (512)  370-1418;  or  e-mail 
physician_services@texmed.org.  ★ 


You’ll  shoot  your  eye  out 

Seven  of  11  people  who  removed 
protective  shields  during  paint- 
ball games  became  legally  blind 
in  one  eye,  according  to  study  re- 
sults published  recently  by  the 
Associated  Press. 

Though  most  paintball  game  centers 
insist  on  eye  protection,  players  are 
tempted  to  remove  their  shields  after  a 
paintball  lands  on  a lens  or  their  gog- 
gles fog  up,  says  Lt  Col  Allen  B.  Thach, 
MD,  the  ophthalmologist  at  Walter 
Reed  Army  Medical  Center  who  con- 
ducted the  study.  This  exposes  the  eye 
to  the  impact  of  a missile  of  gelatin-en- 
closed paint  fired  from  a carbon  diox- 
ide-powered gun  at  300  to  400  feet  per 
second.  Dr  Thach  says.  ★ 


Transitions:  Legal  Considerations  in 
Selling  or  Closing  a Medical  Practice 

by  Hugh  M.  Barton,  JI) 

If  you  are  retiring,  selling  your  practice,  or  joining  a new  practice  setting,  you 
will  want  to  read  Texas  Medical  Association’s  newest  Strategy  Series  publication. 
TMA  members  - $19  Nonmembers  - $29 
Mail  payment  or  credit  card  infonnation  to  TMA  Bookstore, 

401  W.  15th  St.,  Austin,  TX  78701-1680;  fax  credit  card  order 
to  (512)  370-1635;  call  (800)  880-1300,  ext.  1423. 


BECAUSE  YOU  WENT  TO  MED  SCHOOL 
NOT  LAW  SCHOOL. 


Maybe  it’s  time  you  took  on  a few  new 
partners.  A group  that  can  help  with  your 
medical  liability  program  while  you  do  what 
you  were  trained  for— practicing  medicine. 
Call  today  for  our  custom-tailored  liability 
programs  and  coverage  at  competitive  prices. 


api  * FPiC 

hccp:// www.amph.com/api 

1.800.252.3628 

American  Physicians  Insurance  Exchange  and  Florida  Physicians  Insurance  Company.  Inc. 
have  joined  forces  to  offer  national  experience,  local  service,  stability  and  commitment. 


Tel  800.880.1300 
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Impaired  physicians 


(800)  880-1300 


(800)  880:1640 


Call  this  24-hour  hotline  to  report  information  concerning  physicians  who  may 
be  abusing  alcohol  or  other  drugs,  or  who  may  be  chemically  addicted,  psy- 
chiatrically  impaired,  or  have  other  problems.  All  calls  are  confidential. 


The  Texas  Medical  Association  Insurance  Trust  offers  life,  health,  disabili- 
ty,  office  overhead,  personal  accident,  and  other  insurance  plans  and  prod- 
ucts to  TMA  members,  their  families,  and  office  staffs. 


TMA  offers  qualified  medical  students  and  residents  low-interest  loans. 
Cali  for  general  requirements  and  application  procedures. 


(800)  880-1300,  ext  1362 


The  TMA  Political  Action  Committee  speaks  on  behalf  of  physicians 
through  grassroots  involvement,  personal  relationships  with  elected  offi- 
cials, and  political  campaign  participation  and  contributions, 
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TMA  Physician  Services 


TMA  Physician  Services  delivers  physicians  and  physician  organizations 
an  array  of  products  and  services  to  help  them  succeed  in  the  changing 
medical  marketplace. 


Use  the  following  prefixes  plu^ 

General  Information 
Continuing  Medical  Education 
Interspecialty  Society  Committee 
Medical  Education 
Member  Services 
Meeting  Management 
Physician  Oncology  Education  Program 
Sneak  Preview 
Specialty  Societies 
TMA  Alliance 
TMA  Bookstore 
TMA  Library 
TMA  Physician  Services 


e-mail  forTMA  resource 


meded 

memberservices 

meetings 

poep 

sneakpreview 

ssms 

tmaa 

bookstore 

tmajibrary 

physician_services 


NIVIA  works  to  avert 
racism  in  medicine 


On  the  heels  of  decreased  medical 
school  minority  student  enroll- 
ments and  a Georgetown  Univer- 
sity Medical  Center  study  that 
indicates  minority  cardiac  pa- 
tients are  less  likely  than  white  males  to 
receive  appropriate  treatment,  National 
Medical  Association  (NMA)  officials  are 
offering  suggestions  to  recognize  and 
eliminate  racism  in  medicine. 

Leaders  from  NMA,  which  repre- 
sents more  than  20,000  African  Ameri- 
can physicians,  made  the  following 
recommendations  at  a March  31  press 
conference: 

• Make  medical  school  curriculum 
changes  so  medical  students  are  ex- 
posed to  racial  and  gender  health  is- 
sues. 

• Increase  the  number  of  African 
Americans  in  medical  school. 

• Expand  the  number  of  African 
American  researchers  and  peer  re- 
viewers in  all  levels  of  biomedical 
research. 

• Elevate  the  National  Institutes  of 
Health’s  Office  of  Research  on  Mi- 
nority Health  to  that  of  a center. 

• Conduct  a congressional  study  on 
racism  in  medicine.  ★ 

Scott  & White  nets  funds 
for  telehealth  network 


The  Texas  Telecommunications 
Fund  Board  presented  two  grants 
totaling  $894,629  to  Scott  & 
White  Memorial  Hospital  to  estab- 
lish the  Central  Texas  Telehealth 
Network.  The  network  will  help  provide 
specialty  patient  consultations,  patient 
and  community  education,  and  health 
care  provider  education  in  rural  settings. 

The  network  includes  hospitals  and 
affiliated  rural  health  clinics  in  Marlin, 
Gatesville,  Taylor,  Rockdale,  and 
Clifton,  as  well  as  Scott  & White.  The 
hospitals  will  contribute  $123,461  in 
matching  funds.  ★ 
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TMA  committee  addresses 
academic  physician  needs 


The  Texas  Medical  Association 
Board  of  Trustees  formed  a Com- 
mittee for  Academic  Physicians 
as  a subcommittee  to  the  Council 
on  Medical  Education. 
Subcommittee  members  will  be  re- 
cmited  from  below  the  level  of  dean  to 
ensure  that  the  interests  of  academic 
physicians  at  the  grassroots  level  are 
represented.  Initially,  the  subcommit- 
tee will  address  TMA  membership 
among  academic  physicians,  issues 
concerning  academic  practice,  and  an- 
cillary provider  integration  into  the  ac- 
ademic practice  setting. 

For  more  information  on  the  new  sub- 
committee, call  Marcia  Collins  at  (800) 
880-1300,  ext  1451,  or  (512)  370-1451; 
or  e-mail  marcia_c@texmed.org.  ★ 


Physicians  needed 
for  editorial  committee 


Two  physicians  are  needed 
to  fill  vacancies  on  the 
Texas  Medicine  Editorial 
Committee.  The  14-member 
committee,  which  meets 
twice  a year,  sets  broad  policies 
for  Texas  Medicine  and  reviews 
clinical  articles  submitted  for 
publication  in  the  Journal  section 
of  the  magazine. 

Each  new  member  will  serve  a 
3-year  term  and  be  eligible  for 
reappointment  to  two  additional 
3-year  terms.  If  you  are  interested, 
please  send  a curriculum  vitae  to 
Larry  BeSaw,  managing  editor, 
Texas  Medicine,  401  W 15th  St, 
Austin,  TX  78701;  fax  (512)  370-1632; 
or  e-mail  larry_b@texmed.org. 

Editorial  Committee  members 
are  appointed  by  and  report  to 
the  TMA  Board  of  Trustees. 


SUMMARIES  OF  RECENT  HEALTH  CARE  HEADLINES 


In  Case  You 


By  Melissa  McEver 


A certain  kind  of  bone  marrow  cell  can  actually  grow  new  bone  and  carti- 
lage, researchers  have  found.  Scientists  at  OSIRISTHERAPEUTICS  in  Bal- 
timore concluded  that  a mesenchymal  bone  marrow  stem  cell  could  be 
induced  to  create  possible  replacement  bone,  cartilage,  or  fat.  This  discovery 
is  a step  toward  creating  replacement  parts  for  the  injured,  sick,  or  elderly. 
Science,  4/2/99 

Night  vision  may  not  be  as  accurate  as  initially  believed.  German  researchers 
found  in  a study  of  red-green  colorblind  men  that  the  eye’s  rod  cells,  which  work 
in  dim  light,  perceive  objects  to  move  75%  slower  than  cone  cells,  which  work  in 
bright  light.  The  artificial  illumination  of  headlights  corrects  a driver’s  view  in 
front,  but  peripheral  vision  still  is  affected  by  this  inaccurate  perception. 
Nature,  4/8/99 

Sudden  cardiac  death  may  run  in  families,  a new  study  indicates.  Scien- 
tists at  the  SERVICE  DE  CARDIOLOGIE  AT  THE  HOPITAL  BOUCICAUT 
in  Paris  found  that  men  who  lost  one  parent  to  sudden  cardiac  death  had  al- 
most double  the  risk  of  sudden  death  than  men  with  no  such  parental  his- 
tory. The  study  followed  7,079  Parisian  men  for  about  23  years. 

Circulation,  4/20/99 

Taking  estrogen  just  might  improve  the  memories  of  postmenopausal 
women.  YALE  UNIVERSITY  SCHOOL  OF  MEDICINE  researchers  found 
that  the  brains  of  postmenopausal  women  taking  estrogen  showed  more 
activity  in  the  memory  regions  than  did  the  brains  of  women  taking  a 
placebo.  The  estrogen-prompted  neural  connections  resembled  those  of 
younger  people,  the  authors  concluded. 

British  Medical  Journal,  4/17/99 

A school-based  intervention  program  shows  promise  in  reducing  obesity  in 
girls.  A group  of  American  experts  reported  that  Planet  Health,  a program 
encouraging  boys  and  girls  to  watch  less  television,  eat  less  fatty  food  and 
more  fruits  and  vegetables,  and  exercise  regularly  significantly  reduced 
obesity  in  girls  at  a Massachusetts  elementary  school.  The  impact  on  boys 
was  less  significant. 

Archives  of  Pediatrics  & Adolescent  Medicine,  4/99 
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Things  you 
need  to  know 


Austin  attorney  mediator  Andre 
Hanipton,  JD,  and  the  TMA  Of> 
flee  of  the  General  Counsel  sug> 
gest  an  ideal  managed  care 
contract  should: 

• Say  that  neither  party  can 
unilaterally  amend  the  con- 
tract, any  related  documents, 
or  the  fee  schedule;  or  termi- 
nate the  contract  without 
cause,  which  is  defined  in  a 
manner  that  is  fair  to  both 
parties. 

• Allow  you  to  bill  patients  (un- 
less prohibited  by  law)  when 
the  managed  care  organiza- 
tion or  the  payer  fails  or  is  un- 
able to  pay;  when  services  are 
not  covered  by  the  contract; 
and  when  you  have  advised 
the  patient  that  the  managed 
care  organization  or  payer 
has  determined  that  proposed 
services  are  not  medically 
necessary. 

• Incorporate  any  oral  or  writ- 
ten representations  and  ver- 
bal representations  that  the 
managed  care  organization 
made  to  you  about  the  plan 
and  its  operation. 

Source;  TMA  Physician  Services.  For  more 
information  about  TMA  Physician  Services  or 
to  request  a copy  of  the  catalog,  call  (80Q)  523> 
8776  or  (512)  370-1418;  or  e-mail  physician^ 
services@texmed.org, 


Most  medical  students 
meet  their  matches 


Primary  care  residency  matches 
were  down,  but  nearly  94%  of 
US  medical  school  seniors  who 
participated  in  the  1999  match 
on  March  18  received  first-year 
residency  training  positions,  according 
to  data  from  the  National  Resident 
Matching  Program.  Approximately 
57%  of  these  seniors  matched  to  their 
first  choices  for  first-year  programs, 
while  nearly  81%  matched  to  one  of 
their  first  three  choices  for  first-  and 
second-year  programs. 

A total  of  20,453  first-year  residency 
positions  were  offered  this  year,  an  in- 
crease of  more  than  150  positions  from 
last  year.  Participation  in  the  match 
program  also  was  up  slightly  this  year, 
increasing  from  26,360  students  in 


1998  to  26,462  students  this  year.  Of 
that,  18,398  were  matched  to  first-year i 
residency  programs.  For  the  first  time,j 
the  combined  number  of  first-  and  sec- 
ond-year matches  exceeded  20,000, 
with  20,170  participants  receiving  resi- 
dency positions. 

Fewer  US  medical  school  seniors 
matched  in  primary  care  residencies 
this  year  than  in  the  previous  6 years, 
according  to  an  April  5 AMNews  article. 
Of  the  13,707  US  medical  school  sen- 
iors selected  for  first-year  residencies, 
nearly  54%  were  matched  to  primary 
care  residencies  in  internal  medicine, 
family  practice,  and  pediatrics.  Last 
year,  55.7%  matched  to  a first-year  res- 
idency in  primary  care. 

Of  the  7,977  non-US  citizen  interna- 
tional medical  school  graduates  who 
participated  this  year,  32.2%  were 
matched,  up  from  31.4%  in  1998.  ★ 


Susan  Gaetz 


Dolores  Sands,  PhD,  RN,  dean  of  The  University  of  Texas  at  Austin  School 
of  Nursing,  and  Robert  F.  Ellzey,  NID,  of  Austin,  a member  of  the  nursing 
school's  development  board,  examine  a bust  of  Florence  Nightingale,  the 
founder  of  modern  nursing,  during  the  “Florence  Nightingale  and  Her 
Legacy  for  Nursing”  exhibit  at  the  LBJ  Library  in  Austin.  The  bust  was 
made  especially  for  the  exhibit  and  was  featured  along  with  more  than  30 
items  loaned  for  the  exhibit  by  the  Florence  Nightingale  Museum  Trust  in 
London.  Byron  Howard,  MD,  former  chair  of  the  Texas  Medical  Association 
Board  of  Trustees,  calls  the  exhibit  a great  opportunity  for  the  health  care 
community  to  benefit  from  history.  TMA  contributed  $2,500  to  help  under- 
write the  expense  of  bringing  the  artifacts  to  the  United  States,  signifying 
the  first  time  they  have  been  loaned  to  any  US  institution. 
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Teachers  pass  on  dislike 
lof  HMOs  to  students 


Medical  students’  and  residents’ 
negative  perceptions  of  man- 
aged care  are  strongly  influ- 
enced by  their  teachers, 
according  to  a study  sponsored 
by  Harvard  Medical  School  and  Har- 
vard Pilgrim  Health  Care,  a large  non- 
profit health  maintenance  organization. 

Nearly  75%  of  students  and  resi- 
dents surveyed  said  primary  care  fac- 
ulty members  gave  them  negative 
.opinions  of  managed  care,  while  96% 
Isaid  specialty  faculty  members  gave 
them  negative  impressions. 

The  study  was  based  on  1997  tele- 
phone interviews  with  more  than  2,000 
people  affiliated  with  121  US  medical 
■schools,  including  medical  students, 
residents,  faculty  members,  deans,  de- 
partment heads,  and  residency  training 
directors.  ★ 


Mark  your  calendars 
for  the  nextTMA  meeting 


Start  making  plans  now  to  attend 
Texas  Medical  Association’s  1999 
Fall  Conference:  Turning  Points  in 
Medicine,  Saturday,  September  18, 
at  the  Renaissance  Austin  Hotel. 
Conference  speakers  will  include 
i American  Medical  Association  President 
; Thomas  R.  Reardon,  MD,  Portland,  Ore, 

! and  TMA  President  Alan  C.  Baum,  MD, 
Houston.  Meeting  participants  also  may 
attend  the  “davm  duster”  session  and  an 
afternoon  risk  management  seminar  ti- 
ded “Was  It  Something  I Said?  The  Un- 
derlying Psychology  of  Medical 
Malpractice  Litigation.” 

Registration  is  free  for  TMA  mem- 
bers and  invited  guests,  and  $200  for 
I'  nonmember  physicians.  For  more  infor- 
ll  mation,  call  Amy  Edwards,  TMA  spe- 
■ dal  services,  at  (800)  880-1300,  ext 
1346,  or  (512)  370-1346;  or  e-mail 
' amy_e@texmed.org.  ★ 
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SlHliimiT-S 


it’s  ALL 
Give  Lie  to  rriE! 


Coiling  and 
the  Andit 
Process 


■luru'  10:  Ik'auinont 
June  22:  Coipas  Chiisti 
.June  24:  McAllen 
.Inly  1:  lyier 


.Inly  8:  Ahilene 
.Inly  21:  Tex;ukiuia 
Augu-sl  10:  Amarillo 


* Medirine  session  is  8:30  (im-noon 
and  surgm/  session  is  1-5  pm. 


Tfex 


TfexasMedical 

Association 


For  more  infonnation,  ciill  Heather  with  TMA 
Pi'actice  Management  at  (800)  880-1300,  ext.  141 1. 


Physicians 


™ Sky’s  No 

Limit 


You’re  a successful  physician. 
You’re  continually  looking  for  new 
ways  to  sharpen  your  expertise  and 
expand  your  knowledge.  If  this 
describes  you,  consider  becoming 
a commissioned  officer/physician  in 
the  Air  Force  Reserve.  Here’s  what 
it  can  mean  for  you: 


• An  extra  income 

• Paid  CME  activities 

• Unique  training  in  areas  such  as 
Global  Medicine 

• Travel 

• New  professional  associations 

• A commitment  of  just  one 
weekend  per  month  & two 
weeks  per  year 


The  benefits  don't  stop  there.  Find 
out  if  you  qualify  for  up  to  $50,000 
in  loan  repayment  and  up  to 
$30,000  in  bonuses! 

For  more  information,  call 

1-800-833-4388,  Or  visit  our  web 
site  at  www.afreserve.com 


ABOVE  ^ BEYOND 

APN  25-903-0002 
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"Insurance  and  Risk  Management  Servkes  Since  1947" 


As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for: 

• Individual  and  Group  Practice  Physicians  and  Surgeons  • 
# Clinics  • Surgery  Centers  • IPA's  # PHO's  # MSO's  • 

• Multi-Specialty  Practices  ♦ 

For  Additional  Information,  Contact: 

Scott  Pullen 

9901  IH  10  West,  Suite  800 
San  AntoniQ,  Texai  78230 
Telephorie:  Tall  Free  8B8*iS8«282S 
or  210.561 .7009 
Fox:  210.561.2859 

Office  Locations: 

San  Antonio,  Texas  • Chicago,  Illinois  •Stevensville,  Michigan 
Cleveland,  Ohio  • Columbus,  Ohio 
Pittsburgh,  Pennsylvania  • San  Diego,  California 


Some  pacemaker  batteries 
may  not  pace  themselves 


Reuters  reported  in  April  that 
Guidant,  the  Indianapolis-based  ! 
cardiovascular  devices  manufac- 1 
turer,  warned  physicians  in  late 
March  that  a subset  of  its  Discov- ! 
ery.  Meridian,  and  Pulsar  pacemakers 
have  the  potential  for  early  battery  de- 
pletion. As  of  March  31,  no  deaths  or 
serious  injuries  in  patients  with  these ; 
pacemakers  had  been  observed,  ac- 
cording to  a Guidant  press  release. 

Though  Guidant  said  the  problem 
affects  a very  small  subset  of  implanted  ' 
pacemaker  devices  and  continued  its 
regular  distribution  of  these  pacemak- 
ers, company  officials  told  physicians 
they  should  monitor  patients  with 
these  types  of  pacemakers  on  a 
monthly  basis  for  up  to  6 months  for 
signs  of  early  battery  depletion.  ★ 


Empowerment  improves 
patient  satisfaction 


Patients  are  more  satisfied  when 
health  care  organizations  explain 
their  rights  to  them,  according  to 
study  results  released  by  Press, 
Ganey  Associates,  Inc,  in  April. 
The  survey  of  a quarter  of  a million  pa- 
tients in  476  hospitals  asked  partici- 
pants whether  hospitals  took  the 
initiative  to  inform  and  explain  pa- 
tients’ rights  to  them. 

The  mean  satisfaction  score  was  84.9 
for  patients  who  had  received  informa- 
tion regarding  their  rights.  The  overall 
satisfaction  mean  was  81.2  for  those  pa- 
tients who  had  not  been  informed. 

The  American  Hospital  Association 
(AHA)  developed  the  Patient  Bill  of 
Rights  in  1973  to  contribute  to  more 
effective  patient  care  and  greater  pa- 
tient satisfaction.  Health  care  organiza- 
tions do  not  have  to  use  the  AHA  Bill  of 
Rights,  which  states  a patient  has  a 
right  to  respectful  care,  understandable 
information  regarding  diagnosis,  and 
confidentiality.  ★ 
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Where  is  the  outrage? 
An  open  letter  to  the 
Speaker  oftheTMA 
House  of  Delegates 


By  John  R.  Pettigrove,  MD 

The  idea  for  this  Forum  on 
Ethics  was  developed  because 
the  leadership  of  the  Texas 
Medical  Association  has  a 
sense  that  something  is  going 
terribly  wrong.  The  success  of  both 
Medicare  and  managed  care  depends 
upon  skillful  control  of  the  providers’ 
behavior,  and  it  is  how  we  as  physi- 
cians are  reacting  to  the  demands  of 
this  fiscal  change  that  is  being  called 
into  question. 

Today  it  would  appear  that  my 
practice  is  less  dependent  on  my  pro- 
fessional skills  and  more  dependent 
on  my  ability  to  adapt  to  change  than 
any  other  time  since  I began  as  a solo 
internist  some  25  years  ago.  Each 
year,  it  has  become  a little  tougher  to 
satisfy  the  third-party  payers  without 
a sense  that  I am  betraying  the  stan- 
dards of  my  profession  and  the  peo- 


ple who  come  to  me  seeking  medical 
help.  In  a nutshell,  it  would  appeal 
that  I have  a choice:  I can  be  a good 
internist,  or  I can  be  financially  pros 
perous.  Each  day  that  goes  by  seems 
to  increase  the  disparity  between 
what  is  good  medical  practice  and 
what  is  financially  expedient. 

You  who  are  ardent  supporters  of 
managed  care  feel  sure  that  my  view 
is  all  wrong.  Before  you  dismiss  me  as 
just  another  mad-dog  reactionary 
who  fears  and  despises  progress, 
please  hear  me  out.  I agree.  Economic 
prudence  and  good  medical  practice 
go  side  by  side.  But  I hardly  see  it  hap 
pening.  What  I do  see  is  blatant  self 
interest  guiding  the  decisions  that 
govern  how  health  care  is  hnanced, 
regulated,  and  dispensed.  Self-interest 
has  become  a virtue,  perhaps  the  only 
present-day  virtue.  Today,  colleagues 
whose  nefarious  schemes  would  have 
been  the  objects  of  professional  scoi  n 
years  ago  are  roundly  applauded  for 
their  ingenuity.  The  human  genome  is 
up  for  patent  and  sale.  I,  for  one, 
would  like  to  see  a change. 

But  change  is  not  the  point  of  this 
essay.  My  point  is  a question,  and  my 
question  is,  what  is  the  moral  and 
ethical  basis  of  our  piofession? 

We  physicians  are  considered 
among  the  most  educated  in  our  so 
ciety.  Our  social  and  professional  re 
sponsibilities  require  us  not  only  to 
understand  the  complexities  of  med 
ical  science,  but  it  is  exigent  that  we 
also  understand  the  convolutions  of 
our  culture.  Medicine  by  its  veiy  na 
ture  is  a motal  science.  We  physi 


cians  are  not  dispassionate  by- 
standers. We  are  active  players,  and 
our  effectiveness  is  defined  by  how 
earnestly  we  pursue  out  art. 

Requisite  to  being  educated  is  un 
derstanding  the  basis  of  our  moral  and 
philosophic  beliefs.  Unfortunately, 
when  it  comes  to  our  own  traditions, 
we  are  an  ignorant  people.  The  ethical 
basis  of  our  civilization  is  heavily 
rooted  in  the  Bible  and  Western  phi 
losophy.  So  the  great  works  of  Western 
philosophy  have  dehued  and  redefined 
our  character  over  centuries,  and  it  is 
up  to  us  to  decide  what  facets  of  that 
character  we  wish  to  reveal  to  the 
world  during  our  own  lifetimes.  We 
live  in  an  age  so  lopsidedly  obsessed 
with  materialism  and  subsequent  dual- 
ism that  the  notion  of  idealism  and  its 
extant  virtues  has  become  little  more 
than  a dead  metaphor  for  times  past. 

What  has  gone  wrong,  Ur  Speaker, 
is  that  the  traditional  values  that  have 
forged  oui  professional  character  have 
come  foursquare  against  a changing 
society,  a society  that  is  rapidly  losing 
its  way.  It  is  not  our  responsibility  to 
accommodate  it.  It  is  our  responsibil 
ity  to  heal  it  and  to  guide  it  back  to- 
ward the  platonic  and  Biblical  ideal. 
We  may  nevei  be  ruled  by  a philoso- 
pher king,  but  Uod  help  us  if  we  come 
to  be  ruled  by  a Cesare  Borgia. 

What  has  gone  wrong.  Dr  Speaker, 
is  the  death  of  outrage  among  our 
colleagues. 


John  R Pettigrove,  MD,  is  a physician  in  Corpus 
Christ!  and  a member  of  the  Texas  Medicine 
Editoiiai  Cannnittee 


Texas  Medicine  welcomes  comments  about  issues  discussed  in  the  Forum  on  Ethics.  If  you  would  like  to  comment  or  submit  a column  for  possible  publication,  please 
contact  Teri  Moran,  senior  editor,  at  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  phone  (800)  880  1300,  ext  1371,  or  (512)  370  1371;  fax  (512)  370-1632;  or  e-mail 
teri  m@texmed.org.  Proposed  columns  must  be  no  longer  than  900  words  and  written  in  a case  study  format 
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Medicare’s  new  army 

HGFA  enlists  physicians  and  patients  in  its  fight  against  fraud  and  abuse  ; 

1 

Most  Texas  physicians  have 
never  and  will  never  inten- 
tionally defraud  a health  in-j 
surance  provider,  and  most; 
resent  being  painted  as  crimi-j 
nals.  But  just  keeping  their 
noses  clean  is  no  longer 
enough.  New  initiatives  demand  that 
physicians  police  each  other  and  medical 
service  providers.  Oh,  and  now.  Medicare 
is  enlisting  patients.  > 


By  Monica  Maldonado,  Associate  editor 
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But  at  least  the  Health  Care  Financ- 
ing Administration  (HCFA)  is  beginning 
I to  tone  down  its  rhetoric,  much  to  the 
' relief  of  physicians  who  had  always  felt 
wrongly  accused,  as  it  continues  its 
well-funded,  relentless  pursuit  of 
Medicare  crooks.  At  the  Second  Annual 
National  Congress  on  Health  Care  Com- 
pliance, government  officials  spoke  in 
more  temperate  language  of  common 
goals  between  HCFA  and  physicians  for 
weeding  out  fraud. 

There  may  be  two  reasons  for  HCFA’s 
attitude  change.  One  is  that  a recent  au- 
dit of  Medicare  by  the  Department  of 
Health  and  Human  Services  (HHS)  Of- 
fice of  Inspector  General  (OIG)  revealed 
a significant  drop  in  documentation  er- 
rors since  1996,  when  the  office  first  be- 
i gan  performing  audits.  At  least  part  of 
that  drop  can  be  attributed  to  physicians' 
participation  in  the  audit.  In  the  past, 
many  physicians  who  had  been  audited 
■ were  not  submitting  requested  documen- 
,tation,  which  prompts  the  OIG  to  qualify 
'the  case  as  an  error.  And  the  second  rea- 
json  may  be  that  HCFA  now  wants  doc- 
itors  to  scout  swindlers  for  them. 

I The  results  of  the  1998  audit  by  the 
|OIG  were  heralded  as  good  news 
: among  the  forces  fighting  fraud  and 
'abuse.  Compared  with  previous  years, 
jthe  estimated  $12.6  billion  of  improp- 
jerly  paid  funds  for  fiscal  year  1998  is 
indeed  an  improvement.  The  estimate 
■represents  a 7.1%  error  rate,  down 
(from  1997’s  11%  rate  ($20.3  billion) 
and  1996’s  14%  rate  ($23.2  billion). 

' HHS  Secretary  Donna  Shalala  credits 
I the  decline  in  error-loss  dollars  to  the 
1 federal  government’s  zero-tolerance 
: policy  on  waste,  fraud,  and  abuse,  but 
I this  connection  is  a bit  tenuous. 

I The  OIG  identified  two  major  problem 
I areas  — payments  for  services  that  were 
:not  medically  necessary  and  bills  that 
were  upcoded  to  receive  higher  reim- 
bursement rates  than  were  Justified  — 
1 which  account  for  $9.3  billion  of  the  im- 
; proper  claims.  The  other  improper  claims 
were  attributed  to  documentation  dis- 
; crepancies,  services  not  covered  by 
Medicare,  and  other  types  of  errors.  Ac- 
cording to  the  OIG,  only  26%  of  improper 
I bills  were  submitted  by  physicians  while 
, hospitals,  home  health  agencies,  nursing 
, facilities,  and  durable  medical  equipment 
I (DME)  suppliers,  among  others,  ac- 
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counted  for  the  rest.  But  the  7.1%  error 
rate  includes  everything  from  inadvertent 
mistakes  to  outright  fraud,  and  the  OIG 
admits  that  quantifying  the  amount  di- 
rectly attributable  to  fraud,  much  less 
fraud  by  physicians,  would  be  impossible. 

It’s  not  you,  it’s  them 

Regardless,  HCFA  has  not  softened  its 
stance  on  fraud  and  abuse.  It  does  seem, 
however,  to  be  focusing  on  the  biggest 
culprits.  Recently,  HH$  Inspector  General 
June  Gibbs  Brown  issued  a fraud  alert 


think  Texas  physicians  ought  to  take 
command  and  demonstrate  an  intoler- 
ance for  these  people  who  operate  on 
poor  motives,”  said  Dr  Duimagan.  “If  we 
don’t  take  this  upon  ourselves,  some- 
body is  going  to  do  it  for  us,”  he  added. 
“That’s  kind  of  what  is  happening  now, 
and  so  far  it  has  been  very  painful.” 

Facing  the  Medicare  bullies 

Dr  Dunnagan  calls  HCFA’s  methods 
“Machiavellian”  and  says  they  “make  the 
IRS  look  like  choirboys.”  Among  the 


“It  may  sound  simple-minded  to  say, 
but  I think  Texas  physicians  ought  to  take  command 
and  demonstrate  an  intolerance  for  these  people 
who  operate  on  poor  motives.  If  we  don’t  take  this 
upon  ourselves,  somebody  is  going  to  do  it  for  us.” 


warning  against  “physician  laxity.”  The 
alert  said  most  physicians  do  not  intend 
to  defraud  Medicare  when  they  author- 
ize home  health  care  and  durable  med- 
ical equipment  (DME)  for  a patient,  but 
physicians  do  need  to  be  more  careful 
and  emphatic  in  assessing  medical  neces- 
sity or  reviewing  forms  from  the  medical 
service  provider  before  signing  them. 

The  alert  cautioned  against  prescrib- 
ing these  services  as  a courtesy  without 
determining  medical  necessity,  knowingly 
or  recklessly  signing  false  or  misleading 
medical  certification,  and  accepting  kick- 
backs  for  their  signatures.  “We  are  issuing 
this  Fraud  Alert  because  physicians  may 
not  appreciate  the  legal  and  program- 
matic significance  of  certifications  they 
make  in  connection  with  the  ordering  of 
certain  items  and  services  for  their 
Medicare  payments,”  the  OIG  said.  “We 
urge  physicians  and  their  staff  to  report 
any  suspicious  activity  in  connection  with 
the  solicitation  or  completion  of  certifica- 
tions to  the  Office  of  Inspector  General.” 

Steven  Dunnagan,  MD,  a member  of 
TMA’s  Board  of  Councilors,  believes 
most  physicians  should  concede  to  HCFA 
on  the  point  that  physicians  are  respon- 
sible for  weeding  out  fraud  in  cases 
where  their  signatures  are  required.  “It 
may  sound  simple-minded  to  say,  but  I 


weapons  HCFA  wields  is  the  False  Claims 
Act,  a law  dating  back  to  1863  that  al- 
lows private  citizens  — acting  as  qui  tarn 
or  whistle-blowers  — to  prosecute  de- 
frauders for  a portion  of  the  proceeds. 
The  number  of  qui  tarn  cases  grew  from 
33  in  1987  to  532  in  1997,  and  by  Sep- 
tember of  1998,  60%  of  qui  tarn  cases  in- 
volved HHS.  The  legal  community 
predicts  that  whistle-blowing  will  be  even 
more  widespread  in  the  coming  years. 

Some  say  that  the  continued,  creative 
use  of  the  False  Claims  Act  distorts  health 
care  regulations.  When  a whistle-blower 
calls  a health  care  provider  on  a claim,  for 
instance,  it  is  often  in  the  best  interest  of 
the  provider  to  settle  out  of  court.  Penal- 
ties for  each  false  claim  can  be  $5,000  to 
$10,000;  at  the  same  time,  the  burden  of 
proof  was  relaxed  from  “clear  and  con- 
vincing evidence”  to  a “preponderance  of 
evidence.”  In  addition,  there  is  little  to 
discourage  frivolous  lawsuits. 

All  of  this  can  seem  pretty  scary  to 
physicians  who  wonder  if  their  honest 
mistakes  will  be  penalized  under  this 

Legal  articles  in  Texas  Medicine  are  Intended  to  help 
physicians  understand  the  law  by  providing  legal  infor- 
mation on  selected  topics.  These  articles  are  pub- 
lished with  the  understanding  thatTMA  is  not  engaged 
in  providing  legal  advice.  When  dealing  with  specific 
legal  matters,  readers  should  seek  assistance  from 
their  attorneys. 
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law.  But  the  percentage  of  physicians 
who  are  taken  to  court  under  the  False 
Claims  Act  is  very  small,  says  Assistant 
US  Attorney  Pete  Winn,  JD.  “Ninety- 
hve  percent  of  these  cases  are  dis- 
missed if  the  government  doesn’t 
intervene,  and  95%  are  settled  out  of 
court  when  the  government  does  inter- 
vene. Qui  tarn  is  a threat,  but  that 
threat  can  be  dramatically  reduced  if 
the  doctor  is  clear  and  communicates 
well  with  his  or  her  billings  person.” 

Aside  from  the  possibility  of  costly  and 
damaging  litigation,  another  thing  that 
frightens  physicians  is  audits,  especially 
postpayment  audits,  says  Barry  Thomas, 
a Part  B medical  review  coordinator  for 
TrailBlazer  Health  Enterprises,  Inc  — the 
Texas  Medicare  carrier. 

HCFA  has  drafted  some  new  guide- 
lines for  its  Medicare  carriers  that  would 
slightly  increase  the  number  of  postpay- 
ment audits  being  performed.  Exactly 
how  much  that  percentage  will  be  in- 
creased will  be  finalized  this  summer. 
Mr  Thomas  says  that,  though  the  per- 
centage by  which  postpayment  audits 
will  be  increased  is  much  less  than  1%, 
even  an  incremental  increase  will 
greatly  affect  a carrier  as  large  as  Trail- 
Blazer.  Between  October  1998  and 
March  1999,  TrailBlazer  conducted 
2,070  postpayment  audits,  the  results  of 
which  range  from  the  determination  of 
no  improper  payment  to  the  imposition 
of  heavy  hues,  with  many  of  the  cases 
still  pending.  But  that  number  includes 
all  of  the  places  for  which  TrailBlazer 
acts  as  a carrier,  including  Maryland, 
Delaware,  Washington,  DC,  and  Texas. 

Mr  Thomas  says  that  if  that  amount  is 
the  same  in  the  next  6 months,  then  over 
a year,  the  agency  will  have  conducted 
4,150  postpayment  audits  out  of  an  esti- 
mated 55  million  claims,  resulting  in  a 
postpayment  audit  rate  of  less  than  1 out 
of  10,000.  “The  bulk  of  these  are  physi- 
cian claims,”  Mr  Thomas  said,  “but  that 
number  also  includes  ambulance  service 
providers,  therapists,  and  others.” 

Dr  Dunnagan  says  his  staff’s  experi- 
ence with  postpayment  audits  and  HCFA 
has  not  been  bad.  He  remembers  one  in- 
stance where  HCFA  simply  pointed  out 
what  was  wrong  and  requested  that  the 
overcharges  be  paid  back  without  a hne. 


Barbara  Harvey,  vice  president  of 
Medicare  Program  Integrity  in  Texas, 
says  most  of  her  efforts  focus  on  pre- 
venting improper  payments  in  the  hrst 
place.  She  agrees  with  the  assessment 
that  the  number  of  physicians  guilty  of 
fraud  in  this  state  is  relatively  small. 
But,  she  added,  “The  message  we  want 
to  convey  is  that  physicians  need  to  be 
cognizant  of  the  rules  and  understand 
the  policies  regarding  billing.” 


The  latest  threat 

Almost  everyone  agrees  that  most  physi- 
cians don’t  have  anything  to  worry 
about  when  it  comes  to  being  prose- 
cuted for  fraud.  Honest  mistakes  are  just 
that.  The  line  between  them  and  out- 
right fraud  is  usually  very  clear,  and  de- 
spite the  threatening  overtones  from 
HCFA,  most  of  the  time  the  Medicare 
carrier  will  work  with  physicians  to  cor- 
rect their  billing  procedures.  Still,  physi- 
cians’ resentment  against  interference 
from  health  insurance  providers  exists. 

Now,  a new  initiative  has  been 
added  to  the  list  of  fraud  watchdogs, 
further  undermining  physicians’  sense 
of  privacy  and  cutting  into  their  rela- 
tionships with  their  patients. 

HHS  and  the  US  Department  of  Jus- 
tice have  teamed  with  the  American 
Association  of  Retired  Persons  (AARP) 
to  create  a program  that  encourages 
Medicare  beneficiaries  to  keep  an  eye 
out  for  incorrect  billing  by  their  health 
care  providers.  Called  the  “Neighbor- 
hood Fraud  Watch,”  the  AARP  asked  its 
members  to  be  the  “first  line  of  de- 
fense” against  Medicare  fraud.  On  its 
Web  site,  the  AARP  advises  members  to 
call  the  fraud  hotline  if  they  respond 
“no”  to  any  of  the  following  questions: 

• Did  you  receive  the  service  or  prod- 
uct for  which  Medicare  is  being 
billed? 

• Did  your  doctor  order  it  for  you? 


• To  the  best  of  your  knowledge,  is  the 
service  or  product  relevant  to  your 
diagnosis  or  treatment? 

AARP  also  urges  its  members  to  call 
the  fraud  hotline  if  they  “can’t  easily  re- 
solve their  questions  with  the  provider.” 

Most  physicians  are  outraged  by  the 
program,  saying  that  nothing  could 
damage  the  patient-physician  relation- 
ship more. 


“The  government’s  tactics  are  lamen- 
table,” said  American  Medical  Associa- 
tion President  Nancy  W.  Dickey,  MD,  of 
College  Station.  “The  government  sim- 
ply does  not  know  the  split  of  the 
Medicare  payment  problem  between 
genuine  fraud  and  unintentional  billing 
errors  caused  by  the  hideously  complex, 
incomprehensible  government  forms.” 

Sage  advice 

In  the  end,  all  this  culminates  to  a single 
preventive  measure:  be  honest.  Mr  Winn 
says  doctors  have  been  scared  unneces- 
sarily. The  picture  being  painted  by 
HCFA  and  other  agencies  that  improper 
payment  errors  and  fraud  and  abuse  of 
Medicare  are  scourging  the  system  is  a 
bit  misleading  because  “if  you  apply  only 
10%  of  the  resources  you  need  to  deal 
with  the  problem,  you’re  always  going  to 
have  a problem.”  Also,  he  believes  that 
defense  lawyers  who  are  interested  in 
representing  doctors  may  purposefully 
overstate  the  actual  risks  to  doctors. 

Dr  Dunnagan’s  attorneys  have  said 
that  the  best  way  for  physicians  to 
avoid  audits  is  to  review  and  update 
their  procedures.  If  they  believe  they 
might  be  making  mistakes  in  coding 
procedures,  they  should  not  call  atten- 
tion to  the  mistakes  made  in  the  past 
but  correct  future  errors.  ★ 


“The  message  we  want  to  convey  is  that 
physicians  need  to  be  cognizant  of  the  rules  and 
understand  the  policies  regarding  billing.” 
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Wading^  in  the  g:ene  pool 
Genetics  research  has  gfreat  potential, 
but  do  physicians  know  how  to  use  it? 
By  Monica  Maldonado,  Associate  editor 


In  1995,  Francis  Collins,  MD,  now 
director  of  the  National  Institutes 
of  Health  Human  Genome  Research 
Institute,  predicted, “Ten  years  from 
now,  almost  every  doctor  will  be 
dealing^  with  DNA  tests  in  their  offices. 
We  must  move  swiftly  to  be  prepared 
for  the  revolutionary  chang^e  in  the 
way  medicine  will  be  practiced.” 

Four  years  later,  exactly  how  and  what 
to  prepare  for  remain  to  be  seen.  >■  > 
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The  exponentially  growing  knowledge  of  the  human 
genome  is  creating  seemingly  limitless  possibilities  for  medi- 
cine. With  the  accelerated  rate  of  discovery  come  questions 
most  have  never  contemplated.  Inevitably,  the  public  will  look 
to  physicians  for  answers  while  physicians  themselves  struggle 
to  find  accurate  information.  “Genetics  is  a powerful  science,” 
said  Jenny  Young  Tribble,  program  manager  of  TMA’s  Physi- 
cian Oncology  Education  Program  (POEP),  “but  there  is  work 
to  be  done  before  it  will  empower  most  practicing  physicians.” 

Physicians  are  being  confronted  by 
patients  with  a little  information  and  a 
lot  of  questions  about  genetic  screen- 
ing, specifically  the  new  DNA  tests.  To- 
day, physicians  new  to  the  field  can 
turn  to  genetics  professionals,  including 
board-certified  genetics  counselors  who 
are  trained  in  discussing  risk  and  out- 
come. So  far,  however,  Texas  has  only 
approximately  40  genetics  counselors, 
not  all  of  whom  are  practicing.  Jill  Cor- 
tada,  RN,  a genetics  counselor  at  The  University  of  Texas 
Health  Science  Center  (UTHSC)  in  San  Antonio  said,  “I  know 
of  three  genetics  counselors  in  San  Antonio,  but  I’m  probably 
the  only  one  working.  And  I work  part-time.” 

If  Dr  Collins’  prediction  comes  true,  will  physicians  be  ready 
to  take  on  their  new  roles  as  genetics  liaisons?  It’s  difficult  to 
see  past  the  obstacles.  Many  doctors  stop  short  of  referring  pa- 
tients for  genetic  testing,  concerned  about  the  high  costs  of  the 
new  tests  and  the  privacy  of  the  results,  as  well  as  the  uncer- 
tainties of  dealing  with  patients  when  the  test  results  are  avail- 
able. Other  hurdles  to  consider  include  the  availability  of 
genetic  testing  and  the  risk  of  discrimination  and  social  stigma- 
tization for  those  who  have  been  determined  to  be  disposed  ge- 
netically to  a particular  disease,  not  to  mention  the  current  lack 
of  available  medical  options  for  treating  unbeatable  diseases. 

In  1996,  POEP  surveyed  Texas  physicians  to  gauge  their  ex- 
periences with  genetic  cancer  screening.  Although  the  results 
are  3 years  old,  one  of  the  survey’s  developers,  Sharon  E.  Plon, 
MD,  PhD,  director  of  the  Baylor  Cancer  Genetics  Clinic  at  Texas 
Children’s  Hospital  and  Methodist  Hospital,  both  in  Houston, 
believes  the  results  would  not  be  much  different  if  the  same 
survey  were  to  be  conducted  on  the  same  physicians  today. 

“Physicians  still  feel  a real  gap  between  what’s  been  dis- 
covered and  what  they  know,”  Dr  Plon  said.  She  optimistically 
added,  “But  my  experience  has  been  that,  like  most  things  in 
clinical  medicine,  once  physicians  refer  a few  patients  to  a ge- 
netics clinic,  they  start  to  get  a handle  on  what  is  useful  and 
what  isn’t,  and  they  get  more  comfortable  with  the  process.” 

The  obstacles  physicians  perceive 

In  order  to  integrate  DNA  testing  into  their  standard  practice, 
physicians  must  first  learn  the  facts  behind  their  preconcep- 
tions. Physicians’  concerns  about  the  cost  of  screenings  is  sig- 
nificant, in  light  of  the  growth  of  managed  care  and  Medicaid 
cutbacks.  So  far,  the  feedback  on  the  cost  of  the  new  genetic 
tests  has  been  mixed.  The  most  widely  used  genetic  cancer 


tests  have  been  the  $2,400  BRCAl  and  BRCA2  tests  for  i 
breast  and  ovarian  cancer,  respectively.  Ms  Cortada  says  the 
majority  of  her  patients  are  covered  for  the  tests  by  their  i 
health  insurance  plans.  The  center  also  has  a small  amount ' 
of  grant  money  available,  which  it  uses  to  sponsor  patients 
with  no  insurance  and  strong  family  histories  for  the  dis- 
eases. And  she’s  also  seen  patients  who  choose  to  pay  for  the 
procedure  out-of-pocket,  mostly  to  keep  the  results  from 
their  health  insurance  providers. 


A facility  in  Salt  Lake  City  owns  the  patent  for  the  BRCAl 
and  BRCA2  tests,  so  all  genetic  samples  in  the  United  States  are 
tested  there.  Eor  the  office  visit  and  interpretation  of  the  re- 
sults, the  UTHSC-San  Antonio  clinic  charges  patients  from 
$200  to  $400  per  visit.  As  Ms  Cortada  explained,  “Being  wor- 
ried about  the  cost  is  a legitimate  concern,  but  the  results  of  the 
test  are  not  at  all  simple  to  interpret.  A patient  has  to  go  to  a 
clinic  that  has  a lot  of  experience  with  these  tests.”  She  says  at 
UTHSC-San  Antonio,  the  test  results  are  discussed  by  a team, 
which  usually  consists  of  three  medical  oncologists,  a biostatis- 
tician, a genetics  counselor,  an  ethicist,  and  sometimes  a med- 
ical anthropologist,  before  they  are  offered  to  the  patient. 

Arthur  Beaudet,  MD,  of  the  department  of  molecular  and 
human  genetics  at  Baylor  College  of  Medicine  and  a past  pres- 
ident of  the  American  Society  of  Human  Genetics  (ASHG), 
also  believes  the  concern  over  royalty  fees  from  facilities  that 
own  patents  might  deter  physicians  from  referring  patients 
for  tests.  But  looking  forward,  in  a presidential  address  to  the 
ASHG,  Dr  Beaudet  compared  adult  DNA  testing  with  the  test- 
ing performed  as  part  of  newborn  screening.  “There  may  be 
an  important  threshold  effect  for  population-based  DNA  test- 
ing, which  perhaps  awaits  a single,  compelling  application  to 
justify  implementation.”  He  continued,  “If  this  were  to  occur, 
the  cost  of  adding  tests  would  be  significantly  reduced  as  the 
processes  for  consent,  sample  collection,  and  reporting  could 
serve  for  multiple  tests.” 

Physicians  who  responded  to  the  POEP  survey  also  said  a 
major  concern  is  the  current  lack  of  guidelines  for  appropri- 
ate surveillance  and  treatment  for  patients  who  have  tested , 
positive.  For  example,  when  a patient  learns  that  her  j 
chances  for  someday  having  breast  cancer  are  very  high,  or 
positive,  she  might  turn  to  her  physician  for  guidance  on  ^ 
how  to  proceed,  leading  to  a “What  would  you  do,  doctor?” 
scenario.  But  Ms  Cortada  says  physicians  do  not  have  to  go 
through  it  alone.  Most  genetics  counselors  continue  their  re- 
lationships with  patients  long  after  the  test  results  are  com- 1 
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Physicians  who  responded  to  the 
POEP  survey  also  said  a major 
concern  is  the  current  lack  of 
g^uidelines  for  appropriate 
surveillance  and  treatment  for 
patients  who  have  tested  positive. 
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Below  are  the  results  of  the  1996  survey  performed  for  the  Texas  Medical  Association’s  Physician  Oncology  Education 
Program  by  the  Baylor  College  of  Medicine  Center  for  Cancer  Control  Research,  with  funding  from  the  Texas  Cancer 
Council.  A discussion  of  the  results,  by  Lois  C.  Friedman,  PhD;  Sharon  E.  Plon,  MD,  PhD;  H.  Paul  Cooper,  MA;  and 
Armin  D.  Weinberg,  PhD,  was  published  in  the  Journal  of  Cancer  Education  {^99^•,'\2:'\99-20Z). 


Have  you  ever  discussed  with  a pa- 
tient the  subject  of  genetic  screen- 
ing for  susceptibility  to  any  of  the 
following  cancers?  (42%  checked 
one  or  more) 


58%  29%  19%  16%  2%  2%  4%  4%  1%  0%  3% 


m None  of  the  following 
M Breast  cancer 
C Ovarian  cancer 
I Colon  cancer 
H Gastric  cancer 
H Renal  cancer 

■ Lung  cancer 
I Thyroid  cancer 

! Pancreatic  cancer 
Brain  cancer 
Other 

Are  there  situations  where  you 
would  consider  genetic  screening  for 
any  of  the  following  disorders  that 
predispose  to  cancer?  (83%  checked 
one  or  more) 

; 17%  64%  49%  38%  33%  31%  12%  8%  2% 

■ None  of  the  following 

I Breast,  ovarian  cancer  (BRCA1,  BRCA2) 

I V Familial  polyposis  coli  (Gardner's  syndrome) 
I Neurofibromatosis,  types  I or  II 
i H Multiple  endocrine  neoplasia,  type  II 
i 7 H Hereditary  nonpolyposis  colon  cancer 

[ ^ H Von  Hippel-Lindau  disease 

^ B Germline  p53  mutation  (Li-Fraumeni  syndrome) 

\ B other 


ii 

>■ 

h* 

i 


Have  you  ever  referred  a patient  for 
genetic  evaluation  for  cancer  risk? 


19%  30%  52% 


■ Yes 

B No,  wanted  to  refer  but  such  services  were 
not  available 

No,  have  had  no  need  for  such  services 


Have  you  ever  requested  DNA  test- 
ing of  a patient  for  cancer  risks? 


4%  36%  60% 


B Yes 

B No,  would  have  used  such  services  were  they 
available 

No,  have  had  no  need  for  such  services 


I would  like  to  see  more  continuing 
education  programs  and  educa- 
tional materials  on  genetic  testing 
for  cancer  risks  covering  the  follow- 
ing subjects:  (check  all  that  apply) 


77%  69%  68%  64%  47%  45%  44%  34%  3% 


Genetics  of  breast  cancer 

Cancer  screening  guidelines  for  patients  at 

high  genetic  risk 

Genetics  of  colon  cancer 

Genetics  of  ovarian  cancer 

Legal  issues 

Ethical  issues 

Other  cancer  genetic  syndromes 
informed  consent  issues 
Other 


Which  of  the  following  would  you 
consider  to  be  major  obstacles  to 
adopting  greater  use  of  genetic  test- 
ing for  cancer  risks  in  your  practice? 
(check  all  that  apply) 


69%  60%  60%  55%  44%  41%  37%  30%  9%  8% 


Cost  of  genetic  testing 

Lack  of  guidelines  for  patient's  reaction  to 
test  results 

Concern  about  impact  of  testing  on  patient's 
insurability 

Availability  of  genetic  testing 
Potential  for  false-positive  results 
Concern  about  patient's  reaction  to  test 
results 

Difficulty  in  interpretation  of  test  results 
Potential  for  false-negative  results 
Other 

«i  None  of  the  above 
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pleted.  “We  continue  to  see  them  in  our  clinic  every  6 
months  or  annually,  and  in  the  case  of  breast  cancer,  we  de- 
vise a list  of  recommendations  for  surveillance,”  she  said. 

Dr  Plon  predicts  that  more  and  more  medical  organizations 
will  begin  to  develop  clear  guidelines  for  dealing  with  positive 
results  of  genetic  testing.  She  notes  that  organizations  such  as 
the  National  Institutes  of  Health  and  the  American  Society  of 
Clinical  Oncologists  already  have  begun  to  map  out  guidelines 
for  physicians. 

The  American  Medical  Association 
Code  of  Medical  Ethics  also  addresses  a 
patient’s  right  to  privacy,  another  ma- 
jor concern  of  Texas  physicians.  At  the 
state  level,  this  year’s  legislative  ses- 
sion saw  a bill  (SB  538)  that  would 
strengthen  antidiscrimination  provi- 
sions passed  last  session  by  expanding 
on  the  definition  of  “genetic  informa- 
tion.” The  bill  applies  to  discrimination 
from  employers,  labor  organizations, 
employment  agencies,  group  health  insurance  plans,  and  li- 
censing authorities.  It  also  contains  provisions  for  the  pa- 
tient’s right  or  refusal  to  know  the  results  and  the  destruction 
of  the  sample  of  genetic  material. 

At  press  time,  the  bill  had  passed  from  the  Senate  floor  on 
to  the  House  of  Representatives  for  a vote.  Jill  Aslakson, 


TMA’s  scientific  affairs  specialist,  said,  “We  hope  this  bill  will 
encourage  reluctant  patients  to  disclose  important  informa- 
tion about  their  family  histories.” 

An  important  reality 

while  physicians’  concerns  are  valid.  Dr  Plon  points  out  a ma- 
jor obstacle  that  the  survey  respondents  were  not  as  concerned 
about  — interpreting  the  results  of  genetic  tests.  For  a geneti- 
cist, Dr  Plon  says,  this  is  the  biggest  obstacle.  Currently,  the 


law  states  that  the  person  who  orders  the  test  is  responsible  for 
interpreting  the  results.  Until  recently,  most  tests  were  ordered 
by  geneticists  and  counselors,  who  are  trained  to  interpret  test 
results.  As  more  genetic  tests  are  ordered  by  physicians.  Dr 
Plon  says,  the  fear  is  that  they  will  misinterpret  test  results  be- 
cause of  their  lack  of  training  and  experience  in  this  field. 


“Beings  worried  about  the  cost 
is  a leg^itimate  concern,  but  the 
results  of  the  test  are  not  at  all 
simple  to  interpret.  A patient  has 
to  g^o  to  a clinic  that  has  a lot  of 
experience  with  these  tests.” 


POEP  resources 


The  Physician  Oncology  Education  Program  (POEP)  offers  programs  and  symposia  for  continuing  medical 
education  credit  that  include  discussion  on  genetic  cancer  screening. 

“Eliminating  Cancer  Pain  in  the  21st  Century:  What  Clinicians  Need  to  Know” 

June  19  — Austin 

“Breast,  Cervix,  and  Skin  Cancers:  What  Primary  Care  Physicians  Need  to  Know" 

June  24  — Midland 

“Cancer  Control  in  Northeast  Texas:  What  Physicians  Need  to  Know” 

August  12  — Texarkana 

“Cancer  Control  in  Special  Populations:  What  Primary  Care  Physicians  Need  to  Know” 

Date  to  be  announced  — Longview/Marshall;  Greater  Houston  Area 

“Cancer  Control  in  East  Texas:  What  Primary  Care  Physicians  Need  to  Know” 

Date  to  be  announced  — Nacogdoches 

For  more  information  on  any  of  these  programs,  call  (800)  880-1300,  ext  1672,  or  (512)  370-1672. 

Other  valuable  resources  for  information  on  genetic  testing  in  the  state  include  The  Texas  Genetic  Network,  Diana 
Rosas,  director,  (210)  567-5194;  www.tdh.texas.gov/texgene/texgene.htm. 
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With  researchers  in  Germany,  Japan,  England,  and  the 
United  States,  the  Human  Genome  Project,  which  for- 
mally began  in  1990,  had  predicted  a detailed  map  of  the 
entire  human  genome  by  2005.  Today,  a pared-down  con- 
sortium expects  to  have  completed  a “working  draft"  of 
the  genome  by  spring  2000. 

To  drive  the  project  to  warp  speed,  the  National  Insti- 
tutes of  Health  National  Human  Genome  Research  Insti- 
tute (NHGRI)  in  March  awarded  three  research  centers  in 
the  United  States  $81.6  million 
over  the  next  10  months.  One  of 
those  research  centers  was  Bay- 
lor College  of  Medicine’s  Human 
Genome  Sequencing  Center, 
headed  by  Richard  A.  Gibbs, 

PhD,  which  received  $13.4  million. 

The  Baylor  lab  was  established  in  1996  as  one  of  six 
large-scale  sequencing  pilot  projects  funded  by 
NHGRI.  The  new  full-scale  phase  puts  Baylor  in  the 
company  of  sequencing  groups  at  Washington  Univer- 
sity in  St  Louis  ($33.3  million)  and  the  Whitehead  Insti- 
tute for  Biomedical  Research  in  Cambridge,  Mass 
($34.9  million),  both  of  which  were  part  of  the  NHGRI 
grant.  The  US  Department  of  Energy’s  Joint  Genome 
Institute  and  the  Wellcome  Trust-funded  Sanger  Center 
in  Cambridge,  England,  complete  the  team  that  will  aim 
for  the  spring  2000  deadline. 

“We’re  the  smallest,  but  it’s  pretty  good  company  for 
our  lab,"  Dr  Gibbs  said.  “Baylor  has  assertively  put  itself 
forward  to  provide  the  resources  for  us  to  build  the 
genome  center.  It  was  a brave  thing  to  do,  and  now  it  has 
been  rewarded." 

The  lab  was  selected  because  it  had  completed  15  mil- 
lion bases  of  high-quality,  finished  sequence  by  Decem- 
ber 1998.  Since  1996,  the  lab  has  grown  to  include  94 
employees,  14,000  square  feet  of  space,  and  21  sequencing 
machines,  with  more  on  the  way,  thanks  to  the  new  grant. 

“The  big  impact  part  of  the  project  will  occur  over  the 
next  year,"  said  Dr  Gibbs,  “but  that  will  be  just  the  begin- 
ning." When  the  human  genome  is  completed,  the  Baylor 
lab  will  move  on  to  sequencing  the  genome  of  the  mouse. 
“Comparing  the  two  will  be  extremely  informative,"  Dr 
Gibbs  said. 

The  speed  at  which  the  DNA  is  being  sequenced  has 
been  spurred  on  by  private  competition.  Last  year, 
Perkin  Elmer  of  Norwalk,  Conn,  the  company  that  built 
the  most  state-of-the-art  sequencing  machines,  paired 
with  sequencing  maverick  J.  Craig  Venter  to  create 
Celera  Genomics,  in  Rockville,  Md.  It  said  it  would  se- 
quence the  human  genome  by  2001,  about  4 years  sooner 


than  the  federally  sponsored  Human  Genome  Project 
had  promised.  “We  were  a little  bit  taken  aback  by  the 
assertive  moves  of  Perkin  Elmer,"  said  Dr  Gibbs,  “and  it 
made  us  rethink  our  strategy." 

Instead  of  creating  a high-quality,  finished  sequence 
of  the  entire  genome,  the  consortium  is  choosing  to  cre- 
ate the  “working  draft"  at  the  earlier  date.  The  difference 
between  a high-quality  sequence  and  a working  draft  is 
one  of  time  and  resources.  As  Dr  Gibbs  explains,  the  se- 


quencing process  is  not  100%  accurate.  The  machine 
takes  a chemically  altered  DNA  sample  that  “displays" 
each  of  the  four  bases  in  different  colors.  It  then  reads 
these  colors  one  after  the  other.  But  to  get  the  most  ac- 
curate reading,  the  same  sample  of  DNA  is  put  through 
the  machine  a number  of  times  to  confirm  the  data.  “The 
pressure  exists  if  you  only  have  a certain  amount  of  re- 
sources," Dr  Gibbs  said,  “and  the  temptation  is  not  to 
test  all  of  it  so  thoroughly  because  you  have  a lot  of 
ground  to  cover." 

After  the  working  draft  is  completed,  the  consortium 
will  go  back  to  create  the  high-quality  version,  says  Dr 
Gibbs.  “The  only  danger  is  that  we  won’t  finish.  The 
short-term  gains  from  doing  the  draft  might  satisfy 
everybody  enough  so  they  won’t  be  enthusiastic  about 
pushing  to  get  the  quality  that  we  think  would  benefit 
people  the  most." 

The  project  has  been  a cross-disciplinary  effort  at 
Baylor,  involving  engineers,  chemists,  computer  pro- 
grammers, and  others.  “We’ve  had  to  get  about  100  peo- 
ple in  here  and  work  through  doing  this  project  properly. 
Such  a cross-disciplinary  project  is  unusual  in  biology,” 
Dr  Gibbs  said. 

The  Human  Genome  Project  plans  to  share  its  infor- 
mation with  other  public  research  centers  as  well  as  pri- 
vate ones.  And  Baylor  is  not  the  only  Texas  lab  involved 
in  the  race  to  sequence  the  genome.  The  Genome  Sci- 
ence and  Technology  Center  at  The  University  of  Texas 
Southwestern  Medical  Center,  headed  by  Glen  Evans, 
MD,  also  has  mapped  millions  of  genes  and  was  funded 
by  NHGRI.  Both  labs’  participation  scores  high  marks 
for  Texas  as  a mecca  for  medical  research.  “Texas  should 
be  proud,”  said  Dr  Gibbs.  “I  think  the  effects  of  this  proj- 
ect will  be  explosive.” 


“The  big  impact  part  of  the  project 
will  occur  over  the  next  year, 
but  that  will  be  Just  the  beginning.’’ 
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Many  of  the  current  genetic  tests,  including  BRCAl  and 
BRCA2,  though  not  100%  telling,  can  be  much  more  inform- 
ative if  there  is  a known  occurrence  of  cancer  in  the  family 
history.  The  results  can  still  provide  valuable  guidance  to 
physicians.  Dr  Plon  explained,  “With  BRCAl  and  2,  for  ex- 
ample, if  someone  is  found  to  have  a mutation,  she  really 
does  have  an  increased  risk  for  cancer.  No,  it  is  not  an  ab- 
solute determination,  but  the  risk  is  still  substantially  in- 
creased. And  that  fact  has  been  lost  in  all  the  noise  about  the 
fact  that  you  can’t  give  an  absolute  cal- 
culation.” Navigating  this  gray  area  is 
something  for  which  most  physicians 
will  need  more  education. 

In  their  response  to  the  POEP  sur- 
vey question  asking  when  they  would 
consider  genetic  screening,  most 
physicians  said  they  would  consider  it 
for  breast  and  ovarian  cancer  and  for 
Gardner’s  syndrome  (familial  polypo- 
sis of  the  large  bowel).  Dr  Plon  be- 
lieves the  respondents  based  their  answers  on  tests  they’d 
heard  about  rather  than  those  that  were  most  accurate  and, 
therefore,  most  useful.  “So,  for  example,  the  test  for  von  Hip- 
pel-Lindau  [VHL]  disease  had  one  of  the  lowest  percentages 
in  the  survey,  but  that  is  actually  a disease  for  which  the  DNA 
test  is  most  indicated,”  she  said. 

“These  disorders  — VHL  and  multiple  endocrine  neopla- 
sia, type  II  — are  rare.  Most  physicians  are  not  likely  to  see 
them  in  a given  year,”  continued  Dr  Plon,  “but  for  these  dis- 
orders, clearly  the  best  standard  of  care  for  a patient  is  to 
have  the  screening  performed.  Primary  care  physicians  just 
aren’t  aware  that  these  tests  are  available.” 

What’s  most  relevant  to  your  practice? 

The  key  step  in  the  process  of  genetic  screening  in  general  is 
determining  which  patients  should  have  the  tests  per- 
formed. Aside  from  prenatal  screening,  the  vast  majority  of 
tests  are  performed  on  pre-reproductive  women  and  those 
patients  with  a high  family  occurrence  of  the  disorder,  ac- 
cording to  Dr  Beaudet.  So,  for  most  primary  care  physicians, 
it  is  important  to  understand  how  to  take  an  appropriate 
family  history. 

Dr  Plon  says  that  genetic  research  is  beginning  to  dis- 
prove common  misperceptions  among  physicians.  For  exam- 
ple, in  the  case  of  breast  cancer.  Dr  Plon  says  many 
physicians  see  the  risk  of  inheriting  the  disease  only  through 
the  mother’s  side,  but  a woman  is  equally  likely  to  inherit 
the  risk  from  the  father’s  side.  “Until  these  genes  were 
cloned,  it  was  hard  to  prove  this  one  way  or  the  other,”  Dr 
Plon  said.  “But  now,  it  is  actually  well  documented  that  a 
woman  can  inherit  it  from  either  side.” 

She  also  suggests  physicians  take  note  of  the  age  of  onset 
of  the  disease  in  relatives  and  in  the  patient.  “I  think  many 
physicians  are  unaware  of  this,  but  the  younger  the  patient 
is  at  onset  of  the  disease,  the  more  likely  the  disease  can  be 
linked  to  a genetic  cause.”  She  continues,  “Also  in  the  case 


of  breast  cancer,  if  it  occurs  in  a member  of  the  family  who 
also  has  ovarian  cancer,  it  is  even  more  likely  to  be  geneti- 
cally inherited.” 

Dr  Beaudet  suggests  that,  in  theory,  the  knowledge  of  a 
family’s  predisposition  to  certain  disorders  could  lead  to  pre- 
dictive screening  and  preventive  measures  that  would  save 
many  lives.  However,  in  actuality.  Dr  Beaudet  said,  “how  ef- 
fective the  practice  of  contacting  relatives  turns  out  to  be  is 
not  a simple  matter.” 


The  usefulness  of  genetic  screening 

Do  these  concerns  outweigh  the  benefits  of  testing?  In  his 
presidential  address  to  ASHG,  Dr  Beaudet  said  although  the 
risks  of  genetic  testing  must  be  recognized,  “We  should  not 
let  these  concerns  prevent  us  from  vigorously  exploring  the 
benefits.  Some  inconveniences,  emotional  burdens,  and  fi- 
nancial costs  can  be  accepted  if  the  benefits  are  real  and 
substantial.” 

But  speaking  to  Texas  Medicine,  Dr  Beaudet  said  he  be- 
lieves there  should  be  a speed  bump  to  slow  the  increment 
of  genetic  testing  referrals.  “For  many  diseases,  detection 
allows  us  to  adjust  risk  and  make  predictions.  In  the  case  of 
Alzheimer’s  disease,  for  instance,  we  can  say  that  one  per- 
son’s risk  is  higher  than  the  next  person’s.  But  today,  there’s 
nothing  we  can  do  about  curing  the  disease.”  He  continued, 
“I  think  efforts  to  mount  large  screening  programs  just 
won’t  be  successful  unless  they  present  a clear  benefit  to 
the  people.” 

Dr  Beaudet  predicts  that  giving  physicians  a working 
knowledge  of  genetic  testing  will  be  a challenge  as  the  sci- 
ence progresses,  “but  the  education  process  is  likely  to  paral- 
lel rather  than  precede  implementation.”  He  compared  it 
with  physicians’  use  of  maternal-serum  screening,  which  he 
said  had  “a  generous  mix  of  deficiencies  and  successes  but 
eventual  achievement  of  understanding  comparable  to  that 
for  any  other  aspect  of  complex  modern  medicine.”  ★ 


“We  should  not  let  these  concerns 
prevent  us  from  vig^orously  exploring^ 
the  benefits.  Some  inconveniences, 
emotional  burdens,  and  financial 
costs  can  be  accepted  if  the  benefits 
are  real  and  substantial.” 
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Talking  with  teens 

Getting  adolescents  to  open  up  is  vital  to  preventing  risky  behavior 
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eenagers.  They’re  convinced  they’re 
immortal  and  that  nothing  bad 
will  ever  happen  to  them.  And,  of 
course,  they  know  everything  — 
or  so  they  think.  For  physicians, 
eliciting  information  from  adoles- 
cent patients  about  their  lifestyles 
can  be  an  exercise  in  frustration,  especially 
with  adolescents  who  practice  behavior 
that  compromises  their  health. 

Given  that  the  greatest  threats  to 
teenagers’  health  these  days  stem  from 
their  own  behavior,  experts  say  it  is  more 
important  than  ever  to  educate  and  in- 
tervene at  every  possible  opportunity. 

When  physicians  can  get  adolescents  to 
open  up,  they  truly  can  influence  teens’ 
decisions  for  the  better.  Texas  Medicine 
asked  several  experts  in  adolescent 
health  to  share  ways  they’ve  learned  to 
handle  touchy  subjects  with  teens.  > > 


By  Teri  Moran,  Senior  editor 
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Trust  and  confidentiality 

I First  and  foremost,  in  any  encounter 
'with  teenagers,  gaining  their  trust  is  es- 
sential, says  Houston  family  practi- 
tioner Steven  Cohan,  MD.  “They  have 
to  trust  you.  You  need  to  come  right 
out  and  say,  ‘I’m  here  to  help  you,’  and 
I assure  them  that  what  they  say  is  con- 
fidential — that  it’s  entirely  between 
the  two  of  you  and  no  one  else.” 

Dr  Cohan  recalled  the  16-year-old 
girl  who  sat  on  his  examining  table  and 
said,  “Doctor,  I missed  my  period;  it 
, was  supposed  to  be  a month  ago. 
Please  don’t  tell  my  mother.” 

Adolescents  have  the  same  right  to 
medical  privacy  as  adults.  And  unless 
they  are  suicidal  or  are  being  abused, 
what  they  tell  their  physicians  is  privi- 
leged, Dr  Cohan  says.  “Of  course,  you 
encourage  them  to  talk  to  their  parents. 
I If  that  teenage  girl  says  her  mother  will 
j'kill  her’  if  she  found  out,  then  I would 
(say  to  her,  ‘You  are  your  mother’s  child. 
;Why  do  you  think  your  mother  will  kill 
you?  She  may  be  disappointed  in  you, 
I but  your  mother  will  help  you.’” 

! At  the  People’s  Community  Clinic  in 
(Austin  where  adolescent  medicine  spe- 
Icialist  Celia  Neavel,  MD,  practices,  in- 
take protocols  imbue  trust  and 
confidentiality  from  the  moment  the 
, adolescent  walks  in  the  clinic.  Teen  pa- 
tients fill  out  their  own  confidential 


health  histories,  separate  from  the  ones 
their  parents  fill  out. 

Dr  Neavel  addresses  the  adolescent 
primarily,  asking,  “Who  brought  you  in 
today?”  even  if  that  person  is  standing 
nearby.  “I’ve  learned  that  it  just  works 
better  to  be  upfront  and  take  control  of 
the  encounter  immediately,”  Dr  Neavel 
said.  “I  tell  both  of  them  that  it’s  my  nor- 
mal procedure  to  visit  with  the  teen 
alone,  then  I ask  the  teen  to  step  outside.” 

First,  Dr  Neavel  spends  a few  mo- 
ments alone  with  the  parent,  listening  to 


concerns  and  asking  questions.  “Even  on 
an  acute  visit  I’ll  run  through  a brief  list 
of  risk  behaviors,  such  as  any  changes  in 
the  teen’s  friends  or  a drop  in  grades,”  Dr 
Neavel  said.  Then,  she  meets  with  the 
teen  alone  and  reiterates  that  the  visit  is 
confidential.  “I  do  encourage  teens  to 
communicate  with  their  parents,  but 
they  feel  safer  talking  to  their  doctor 
alone.”  While  the  process  may  seem 


time-consuming.  Dr  Neavel  says  it  is  an 
efficient  way  to  get  information  quickly. 

Dr  Cohan  adds  that  it’s  important 
also  to  tell  the  parent  that  what  the 
teen  says  will  remain  confidential.  Con- 
fidentiality is  extremely  difficult  to  deal 
with  in  teens.  Dr  Cohan  says,  not  be- 
cause it’s  hard  to  keep  what  they  say 
confidential  but  because  it’s  hard  to 
convince  them  that  you  will.  “Kids 
don’t  want  their  parents  to  know  they 
drink,  smoke,  use  drugs,  or  are  sexually 
active.  That’s  why  it’s  important  to  be 


very  upfront  about  it  and  to  tell  the 
parents  with  the  teen  present.” 

Temple  pediatrician  David  More- 
head,  MD,  adds  that  a physician  should 
take  precautions  not  to  violate  an  ado- 
lescent’s privacy  unwittingly.  “For  ex- 
ample, what  if  an  adolescent  tests 
positive  for  a sexually  transmitted  dis- 
ease [STD]?  What  happens  when  it 
comes  to  billing  for  that  lab  test?  How 
do  you  protect  the  adolescent’s  pri- 
vacy?” The  physician  may  need  to 
make  special  arrangements  with  the 
billing  office.  Dr  Morehead  says. 

That  kind  of  sensitivity  fosters  trust. 
Dr  Morehead  says.  “Always  be  truthful, 
so  they  know  that  when  you  say  some- 
thing, you  really  mean  it.  For  adoles- 
cents, that’s  really  important.” 

Talking  it  through 

The  straightforward  approach  seems  to 
be  favored  among  experts  who  deal 
well  with  teens. 

Bobbi  Johnson,  a licensed  chemical 
dependency  counselor  and  director  of 
Austin’s  Phoenix  House  Council,  says 
interviewing  teens  is  like  interviewing 
anyone  else,  and  you  should  ask  a lot 
of  open-ended  questions,  such  as:  “Can 
you  tell  me  a little  bit  about  what’s  go- 
ing on  with  you?  What  do  you  identify 
as  your  strengths?  What  are  you  really 
good  at?  Is  there  anything  that  needs 
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Sex,  booze,  and  teens: 
counting  the  cost 


In  a series  of  policy  statements  that  can  be  found  on  its  Web  site  at 

www.aap.org,  the  American  Academy  of  Pediatrics  has  gathered  and  summa- 
rized some  of  the  latest  research  on  the  state  of  adolescent  health  in  America. 

• The  leading  cause  of  death  among  Americans  aged  15  to  24  years  is 
alcohol-related  motor  vehicle  injuries. 

* Of  all  the  adolescents  who  die  in  this  country,  80%  to  90%  die  from 
unintentional  injuries,  homicides,  and  suicides  — in  that  order. 

• Alcohol  is  implicated  in  the  majority  of  deaths  from  unintentional 
injuries  in  adolescents. 

* Although  the  teen  pregnancy  rate  nationwide  has  fallen  since  1991,  it  is 
still  the  highest  among  industrialized  nations. 

• As  many  as  1 million  American  teenagers  get  pregnant  each  year. 

• In  1995,  Texas  had  the  nation’s  second  highest  teen  birth  rate. 

* Half  of  all  adolescents  are  sexually  active  by  age  17. 

* Of  the  20  million  cases  of  sexually  transmitted  diseases  reported 
annually,  one  third  occur  in  adolescents. 
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“They  have  to  trust  you.You  need  to  come  right 
out  and  say,Tm  here  to  help  you ’and  assure  them 
that  what  they  say  is  confidential  — that  it’s 
entirely  between  the  two  of  you  and  no  one  else.’’ 
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to  improve  in  your  life?  Please  tell  me 
a little  bit  more  about  that.” 

Ms  Johnson  says  you  can  almost  de- 
termine teenagers’  self-esteem  levels  by 
asking  about  their  strengths  and  weak- 
nesses, which  helps  you  gauge  how  to 
talk  to  them.  “If  adolescents  view  you 
as  a punitive  person,  they’re  less  likely 
to  open  up,”  she  added. 

Dr  Neavel  often  begins  her  inter- 
views by  asking  teens  about  their  gen- 


Dr Morehead  says  he  prefaces  inter- 
views by  telling  teens  that  he  needs  to! 
ask  some  touchy  questions  and  that  he  > 
asks  them  of  all  his  patients.  “I  try  toi 
explain  that  I don’t  mean  to  be  offen- 
sive but  that  I’m  asking  because  it’s  im-i 
portant  to  their  health.” 

Dr  Neavel  describes  her  conversa- 
tions with  teens  as  a tapestry,  where  she ; 
weaves  in  and  out  of  topics,  sometimes  I 
going  back  to  one  she  wants  to  probe,  i 


“Often  they  won’t  tell  you  anything 
unless  they  have  a good  reason  for  telling  you  - 
and  that’s  usually  when  they  need  your  help.’’ 


eral  environment  — home,  school,  and 
friends.  “I’ll  ask  if  any  of  their  friends 
smoke,  or  drink,  or  have  gotten  preg- 
nant. Then  I’ll  ask  them  how  they  feel 
about  their  lives  and  what  plans  they 
have  for  themselves.” 

Teens  who  have  friends  who  engage 
in  risky  behaviors  are  more  likely  to  do 
so  themselves.  Ms  Johnson  says  she 
phrases  some  questions  differently  for 
teens  who  she  knows  are  in  a high-risk 
group.  “Instead  of  asking  them  if  they 
have  ever  used  drugs.  I’ll  say,  ‘When 
was  the  last  time  you  smoked  pot?’  or, 
‘When  was  the  last  time  you  drank?’ 
And  then  I ask  them  what  other  drugs 
they’ve  used.” 


“When  I’m  in  the  room  with  them,  I try 
to  pick  up  on  what  they’re  saying  and 
reflect  it  back  to  them,  and  I’m  always 
watching  their  body  language.  Can  they 
maintain  eye  contact?  I try  to  listen  not 
only  to  what  they’re  saying,  but  also  to 
what  they’re  not  saying.” 

When  Dr  Neavel  hits  teens  with  the 
question  about  whether  they’re  sexu- 
ally active,  she  says  they  sometimes 
laugh.  “But  I just  say,  ‘Hey,  I ask  that  of 
everybody.’” 

Now  that  you  know 

If  a teen  says  to  you  that  she  has  had 
20  sex  partners.  Dr  Neavel  says,  “Don’t 
freak  out.  Stay  calm.  Stay  nonjudg- 


Preventing  teen  pregnancy 


There  is  no  “magic  bullet”  that  will  provide  instant  success  to  the 
problem  of  teen  pregnancy,  according  to  the  authors  of  Texas 
Medical  Association's  Position  Paper  on  Teen  Pregnancy  Preven- 
tion. But  physicians  must  be  part  of  the  solution,  they  say.  No  physician  can 
do  everything,  but  every  physician  can  do  something  to  address  the  issue. 

TM  A’s  Special  Task  Force  on  Teen  Pregnancy  Prevention  has  completed 
a study  of  teen  pregnancy  that  also  gives  physicians  guidance  for  dealing 
with  individual  patients  and  getting  involved  with  community  initiatives. 
For  more  information  about  the  paper,  call  Kristine  Niemeyer  at  (800)  880- 
1300,  ext  1462,  or  (512)  370-1462;  or  e-mail  kristine_n@texmed.org. 
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mental.  Collect  it  as  data.  Say  some- 
thing like,  ‘Well,  that  concerns  me,’  and 
! then  share  the  dangers  of  having  multi- 
iple  sexual  partners  and  unsafe  sex.” 

If  a 16-year-old  girl  wants  a preg- 
nancy test  and  doesn’t  want  her  mother 
to  know.  Dr  Cohan  says,  you  give  it  to 
; her.  “If  it  comes  back  negative,  tell  her 
■about  STDs  — HIV,  herpes,  venereal 
warts,  and  chlamydia.  Tell  her  how  to 
protect  herself.  And  if  it  comes  back 
; positive,  explain  each  of  her  options.” 

You  have  to  be  prepared  to  do  some- 
thing when  a teenager  opens  up.  Dr 
:Morehead  says.  “Often  they  won’t  tell 
I you  anything  unless  they  have  a good 
i reason  for  telling  you  - and  that’s  usu- 
ally when  they  need  your  help.” 

Teen  pregnancy  is  always  a tough  is- 
sue to  deal  with.  Dr  Morehead  says.  “I 
always  ask  whether  their  parents  know 
and  whether  they  plan  to  tell  them;  and 
i.I  offer  to  help  them  tell  their  parents.” 

Dr  Cohan  always  tries  to  encourage 
j'teens  and  their  parents  to  make  a safe 
I drinking  and  driving  pact,  so  that  they 
can  call  their  parents  at  any  time  or 
place  and  get  a ride  home  “without 
getting  yelled  at.” 

At  the  end  of  the  visit,  always  re- 
group and  get  some  closure.  Dr  Neavel 
says.  “Offer  help  and  educate,  and  al- 
ways make  sure  to  schedule  another 
visit.  Don’t  just  tell  them  you’ll  see 
them  next  time.  Make  sure  they  sched- 
ule another  appointment,  especially  if 
you’re  concerned  about  something 
they’re  involved  with  and  you  want  to 
spend  more  time  with  them.” 

“It’s  a doctor’s  job  to  cover  all  the 
'bases,”  Dr  Cohan  said.  “And  if  it  takes 
Imore  than  15  minutes,  then,  by  golly, 
take  it  and  use  every  resource  at  your 
disposal  — nurses,  social  workers, 
therapists.  It’s  a team  effort.”  it 
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Who  decides? 

Debate  over  medical  necessity  becomes  focus  of  patient  protection  fight 


Artman 


It  seems  like  a simple  concept.  When 
patients  are  sick  and  need  medical 
care,  physicians  decide  what  is  med- 
ically necessary  to  restore  their  health. 
But  in  this  day  of  cost  containment  and 
managed  care,  that’s  not  how  it  works. 
Instead  of  the  physician  making  that 
medical  necessity  decision,  the  health 
plan  just  might  make  the  decision.  And  its 
definition  of  medical  necessity  may  well 
be  the  cheapest  treatment  it  can  get  by 
with,  regardless  of  what  the  physician  be- 
lieves is  best  for  the  patient.  > > 


By  Ken  Ortolon,  Associate  editor 
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That  could  change  if  the  US  Congress 
passes  proposed  legislation  setting  a stan- 
idard  for  medical  necessity.  Such  language 
appears  in  several  patient  protection  bills 
now  pending  in  Congress,  including  the 
Patients’  Bill  of  Rights.  Managed  care 
companies  and  their  business  allies,  how- 
ever, are  waging  an  all-out  fight  against 
the  proposal  and  are  determined  to  keep 
it  from  becoming  law. 

“Medical  necessity  has  become  the  ful- 
crum of  the  patient  protection  debate  in 
the  Congress,”  said  Kim  Ross,  Texas  Med- 
ical Association’s  vice  president  for  public 
policy.  “The  essence  of  what  determines  a 
physician’s  clinical  autonomy  and  ability 
to  determine  what  is  appropriate  care  is 
his  or  her  determination  of  what  is  med- 
ically necessary.  We  strongly  believe  that 
medical  necessity  determinations  are  the 
practice  of  medicine  — not,  as  the  health 
.plans  would  have  you  believe,  merely  an 
■insurance  benefit  determination.” 

Setting  the  standard 

'Nancy  W.  Dickey,  MD,  of  College  Sta- 
tion, president  of  the  American  Med- 
ical Association,  says  health  plans  have 
[given  themselves  a free  hand  to  deny 
jcare  with  the  medical  necessity  provi- 
isions  in  their  contracts.  “The  plans  are 
iusing  it  as  a mechanism  to  sidestep  the 
appeals  process  and  liability  issue,”  Dr 
Dickey  said.  “The  contracts  say  ‘we  will 
'do  those  things  that  are  medically  nec- 
lessary’  and  the  next  paragraph  says 
‘and  we,  the  insurance  plan,  will  deter- 
mine what’s  medically  necessary.’” 

According  to  a report  by  the  AMA 
Council  on  Medical  Service,  an  AMA  re- 
|view  of  managed  care  contracts  found 
some  medical  necessity  provisions  that 
impose  a “lowest  cost”  criteria.  One 
I contract  defined  medical  necessity  as 
I the  “shortest,  least  expensive,  or  least 
I intense  level  of  treatment.” 

Both  TMA  and  AMA  support  propos- 
als that  define  medically  necessary  care 
; as  that  meeting  “generally  accepted  stan- 
dards of  medical  practice.”  That  defini- 
tion is  contained  in  legislation  proposed 
! by  Senate  Minority  Leader  Tom  Daschle 
(D-SD),  Sen  John  Chafee  (R-RI),  Rep 
. Greg  Ganske  (R-Iowa),  and  others. 

1 Those  bills,  however,  are  staunchly 
opposed  by  the  Health  Benefits  Coali- 
tion, a group  made  up  of  managed  care 
j plans,  large  employers,  and  other  busi- 


ness and  insurance  industry  groups. 
Chip  Kahn,  president  of  the  Health  In- 
surance Association  of  America  (HIAA), 
called  the  medical  necessity  legislation  a 
“trial  attorney’s  dream,”  saying  it  would 
throw  what  has  been  a contracting  issue 
into  the  hands  of  the  courts  and  govern- 
ment bureaucrats.  HIAA  is  a member  of 
the  Health  Benefits  Coalition. 

“The  whole  coalition  feels  very 
strongly  that  this  legislation  would  un- 
necessarily increase  health  care  costs 
and  price  small  employers  particularly 


out  of  the  market,”  Mr  Kahn  said.  “Our 
opposition  is  grounded  in  the  strong 
belief  that  the  first  priority  ought  to  be 
keeping  Americans  insured  and  trying 
to  reduce  the  number  of  uninsured.” 

In  heated  congressional  briefings, 
the  managed  care  plans  have  called  the 
proposals  “institutional  mediocrity” 
that  will  “raise  health  care  costs,  re- 
duce quality,  and  lead  to  increases  in 
health  care  fraud.” 

And  that’s  the  low-key  response. 
Handouts  from  the  health  plans  to  mem- 
bers of  Congress  scream,  in  boldface 
type,  “This  provision  would  be  the  end  of 
insurance  as  we  know  it  ...  a sure  fire 
way  to  government-run  health  care  ... 
directly  threatening  the  quality  of  care  . . . 
a type  of  extreme  fee-for-service  system.” 

Coverage  versus  care 

Mr  Kahn  says  the  idea  of  the  insurer 
making  the  decision  on  what  is  med- 
ically necessary  is  not  new.  The  admin- 
istrators of  both  the  Medicare  and 
Medicaid  programs  determine  medical 
necessity,  he  points  out.  No  one  is  talk- 
ing about  changing  that  for  those  pro- 
grams, he  adds. 

Mr  Kahn  says  giving  the  medical  ne- 
cessity decision  back  to  physicians 
would  allow  them  to  determine  what’s 
covered  by  the  health  plan.  And,  it 
would  free  them  from  what  he  called 


the  “sentinel  effect”  of  having  the  plans 
review  their  treatment  decisions.  That, 
he  says,  wotild  allow  “certain  unbri- 
dled providers”  to  order  more  tests, 
perform  more  procedures,  or  provide 
services  that  are  not  necessary. 

“We’re  talking  about  the  coverage  de- 
cisions, not  the  care  decisions,”  Mr  Kahn 
said.  “In  terms  of  making  the  coverage 
decision,  that  has  to  be  held  with  the 
people  who  have  the  fiduciary  responsi- 
bility to  the  person  covered  and  the  pre- 
mium payers.  The  physician  or  other 


provider  ordering  a test  has  no  fiduciary 
responsibility  to  the  premium  payer.” 

Supporters  of  the  medical  necessity 
language,  however,  say  Mr  Kahn  is  in- 
correct when  he  argues  that  the  legisla- 
tion turns  coverage  decisions  over  to 
the  physicians. 

Nothing  in  the  Patients’  Bill  of  Rights 
or  the  other  proposals  requires  a plan  to 
pay  for  care  simply  because  the  physi- 
cian feels  it  is  medically  necessary.  Any 
service  requested  still  would  have  to  be 
a covered  benefit.  And,  nothing  would 
prevent  health  insurance  plans  from 
continuing  to  work  with  physicians  to 
educate  them  in  best  practices  and  pro- 
vide them  with  evidence-based  criteria 
for  medical  treatment  decision-making. 
Medical  necessity  determinations  would 
be  required  to  consider  evidence-based 
criteria  when  available,  peer-reviewed 
criteria  when  available,  or  generally  ac- 
cepted standards  of  care.  A physician 
who  demonstrates  a pattern  of  refusing 
to  make  medical  decisions  based  upon 
these  guidelines  could  be  removed  from 
the  plan’s  panel. 

All  articles  in  Texas  MedicineXhai  mention  Texas  Med- 
ical Association's  stance  on  state  legislation  are 
defined  as  “legislative  advertising,"  according  toTexas 
Govt  Code  Ann  §305.027.  That  law  requires  disclosure  of 
the  name  and  address  of  the  person  who  contracts  with 
the  printer  to  publish  the  legislative  advertising  in 
Texas  Medicine:  Louis  J.  Goodman,  PhD,  Executive 
Vice  President,  TMA.  401  W 15th  St,  Austin,  TX  78701. 


“The  essence  of  what  determines  a physician’s 
clinical  autonomy  and  ability  to  determine 
what  is  appropriate  care  is  his  or  her 
determination  of  what  is  medically  necessary.” 
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Dr  Dickey  says  the  AMA  agrees  that 
health  plans  have  every  right  to  decide 
what  is  and  isn’t  covered  — they  just 
ought  to  tell  insureds  what  isn’t  cov- 
ered up-front. 

“The  problem  is  that  they  don’t  want 
to  tell  patients  what’s  not  covered  be- 
cause it  makes  it  harder  to  sell  the  prod- 
uct,” she  said.  “Rather  than  telling  a 
patient  that  a service  is  not  covered,  they 
say  it’s  not  medically  necessary.  Well, 
there’s  a difference  between  those  two. 
Medical  necessity  is  based  upon  diagno- 
sis and  acceptable  practice  interventions 
usually  based  on  scientific,  peer-re- 
viewed  studies  or  consensus  statements. 

“If  they  say  to  insureds  that  they 
cover  everything  that’s  medically  neces- 
sary,” Dr  Dickey  continued,  “and  then 
they  determine  medical  necessity  based 
on  monetary  considerations,  they’ve 
chosen  to  take  care  of  their  sharehold- 
ers rather  than  take  care  of  the  patients 
they’ve  contracted  to  care  for.” 

Sizing  up  the  odds 

The  debate  over  whether  medical  ne- 
cessity is  a coverage  issue  or  a medical 
decision  will  continue.  Meanwhile,  pa- 
tient protection  legislation  is  beginning 
to  move  forward.  On  March  18,  the 
Senate  Health,  Education,  Labor  and 
Pensions  Committee  passed  the  Repub- 
lican leadership  version  of  the  Patients’ 
Bill  of  Rights.  Unfortunately,  that  bill 
and  similar  legislation  backed  by  the 
House  GOP  leadership  do  not  contain 
the  medical  necessity  definition.  Efforts 
by  Democratic  members  of  the  commit- 
tee to  add  that  language  were  voted 
down  on  a straight  party-line  vote. 

According  to  an  AMA  analysis,  the 
Republican  bills  would  place  the  bur- 
den of  proof  of  medical  necessity  on  the 
physician,  not  the  health  plan.  In  fact, 
the  Republican  bills  would  give  health 
plans  total  authority  to  deny  treatment 
without  any  required  standard.  Dr 
Dickey  says  that  is  unacceptable. 

“We  [physicians]  have  to  use  up-to- 
date  science,  and  the  insurance  plans 
should  hold  doctors  to  a standard  of  sci- 
ence,” she  said.  “But  doctors  should  be 
able  to  do  the  same  to  the  health  plans.” 

Despite  the  fact  that  the  Republican 
leadership  has  sided  with  the  health 


plans.  Dr  Dickey  says  chances  are  still 
“fairly  good”  that  a bill  AMA  can  sup- 
port will  be  produced.  The  measure 
must  go  through  two  more  Senate  com- 
mittees and  three  House  committees. 
AMA  lobbyists  say  each  of  those  stops 
will  provide  a venue  to  add  another 
piece  of  the  patient  protection  puzzle, 
whether  it  be  the  medical  necessity  def- 
inition, an  acceptable  external  appeals 
process,  or  the  right  for  patients  to  sue 
health  plans  for  negligent  decisions. 


again  as  blocking  patient  protections 
with  an  important  election  year  coming 
up.  Democrats  gave  them  a beating  on 
the  issue  last  year,  and  the  GOP  ended 
up  losing  several  seats  in  the  House, 
cutting  into  its  majority. 

Mr  Kahn,  however,  says  he  doesn’t  see 
any  real  zeal  on  the  part  of  Democrats  to 
push  a bill  through  because  they’d  rather 
keep  the  issue  hanging  on  so  they  can 
use  it  again  as  campaign  fodder. 

Dr  Dickey  agrees  that  politics  is  get- 


“I fear  that  politics  on  both  sides  of  the  aisle  are 
keeping  our  elected  leadership  from  demonstrating 
responsibility  in  an  area  that  is  a serious  problem 
for  their  constituents  and  our  patients.” 


And,  there  likely  is  more  bipartisan 
support  for  those  provisions  in  the 
House,  where  Republicans  such  as  Con- 
gressman Ganske,  Rep  Tom  Coburn  (R- 
Okla),  Rep  Charles  Norwood  (R-Ga),  and 
others  have  shown  support.  Representa- 
tives Ganske  and  Coburn  are  physicians. 
Representative  Norwood  is  a dentist. 

Congressman  Ganske,  in  a passion- 
ate letter  to  his  colleagues  in  the 
House,  said  “Some  health  plans  are 
manipulating  the  definition  of  medical 
necessity  to  deny  appropriate  patient 
care  by  arbitrarily  linking  it  to  saving 
money,  not  the  patient’s  medical  needs. 

“As  a former  medical  reviewer  myself, 
who  worked  with  many  insurers  large 
and  small,”  he  also  noted,  “let  me  explain 
why  1 think  it  is  critical  that  we  stick  with 
medical  necessity  as  defined  by  clinical 
standards  of  care.  First,  sole  reliance  on 
broad-based  standards  from  generalized 
evidence  isn’t  good  medical  practice;  sec- 
ond, there  are  practical  limits  to  design- 
ing studies  that  can  answer  all  clinical 
questions;  and  third,  most  studies  aren’t 
of  sufficient  scientific  quality  to  justify 
overruling  clinical  judgment.” 

The  larger  question  may  be  whether 
this  Congress  has  the  will  to  pass  a 
measure  that  has  been  such  a political 
hot  potato.  Some  observers  say  the  Re- 
publicans don’t  want  to  be  perceived 


ting  in  the  way  of  much-needed  legisla- 
tion. “I  fear  that  politics  on  both  sides  of 
the  aisle  are  keeping  our  elected  leader- 
ship from  demonstrating  responsibility 
in  an  area  that  is  a serious  problem  for 
their  constituents  and  our  patients,”  she 
said.  “And  I think  it  is  time  that  we  call 
upon  those  people  to  be  statesmen  and 
problem-solvers  and  not  politicians.” 

She  says  that  may  take  some  strong 
grassroots  action  by  physicians.  “Doc- 
tors have  got  to  recognize  that  if  these 
issues  are  as  important  with  their  pa- 
tients as  TMA  and  AMA  believe  they  are, 
it  is  up  to  us  to  mobilize  our  patients,” 
Dr  Dickey  said.  “We  need  to  be  sure  our 
patients  and  our  communities  under- 
stand that  they  should  not  wait  for  the 
next  election  cycle  to  tell  their  congress- 
men and  senators  how  important  this  is. 
They  ought  to  be  telling  them  right  now 
by  letters,  postcards,  phone  calls,  and 
town  meetings  that  this  issue  cannot  be 
ignored  and  that  their  willingness  to 
provide  leadership  is  something  they 
will  be  held  accountable  for.”  ★ 
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Preparing  for  2000 

Cover  your  bases  with  thisY2K  checklist 


Wl  e all  have  to  face  the  fact 
that  the  year  2000  (Y2K)  is 
just  around  the  corner.  As  a 
whole,  the  health  care  indus- 
try has  inched  its  way  to  the 
bottom  of  the  Y2K  compli- 
ance list  as  compared  with 
other  industries. 

Texas  Medical  Association  Physician 
Services  (formerly  Texas  Physician  Ser- 
vices Organization)  offers  a checklist  to 
help  you  evaluate  which  parts  of  your 
practice  Y2K  will  affect  and  what  preven- 
tive steps  you  need  to  take.  > >■ 


Regan  Dunnick 


By  Teri  Moran,  Senior  editor 


; Tel  800.880.1300 
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If  you  have  software  applications  on 
your  computer  that  take  automatic  ac- 
tion based  on  the  date  of  your  personal 
computer  (PC),  make  sure  these  applica- 
tions are  disabled  before  conducting  any 
tests.  Otherwise,  you  may  damage  or 
lose  your  data.  Also,  it  is  always  a good 
idea  to  back  up  the  data  before  any  test. 

If  you  haven’t  already  done  so,  begin 


testing  your  computers  now  because  it 
could  take  anywhere  from  2 weeks  to  3 
months  or  more  to  get  new  computers 
and  new  software  installed.  Develop  a 
plan  with  specific  deadlines  for  taking 
whatever  corrective  action  is  necessary 
based  on  the  following  checklist.  When 
looking  at  new  software  and  consulting 


services,  don’t  hesitate  to  shop  around 
for  the  best  price. 

Step  one: 

Develop  aY2K  plan 

• Develop  awareness  personally  and 
among  your  office  staff.  Assign  one 
person  to  head  a team  that  will 
oversee  your  Y2K  project. 


• Assemble  a project  team  of  trusted 
individuals  who  will  be  responsible 
for  developing  a Y2K  plan  and  mak- 
ing sure  it  is  implemented  properly. 

• Establish  a budget  to  pay  for  future 
Y2K  upgrades. 

• Assess  and  document  the  risks  of 
not  becoming  compliant.  Evaluate 


those  areas  of  your  practice  that  are 
most  vulnerable.  Prioritize  when 
they  will  be  addressed. 

• Consult  your  attorney  to  determine 
your  potential  Y2K  liabilities  and 
contact  your  insurance  agent  to  en- 
sure that  you  are  covered  in  case 
you  suffer  any  operating  losses. 

Step  two: 

Inventory  your  office 

Take  a complete  inventory  of  all  com- 
puters and  other  items  that  contain  a 
computer  chip  with  date-coded  logic. 
This  involves  making  a list  of  just  about 
everything  that  is  plugged  into  an  out- 
let, including  printers,  fax  machines, 
scanners,  and  modems.  The  purpose  is 
to  find  out  how  compliant  the  equip- 
ment is  for  the  year  2000  by  testing  the 
equipment  yourself,  by  asking  the  man- 
ufacturers, or  by  gathering  the  infor- 
mation from  another  reliable  source. 

Step  three: 

Test  your  office  equipment 

The  American  Medical  Association’s 
Web  site  at  www.ama-assn.org  con- 


If  you  haven’t  already  done  so, 
begin  testing  your  computers  now  because  it  could 
take  anywhere  from  2 weeks  to  3 months  or  more 
to  get  new  computers  and  new  software  installed. 


Dates  to  test 
forY2K  problems 


Septembers,  fSSS.'This  date  may  be 
stored  as  0/9/99,  which  some  sys- 
tems see  as  a special  processing 
event  flag. 

December  3t,  1999:  The  last  date  us- 
ing ‘W  in  a two-byte  field.  For  sys- 
tems that  “look  forward”  as  part  of 
the  date  processing,  this  may  cause 
errors  when  the  date  is  used  with 
the  “00"  of  the  year  2000. 

January  1,  20W.'The  first  date  using 
the  “00”  in  a two-byte  field.  For  sys- 
tems that  “look  back”  as  part  of  the 
date  processing,  this  may  cause  er- 
rors when  used  with  the  “99”  of  1999. 
The  “00"  also  may  be  considered  an 
event  flag  to  trigger  some  special 
type  of  processing  within  a system. 


January  2,  WOO:  The  first  date  where 
the  24-hour  look-back  processing  in  a 
system  may  cause  an  error  because 
of  manipulation  of  “00"  in  computing 
the  look-backward  event. 

January  10,  2900:  The  first  date  that 
must  display  seven  digits  rather 
than  six  for  the  century  to  be  defin- 
itively understood  as  2000  rather 
than  1900. 

February  28,  2000;  To  ensure  the  sys- 
tem will  correctly  roll  over  to  Febru- 
ary 29,  2000. 

February  29,  2000;  To  ensure  the  sys- 
tem will  correctly  roll  over  to  this 
date,  as  well  as  attach  the  appropri- 
ate day  of  the  week. 


March  1,  2000:  To  see  that  the  sys- 
tem will  correctly  roll  over  to  this 
date  after  having  successfully 
rolled  over  to  February  29,  as  well  as 
the  correct  day  of  the  week  and  day 
of  the  year. 

October  10,  2000:  The  first  date  that 
must  display  eight  digits  rather  than 
six  or  seven  for  the  century  to  be  un- 
derstood definitively  as  ^00  rather 
than  1900. 

December  31,  2000; The  last  date  us- 
ing “00”  in  a two-byte  year  field.  For 
systems  that  look  forward  as  part  of 
date  processing,  this  date  may 
cause  errors  when  the  date  is  used 
with  the  “01”  of  2001. 


46 


Texas  fifledieine  * June  1999 


www.texmed.org 


Medical  Economics 


|i  tains  detailed  instructions  for  checking 
your  PC  for  Y2K  problems.  Before  per- 
forming any  tests,  be  sure  to  back  up 
your  system  and  files.  The  following 
: test  steps  will  help  you  determine  your 
PC’s  Y2K  readiness: 

• Set  the  date  on  your  PC  to  Decem- 
ber 31,1999,  and  the  time  to  23:55 
hrs  (11:55  pm).  (Look  up  instruc- 
tions on  your  operating  system’s 
“Help”  function  if  you  do  not  know 
how  to  set  your  PC’s  date  and  time.) 

• Shut  down  the  computer  in  the  nor- 
mal manner  and  turn  the  power  off. 

• Wait  at  least  5 minutes  and  then 
turn  on  the  PC. 

• Verify  that  the  date  is  Saturday,  Jan- 
uary 1,  2000,  and  the  time  is  a few 

I minutes  past  midnight. 

• If  the  day  of  the  week,  date,  or  time 
is  incorrect,  you  have  a problem  with 

I your  system’s  BIOS  (basic  input/out- 
put system),  which  manages  the  sys- 
tem’s clock.  You  may  need  a BIOS 
software  upgrade  or  a BIOS  chip  re- 


placement. Contact  the  computer’s 
manufacturer  for  an  upgrade.  BIOS 
is  the  program  a PC’s  microprocessor 
uses  to  start  the  computer  system  af- 
ter you  turn  it  on.  It  also  manages 
data  flow  between  the  computer’s 
operating  system  and  attached  de- 
vices such  as  the  hard  disk,  video 
card,  keyboard,  mouse,  and  printer. 


Repeat  the  test  by  changing  the  date 
and  time  on  the  computer  without 
shutting  it  down  or  turning  off  its 
power.  See  “Dates  to  Test  for  Y2K 
Problems”  for  other  relevant  dates 
you  should  test. 


Step  four: 

Determine  if  suppliers  and 
vendors  are  Y2K  compliant 

Any  equipment  that  contains  an  embed- 
ded chip  is  at  risk.  Contact  external  ven- 
dors for  a written  guarantee  that  their 
products  are  Y2K  compliant  and  that  de- 
liveries to  you  will  continue.  If  equipment 
cannot  be  upgraded,  determine  how  it 


can  be  replaced.  Organizations  to  contact 
include  systems  manufacturers,  suppliers, 
vendors,  and  business  partners. 

Contact  all  organizations  with 
which  you  exchange  information  or 
data  to  find  out  their  Y2K  status,  in- 
cluding the  federal  government,  pri- 
vate insurers,  hospitals  and  clinics, 
testing  laboratories,  banks,  and  credit 
card  companies.  You  might  consider 
talking  with  other  hospitals  in  the  area 
about  getting  temporary  admitting 
privileges  in  case  the  hospital  to  which 
you  regularly  admit  ends  up  having 
major  Y2K  problems  when  January  1, 
2000,  arrives. 

Assess  the  readiness  of  telecommu- 
nication equipment  such  as  your  phone 
system,  mobile  phones,  pager  systems, 
and  answering  services.  Contact  manu- 
facturers and  ask  about  the  Y2K  status 
of  each  piece  of  equipment. 

If  you  own  your  own  building,  you 
should  have  its  Y2K  status  checked  for 
all  monitoring  and  control  systems, 
such  as  air  conditioning,  water,  and 
electricity.  Also  check  safety  equipment 
such  as  fire  alarms,  energy  manage- 
ment lighting  controls,  and  emergency 
lighting  control  systems.  If  you  do  not 
own  the  building,  contact  the  property 
owner  to  verify  that  all  of  the  previously 
mentioned  systems  are  Y2K  compliant. 

The  practice  management  software 
you  use  in  your  office  is  also  at  risk  for 
Y2K  problems.  Ask  your  vendor  these 


Y2K  readiness 
Web  sites 


www.texmed.org 

Click  “Business  of  Medicine"  at  Texas  Medical  Association’s  Web  site. 
www.ama-assn.org/not-mo/y2k 

The  American  Medical  Association’s  Web  site.  Also  see  more  Y2K  guide- 
lines in  the  “Members  Only”  section. 

www.rx2000.org 

Healthcare’s  Year  2000  Information  Clearinghouse. 
www.y2kinfo.com  or  www.y2khealth.htm 

Datamation’s  Web  site  includes  examples  of  Y2K  liabilities  in  the  health 
care  industry. 

www.itaa.org  or  yr2000bg.htm 

Information  Technology  Association  of  America  Year  2000Task  Group’s  Web 
site  houses  a buyer’s  guide  for  Y2K  conversions  software. 

www.fda.gov 

The  Food  and  Drug  Administration’s  Web  site  has  resources  to  help  you 
determine  if  your  equipment  is  Y2K  compliant.  For  equipment  not  listed, 
contact  the  manufacturer  directly. 


If  equipment  cannot  be  upgraded, 
determine  how  it  can  replaced.  Organizations 
to  contact  include  systems  manufacturers, 
suppliers,  vendors,  and  business  partners. 


Tel  800.880.1300 
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“Casey  & Casey 
increased  our 
cash  receipts  20% 
while  reducing  our 
90-day  accounts 
by66%.” 

John  Davis.  IVtO 
tmmmm  Family  Practice 


If  you  are  a physician  in 
TexaSj  we  have  the  proven 
system  for  cash  flow 
improvement.  Call  toi Wree 
now.  Well  send  references, 
credentials,  and  complete 
details  on  our  billing  and 
consulting  services. 


800575-5335 

email:  caseycpa@ktc.com 


CERTIFIED  PUBLIC  ACCOUNTANTS 


For  Information  Or  Product  LKeraturo  Call: 

1-888-788.2427  i«t.  222 


Prestigious  HomeownersWant 
Beautiful  Lifetime  Roofing! 

% Wood  Shake  Beauty 
% Cuts  A/C  Costs 
% 120mphWind  Warranty 
% UL'2218  (Class  IV)  Rated 
% Baked  On  KYNAR  Finish 
% Increases  Home  Value 
% Can  Go  Over  Old  Roof 
% Fire  Protection 
% Lifetime /40  year  Transferable 
Limited  Warranty 


questions  when  taking  inventory  of 
your  practice  management  software: 

• Is  my  software  version  Y2K  compli- 
ant? 

• What  is  the  earliest  date  a noncom- 
pliant  version  would  fail? 

• When  will  the  compliant  version  be 
available  for  testing? 

• How  long  will  it  take  to  install  the 
new  version? 

• Are  data-conversion  programs  sup- 
plied with  the  new  version? 

• Will  you  issue  a Y2K  compliance 
warranty? 

Check  medical  equipment,  such  as 
biomedical  equipment,  intravenous 
pumps,  heart  defibrillators,  pacemak- 
ers, CT  scans,  dialysis  machines,  phys- 
iomonitoring machines,  and  diagnostic 
equipment.  Consult  the  Food  and  Drug 
Administration’s  Web  site  at  www. 
fda.gov  to  find  out  if  your  equipment  is 
compliant.  If  your  devices  are  not  listed, 
contact  the  manufacturer  directly. 

Step  five: 

Develop  a contingency  plan 

Prepare  a contingency  plan  for  handling 
your  business  if  systems  are  not  opera- 


ble. To  minimize  potential  inconvenience 
should  any  of  your  systems  fail,  take  the 
following  steps  before  January  1,  2000; 

• Mail  year-end  statements. 

• Pull  together  W-2  and  other  payroll 
information. 

• Arrange  to  have  a line  of  credit 
available  in  2000  to  cover  expenses 
if  insurers  are  late  with  reimburse- 
ments or  to  correct  unforeseen  Y2K- 
related  problems. 

• Print  a hard  copy  of  year-end  trial 
balances. 

• Call  your  insurance  agent  to  make 
sure  you’re  covered  in  case  of  oper- 
ating losses,  which  could  be  ex- 
cluded as  business  liability  risks. 

Finally,  to  minimize  potential  liabil- 
ity, you  should  predict  and  prevent 
problems  that  might  occur.  Record  all 
your  attempts  to  minimize  problems 
relevant  to  the  rollover.  Confirm  that 
contracting  parties  have  satisfactory  in- 
surance coverage  for  Y2K  problems. 
Ensure  there  is  adequate  indemnifica- 
tion under  any  contract,  and  verify  that 
insurance  for  the  business  includes 
coverage  for  losses  related  to  Y2K.  ★ 


Write  your  carriers 

and  build  cash  reserves  while  you  can 


“Slow-pay,  no-pay”  from  health  maintenance  organizations  and  other  pay- 
ers has  long  been  a problem  for  physicians.  Imagine  then,  what  may  happen 
when  the  year  2000  rolls  around. 

“I’m  sorry,  doctor,  but  we're  having  problems  with  our  system  and  we 
don’t  know  when  they  will  be  resolved,”  is  a message  physicians  very  likely 
may  hear  frequently. 

Even  the  smallest  piece  that  fails  in  the  claims  processing  and  approval 
process  could  cause  payers  not  to  be  able  to  pay,  says  Teresa  Devine,  Texas 
Medical  Association’s  director  of  health  care  financing.  “We  don’t  have  any 
reason  to  believe  that  physicians  should  rely  on  their  carriers  to  have  all  the 
bugs  worked  out.  Therefore,  they  should  build  cash  reserves  now  and  build 
them  aggressively.” 

Physicians  should  write  letters  to  all  carriers  with  which  they  contract 
and  ask  them  to  confirm  in  writing  whether  their  claims  processing  and 
payment  systems  are  Y2K  compliant.  “If  you  do  not  receive  a yes,  you  may 
as  well  assume  the  carrier  is  not  compliant  and  you  should  expect  payment 
delays,”  Ms  Devine  said. 
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This  study  investigated  how  many  citi- 
zens of  Tarrant  County  do  not  have 
health  insurance,  what  sources  fund 
their  health  care,  and  how  this  level  of 
funding  compares  with  the  privately  in- 
sured population.  Data  for  1995  were 
obtained  from  various  government  agen- 
cies, local  hospitals,  local  charitable  or- 
ganizations, and  a survey  of  local 
private  physicians.  Medicare  and  Medi- 
caid were  considered  to  be  forms  of 
health  insurance.  Approximately  20%  of 
the  citizens  of  Tarrant  County  did  not 
have  health  insurance.  Third-party  fund- 
ing for  health  care  for  this  population 
was  approximately  56%  of  the  funding 
for  the  privately  insured  population 
($967  vs  $1726  per  person  per  year). 
The  Tarrant  County  Hospital  District 
contributed  52%  of  the  uninsured  fund- 
ing; private  hospitab  and  physicians, 
26%;  other  state  and  local  agencies, 
21%;  and  charitable  donations,  1%.  I 
conclude  that  health  care  for  the  unin- 
sured of  Tarrant  County  is  rationed  com- 
pared with  that  of  the  privately  insured 
population. 


Dr  Young,  clinical  associate  professor,  Department 
of  Family  and  Community  Medicine,  John  Peter 
Smith  Hospital,  an  affiliate  of  The  University  of 
Texas  Southwestern  Medical  Center  at  Dallas, 
1500  S Main,  Fort  Worth,  TX  76104. 

Preliminary  data  were  presented  in  January  1998 
at  a conference  on  the  uninsured  of  Tarrant 
County,  sponsored  by  the  Tarrant  County  Com- 
munity Ethics  Consortium,  and  in  April  1999  at  a 
meeting  of  the  Western  Social  Science  Associa- 
tion, Fort  Worth. 


Third-party  funding  of  health  care  services  for  the 
uninsured  of  Tarrant  County 

RICHARD  A YOUNG,  MD 


INTRODUCTION 

Many  studies  have  shown  that 
uninsured  patients  experience 
barriers  to  obtaining  timely  and 
appropriate  health  care  serv- 
ices. These  patients  also  have 
worse  outcomes  (1-9). 

Children  without  health  insurance 
are  less  likely  to  visit  a physician  for 
conditions  with  potentially  serious 
sequelae,  receive  fewer  inpatient 
services,  and  are  less  likely  to  have  a 
usual  source  of  care  (1-3).  Uninsured 
adults  are  less  likely  to  see  a physi- 
cian for  acute  or  chronic  illnesses,  are 
more  likely  to  have  a ruptured  appen- 
dix, are  less  likely  to  receive  preven- 
tive services,  are  less  likely  to  receive 
high-cost  procedures  in  the  hospital, 
and  make  fewer  physician  visits  per 
year  (4-9). 

The  health  care  needs  of  the  unin- 
sured are  essentially  the  same  as 
those  for  the  insured.  The  uninsured 
are  slightly  younger  than  the  insured 
and  more  likely  to  be  members  of  a 
minority  group  (10,11).  However,  a 
higher  percentage  of  the  uninsured 
report  their  health  status  as  being 
fair  or  poor  (9,10,12).  A recent  con- 
trolled trial  of  previously  uninsured 
patients  enrolled  in  a commercial 
health  maintenance  organization 
(HMO)  found  their  utilization  after 
enrollment  to  be  slightly  greater 
than  that  of  previously  insured  pa- 
tients (13). 

The  purpose  of  this  study  was  to 
investigate  how  many  citizens  of  Tar- 
rant County  do  not  have  health  care 
insurance,  where  they  go  for  health 
care,  who  pays  for  it,  how  much  is 
paid  for  it,  and  how  that  level  of 
funding  compares  with  that  of  the 
privately  insured  population.  Data  on 
the  health  outcomes  of  the  uninsured 
population  compared  with  those  of 
the  privately  insured  population  were 
sought  also. 


METHODS 

General 

This  study  focused  only  on  traditional 
health  care  services.  Administrative  costs  | 
of  delivering  health  care  were  included 
in  the  estimates.  Services  not  related  to , 
health  care  (eg,  food  banks,  homeless 
shelters,  and  clothing  drives)  were  not 
included.  All  estimates  were  for  1995. 

Estimates  of  the  number  of  unin- 
sured in  Tarrant  County  were  obtained 
from  various  sources.  The  Texas  De- 
partment of  Health  (TDH)  estimate  for 
Tarrant  County  was  a mid-range  esti- 
mate generated  specifically  for  this 
study  and,  therefore,  was  used  for 
baseline  calculations  (K  Condon,  TDH, 
written  communication,  January  1997 
and  August  1998). 

Private  hospitals 

Data  on  uncollected  charges  for  unin- 
sured patients  were  obtained  from  TDH 
for  all  Tarrant  County  hospitals.  Charges 
were  converted  to  costs  in  the  following 
way.  Data  on  charges  and  costs  of  unin- 
sured care  were  obtainable  for  5 hospi- 
tals. The  charge/cost  multiplier  for  these 
hospitals  was  averaged  and  applied  to 
those  hospitals  that  only  reported 
charges  to  estimate  their  actual  costs. 

One  difficulty  in  capturing  only  those 
costs  associated  with  uninsured  patients 
is  that  the  hospitals  do  not  report  their 
uncollected  charges  by  insurance  status. 
Only  1 hospital  was  identified  that  could 
estimate  the  percentage  of  “charity  care” 
and  “bad  debt”  charges  by  insurance 
status  (90%  and  57%  uninsured,  respec- : 
tively).  These  ratios  were  applied  to  the 
other  private  hospitals. 

Private  physicians  ' 

A systematic  telephone  survey  of  50  pri- 1 
vate  physicians’  offices  was  performed , 
also.  This  number  of  offices  was  calcu-i 
lated  a priori  to  predict  the  percentage  of 
private  offices  that  saw  uninsured  pa-  j 
dents  ±10%  (=  2 SE).  The  Tarrant  I 
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‘County  Medical  Society  membership  di- 
rectory was  used.  The  first  office  called 
was  chosen  by  a random  number  gener- 
' ation  process,  then  every  36th  office  was 
.called  to  collect  the  50  data  points. 

The  office  manager  of  each  office  was 
interviewed.  The  purpose  of  the  survey 
was  explained,  and  assurances  were 
given  that  the  anonymity  of  individual 
responses  would  be  maintained.  Essen- 
tially, 2 questions  were  asked:  “How 
imany  of  Dr  Smith’s  patients  have  no 
health  care  insurance?”  and  “Of  the 
charges  generated  in  taking  care  of  these 
. patients,  how  much  of  it  is  collected?” 

; All  of  the  uncollected  charges  were 
counted  as  the  private  physicians’  do- 
; nated  charity  care.  In  other  words,  if  a 
(physician’s  practice  saw  uninsured  pa- 
I dents  but  collected  the  entire  bill  up 
I front  before  the  patient  was  seen,  this 
I was  not  considered  charity  care. 

Total  practice  revenue  estimates  by 
1 specialty  were  obtained  from  a national 
survey  (14).  The  value  of  charity  care 
I was  calculated  by  the  following  formula: 
charity  care  = percentage  of  physician’s 
j.  patients  who  are  uninsured  X (1  - pro- 
p portion  of  bill  collected)  X the  average 
I practice  revenue  for  that  specialty.  The 
total  private  physician  contribution  was 
i estimated  by  multiplying  the  average 
I uninsured  patient  charges  by  the  total 
; number  of  active  physicians  in  Tarrant 
I County,  as  measured  by  TDH. 

^ In  general,  responses  were  tabulated 
I to  maximize  the  amount  of  charity  care 
I credited  to  these  practices.  For  exam- 
ple, many  respondents,  when  asked, 
i “What  percentage  of  your  patients  do 
■ not  have  health  care  insurance?”  would 
give  an  answer  such  as  “Less  than  5%.” 
If  further  questioning  failed  to  deter- 
mine a specific  number,  5%  was  used 
for  the  calculations. 

Charitable  organizations 

\ 

Local  charitable  organizations  that  pro- 
vide health  care  services  to  uninsured 
patients  were  surveyed  as  well.  Agen- 


cies were  identified  by  consulting  the 
United  Way  and  talking  to  knowledge- 
able social  workers.  Each  agency  was 
telephoned  and  asked  to  provide  infor- 
mation on  the  total  value  of  health  care 
services  provided  to  uninsured  patients. 
Services  could  include  free  testing, 
counseling,  durable  goods,  and  home 
health  services.  Administrative  costs  for 
these  services  were  included  also.  Not 
included  were  general  information  and 
outreach  services  such  as  staffing  “hot- 
lines” and  cardiopulmonary  resuscita- 
tion training.  Donations  made  to 
hospitals  to  help  cover  unreimbursed 
care  were  not  separated  from  the  hospi- 
tals’ uninsured  care  costs. 

Government  entities 

The  Tarrant  County  Hospital  District  es- 
timate was  obtained  from  the  district  ad- 
ministration. The  funding  for  uninsured 
patient  care  dollars  was  estimated  to  err 
on  the  side  of  overestimating  the  avail- 
able dollars.  Revenues  from  Medicare, 
Medicaid,  and  private  insurance  were 
subtracted  from  the  total  revenues  to 
yield  the  total  revenues  available  for 
uninsured  health  care. 

The  district  has  expenses  not  related 
to  patient  care,  such  as  a licensed  voca- 
tional nursing  school,  that  were  not  sub- 
tracted from  this  total.  No  attempt  was 
made  to  estimate  and  subtract  dollars  de- 
voted to  subsidizing  either  poor  patients 
on  Medicare  (eg,  the  district  subsidizes 
their  medications)  or  patients  who  are 
underinsured  by  Medicaid.  Additional 
state  and  federal  revenues  for  house  staff 
training  also  were  not  subtracted. 

Information  on  the  cost  of  health  care 
services  provided  by  the  Department  of 
Mental  Health  and  Mental  Retardation 
(MHMR)  was  obtained  directly  from 
that  agency.  Costs  included  all  services 
not  funded  by  third  parties  (ie,  Medicaid 
patients).  Services  included  inpatient 
and  outpatient  psychiatric  services,  alco- 
hol and  drug  rehabilitation  treatment 
centers  and  counseling  services,  mental 


retardation  services,  and  other  related 
counseling  services.  Administrative  costs 
were  included  also. 

Information  on  the  cost  of  health  care 
services  provided  by  the  Fort  Worth/Tar- 
rant County  Health  Department  was  ob- 
tained from  that  agency.  Costs  included 
all  direct  health  care  costs  such  as  the 
clinics  for  patients  with  sexually  trans- 
mitted diseases,  acquired  immunodefi- 
ciency syndrome,  and  tuberculosis. 
Activities  such  as  restaurant  inspections, 
animal  control,  and  other  general  public 
health  activities  were  not  included. 

The  University  of  North  Texas 
Health  Science  Center  provides  some 
uninsured  care  through  its  medical  stu- 
dent clinics.  Patients  are  charged  on  a 
sliding  scale  fee  structure.  The  cost  of 
providing  this  care  was  identified. 

Private  insurance  comparison 
Estimates  for  the  annual  expenditures 
by  private  insurance  companies  for  in- 
sured patients  were  made  by  2 meth- 
ods. These  estimates  were  for  patients 
younger  than  65  years,  because  almost 
all  Americans  65  years  or  older  qualify 
for  Medicare. 

Data  on  national  health  care  expen- 
ditures by  third-party  payers  for  popula- 
tions of  patients  younger  than  65  years 
were  obtained  from  the  medical  litera- 
ture (15).  Costs  for  public  health  activi- 
ties and  research  were  excluded.  All 
other  third-party  costs  were  included. 
Out-of-pocket  costs  were  excluded. 

Data  on  health  care  expenditures  for  a 
local  HMO  population  were  obtained  to 
validate  the  national  data.  Information 
was  obtained  from  the  Texas  Department 
of  Insurance  on  the  expenditures  and  en- 
rolled patients  of  the  4 largest  HMOs  in 
Tarrant  County.  The  expenditures  for  pa- 
tients aged  65  years  and  older  in  these 
HMO  populations  were  excluded. 

The  estimates  for  both  methods  were 
averaged  (weighted  by  the  local  market 
HMO  penetration)  to  establish  the  in- 
sured population  comparison  case. 
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RESULTS 


Table  1.  Estimates  of  uninsured  population,  in  percent. 


Source  and  Year 

Tarrant  County 

PH  Region  3* 

Texas 

John  Sharp,  1989-1992  t 

14.4 

United  Way,  1992  t 

11.4  (of  adults) 

18.8  (of  children) 

Texas  Department  of  Health,  1993 

20.3 

23 

Texas  Medical  Association/ 

Texas  Department  of  Health,  1994 

20.1 

17.1 

US  Census,  1995 

24.5 

* Public  Health  Region  3 encompasses  the  North  Central  Texas  area,  including  Tarrant,  Dallas,  and  sur- 
rounding counties. 

t John  Sharp,  Texas  Comptroller  of  Public  Accounts  (number  is  for  Fort  Worth  only). 

$ Based  on  phone  survey  with  no  correction  for  households  with  no  phones. 


Number  of  uninsured 
Approximately  20.1%  (13.2%  to  27.0%) 
of  the  people  in  Tarrant  County  did  not 
have  health  insurance  in  1995.  Other  es- 
timates fall  within  this  95%  confidence 
interval  (Cl)  range  (Table  1).  Tarrant 
County  had  a population  of  approxi- 
mately 1.3  million  people  in  1995, 
which  means  approximately  261,000 
people  had  no  health  insurance. 

Governmental  entities 
The  Tarrant  County  Hospital  District 
provided  approximately  $130.1  million 
in  health  care  to  the  uninsured.  This 
equals  52%  of  the  total  amount  of 
uninsured  funding. 

The  amount  of  care  provided  by 
MHMR  was  $39.6  million;  the  Fort 
Worth/Tarrant  County  Public  Health 
Department,  $13.0  million;  the  Univer- 
sity of  North  Texas  Health  Science  Cen- 
ter at  Fort  Worth,  $150,000.  These 
agencies  combined  contributed  21%  of 
the  total  uninsured  funding. 

Private  physicians  and  hospitals 
Forty-two  practices  (84%)  responded 
to  the  survey.  The  results  are  shown  in 
Table  2.  The  reported  ranges  represent 
the  95%  Cl  of  the  mean. 

Results  for  the  private  hospitals  are 
shown  in  Table  3.  They  reported  ap- 
proximately $51.2  million  in  health 
care  costs  for  uninsured  patients.  Pri- 
vate physicians  and  hospitals  con- 
tributed 26%  of  the  total  uninsured 
funding. 

Charitable  agencies 

The  total  amount  of  care  donated  to 
uninsured  patients  through  charitable 
organizations  was  $3.2  million.  Most  of 
these  funds  were  concentrated  in  5 
agencies  (a  counseling  center,  a child 
development/learning  evaluation  cen- 
ter, a Christian  medical  durable  goods 
supply  company,  a hospice  program. 


and  a cancer  care  service).  Charitable 
agencies  contributed  1%  of  the  total 
uninsured  funding. 

Private  insurance  funding 
The  estimate  based  on  national  per- 
sonal health  care  statistics  for  the  an- 
nual cost  of  health  care  in  a population 
younger  than  65  years  and  not  receiv- 
ing Medicaid  was  $1751  per  person  per 
year.  The  estimate  based  on  informa- 
tion reported  by  the  4 largest  local 
HMOs  was  $1650  per  person  per  year. 

The  weighted  average  of  these  2 es- 
timates (assuming  25%  HMO  market 
penetration)  was  $1726  per  person  per 
year.  This  figure  was  compared  with 
the  uninsured  figures. 

Uninsured  versus  insured  funding 
Third-party  health  care  expenditures 
for  the  uninsured  citizens  of  Tarrant 
County  totaled  $252.3  million.  This 
results  in  $967  per  uninsured  person 
per  year,  which  is  56%  ($967/$  1726) 
of  the  funding  available  for  insured 
citizens. 

Even  if  the  lowest  value  of  the  TDH 
estimated  range  of  percentage  of  unin- 
sured in  Tarrant  County  (13.2%)  is  used, 
uninsured  funding  is  still  lower  than  in- 
sured funding  ($1470/$  1726  = 85%). 


Comparison  with  other  Texas  counties 
A comparison  of  uninsured  funding  for 
public  and  private  hospitals  for  Bexar, 
Dallas,  El  Paso,  Harris,  and  Tarrant 
Counties  is  shown  in  Table  4.  Tarrant 
County  uninsured  expenditures  fall  in 
the  middle  of  the  expenditures  of  these 
other  4 counties. 

CONCLUSION 

This  study  documents  the  disparity  of 
funding  for  health  care  for  the  unin- 
sured of  Tarrant  County  as  compared 
with  funding  for  the  insured. 

This  study  only  examined  third- 
party  funding  of  health  care.  The  unin- 
sured are  much  poorer  than  the 
insured.  Approximately  60%  to  62%  of 
the  uninsured  have  incomes  below 
200%  of  the  federal  poverty  level  com- 
pared with  24%  to  35%  of  the  insured 
(10,11).  Therefore,  the  uninsured  are 
less  able  to  balance  the  decreased 
third-party  funding  with  out-of-pocket 
payments.  This  disparity  strongly  sug- 
gests that  health  care  for  the  uninsured 
of  Tarrant  County  is  rationed. 

Findings  from  this  study  are  consis- 
tent with  observations  from  other  inves- 
tigators. A national  study  found  that  the 
uninsured  had  approximately  60%  of  the 


52 


Texas  Medicine  ir  June  1999 


www.texmed.org 


I 


t|raWc  2.  Percentages  and  costs  of  private  practices  treating  uninsured  patients  in  Tarrant  County,  1995. 


, 

i 

Percent 

Cost 

‘Physicians  who  see  any  uninsured  patients 

95 

(88-99) 

[Physicians’  patients  who  are  uninsured 

6.7 

(4.6-9.5) 

1 

1 Uninsured  patients  charges  that  are  collected 

61 

(49-72) 

(Average  amount  of  uncollected  charity  charges  per  physician 

$7,330 

($3,800-$!  1,200) 

■Total  value  of  private  physicians’  charity  care 
$7330  X 1938  active  physicians  = 

1 

$14.2  million 
($7.4-$21.7  million) 

funding  the  insured  had,  which  is  similar 
to  this  study’s  finding  of  56%  (16). 

Tarrant  County  uninsured  expendi- 
tures fall  in  the  middle  of  the  other  4 
counties  examined.  In  general,  the 
counties  with  larger  populations  had 
higher  expenditures  per  uninsured  per- 
son than  did  the  smaller  counties.  Mi- 
gration of  noncounty  resident  patients 
to  tertiary  care  centers  could  account 
for  some  of  this  difference  but  could 
not  be  measured  directly.  For  example, 
if  the  bad  debt  and  charity  charges  of 
M.D.  Anderson  are  taken  out  of  the 
Harris  County  figures,  the  private  hos- 
pital uninsured  charges  per  person 
drop  from  $493  to  $363,  and  the  unin- 
sured costs  drop  from  $296  to  $219. 

Ninety  hve  percent  of  Tarrant  County 
physicians  reported  that  they  cared  for 
at  least  some  uninsured  patients,  which 
is  higher  than  other  surveys  reporting 
67%  to  77%  (17,18).  The  Tarrant 
j County  physicians  reported  that  6.7%  of 
I their  patients  are  uninsured,  which  is 
j higher  than  a Wisconsin  survey  report- 
I ing  4.6%  (19).  Wisconsin  has  a smaller 
I percentage  of  uninsured,  which  explains 
some  of  this  difference  (20). 

Another  possible  explanation  for  the 
overall  funding  difference  is  that  the 
U5  private  insurance  system  is  still 


plagued  by  signiheant  inefficiency.  The 
United  5tates  spent  14.2%  of  its  gross 
domestic  product  (GDP),  or  $3708  per 
capita,  for  health  care  in  1996  (21). 
The  next  highest  expenditures  in  other 
developed  countries  included  Germany 
(10.5%  GDP,  $2222  per  capita), 
5witzerland  (9.8%,  $2412),  and 

Canada  (9.2%,  $2002).  In  return  for 
this  excess  expenditure,  the  United 
5tates  ranked  21st  in  infant  mortality 
and  20th  in  life  expectancy. 

An  important  distinction  to  be  made 
between  these  international  figures  and 
those  reported  in  this  study  are  that  the 
international  figures  include  all  health 
care  related  expenditures,  including 
out-of-pocket  expenses,  nursing  homes, 
medical  education,  and  research.  This 
study  examines  only  third-party  pay- 
ments for  personal  health  services. 

This  study  included  information  ob- 
tained from  various  sources.  All  of  the 
major  providers  of  health  care  in  Tar- 
rant County  were  included.  Other  con- 
tributors of  health  care  services  to 
uninsured  citizens  may  have  been  ex- 
cluded. Occasional  services  such  as 
health  fairs  with  free  health  screenings 
were  not  included.  Even  if  agencies  or 
services  not  accounted  for  in  this  study 
were  considered  in  future  research,  the 


Table  3.  Private  hospital  costs  for  treating  unin- 
sured patients  in  Tarrant  County,  1995. 


Hospital 

Millions  of  Dollars 

Hospital  A 

13.2 

Hospital  B 

5.0 

Hospital  C 

4.4 

Hospital  D 

3.8 

Hospital  E 

3.5 

Hospital  F 

3.0 

Hospital  G 

2.9 

Hospital  H 

2.9 

Hospital  I 

2.6 

Hospital  J 

1.7 

Other  hospitals 

8.2 

Total 

51.2 

fundamental  conclusions  most  likely 
would  not  be  altered. 

Another  weakness  of  this  study  is 
the  voluntary  reporting  of  data  on  un- 
collected charges.  Almost  all  estimates 
were  provided  by  the  hospitals  and 
other  entities  themselves,  with  no  inde- 
pendent accounting  by  TDH.  This  gives 
a potential  bias  of  overestimating  the 
actual  costs  incurred. 

A small  discrepancy  existed  between 
the  2 insured  population  funding  esti- 
mates. However,  this  discrepancy  has 
some  reassuring  internal  validity.  The 
national  data  included  all  forms  of 
third-party  payment.  Annual  HMO  ex- 
penditures per  capita  are  well  known 
to  be  lower  than  those  of  traditional  in- 
demnity insurance  (22),  which  is  con- 
sistent with  the  hndings  of  this  study. 

Presumably,  the  rationing  of  health 
care  in  Tarrant  County  leads  to  worse 
health  outcomes  for  the  uninsured  popu- 
lation, such  as  worsened  overall  mortal- 
ity, increased  cardiovascular  morbidity 
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Table  4.  Comparison  of  uninsured  finances  by  county,  1995. 

Bexar 

Dallas 

El  Paso 

Harris 

Tarrant 

Percent  of  population  uninsured  (SE)* 

22.9  (1.8) 

19.4  (1.5) 

34.4  (3.8) 

23.8  (1.3) 

20.8  (1.8) 

Total  number  uninsured  (in  thousands) 

298 

388 

230 

738 

270 

Private  hospital  uninsured  costs  per  uninsured  person  ($/yr)t 

136 

259 

62 

296 

189 

Private  hospital  uninsured  bad  debt  and  charity  charges 
per  uninsured  person  ($/yT)j: 

226 

431 

103 

493 

315 

Public  hospital  ad  valorem  tax  revenue 
per  uninsured  person  (S/yr) 

275 

387 

135 

279 

381 

Public  hospital  ad  valorem  tax  revenue  plus  disproportionate 
share  revenue  per  uninsured  person  ($/yr) 

354 

503 

224 

356 

421 

* Average  for  1994-1996  as  collected  by  the  Texas  Behavioral  Risk  Factor  Surveillance  System,  Ken  Condon,  Texas  Department  of  Health, 
t Charges  adjusted  by  hospital  charge/cost  ratio  and  percentage  of  bad  debt  and  charity  care  patients  that  are  uninsured, 
j;  Private  hospitals  defined  as  all  hospital  facilities  not  receiving  ad  valorem  hospital  district  tax  revenue. 


and  mortality,  and  increased  cancer  mor- 
bidity and  mortality.  However,  health 
outcomes  for  the  uninsured  of  Tarrant 
County  are  unknown  because  no  agency 
compiles  the  data. 

Approximately  $200  million  would 
be  required  to  make  the  third-party 
funding  of  the  uninsured  equal  that  of 
the  insured  of  Tarrant  County.  This 
would  require  a property  tax  increase 
of  approximately  200%.  Alternatively, 
this  would  require  private  hospitals 
and  physicians  to  increase  their  care  by 
approximately  300%.  Neither  increase 
is  likely  to  happen.  Therefore,  creative 
approaches  are  needed  to  provide  the 
best  possible  health  outcomes  for  the 
uninsured,  given  the  rationed  dollars 
society  provides  for  their  care. 
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In  recent  years,  Americans  have  wit- 
nessed a marked  change  in  the  source  of 
immigrant  groups.  Current  immigrants 
are  more  likely  to  be  former  residents  of 
the  less  developed  world  (nations  such  as 
Guatemala,  Nigeria,  India,  and  Viet 
Nam)  than  were  earlier  immigrants.  In 
urban  Texas,  the  influx  of  peoples  from 
Central  America  is  particularly  striking 
and  is  largely  a consequence  of  homeland 
political  and  economic  instability.  The 
new  immigrants  tend  to  be  young  and 
sexually  active.  We  analyzed  utilization 
patterns  of  Central  Americans  at  our  dis- 
trict health  care  facilities  over  18  months 
and  compared  results  with  those  of  our 
non-Central  American  health  care  recipi- 
ents. The  30,000  annual  visits  by  Central 
I Americans  accounted  for  4%  of  all  visits. 
Disproportionately  large  amounts  of  care 
I were  given  for  sexually  transmitted  dis- 
, eases  and  obstetric  problems;  conversely, 
small  amounts  were  given  for  chronic  ill- 
nesses, infectious  diseases,  acquired  im- 
munodeficiency syndrome,  mental  health 
^problems,  and  adverse  fetal  outcomes. 
Few  exotic  tropical  diseases  were  recog- 
nized or  treated. 
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INTRODUCTION 

Immigration  patterns  to  the  United 
States  are  changing.  The  stereotype  of 
our  19th  century  immigrant  was  a Eu- 
ropean living  in  the  tenements  of  New 
York.  Today,  the  stereotype  might  be  a 
former  resident  of  the  Pacific  Rim  who 
inhabits  a suburban  Sunbelt  apartment 
complex.  While  our  grandfathers  con- 
tended with  the  intraethnic  conflicts  of 
Irish,  Italian,  Czechoslovakian,  Mexican, 
and  African  American  immigrants,  to- 
day’s populace  is  more  apt  to  address  the 
problems  of  an  immigrant  with  the  cul- 
tural heritage  of  India,  Pakistan, 
Nicaragua,  or  Bosnia.  The  predominantly 
European  populations  of  the  past,  who 
often  shared  a religious  and  cultural  ori- 
entation, have  been  replaced  with  a 
patchwork  of  groups  with  far  greater 
philosophical  and  ethnic  diversity. 

Immigration  to  Texas  is  changing  sim- 
ilarly. For  many  generations,  Texans  have 
witnessed  significant  immigration  across 
the  Rio  Grande  border  (Rio  Bravo  del 
Norte),  perhaps  the  longest  interface  be- 
tween less  and  more  developed  nations 
in  the  world.  Today,  with  the  ease  of  air 
transport  and  the  advent  of  peoples  from 
all  comers  of  the  globe,  a Houstonian’s 
pharmacist  is  often  a native  of  Nigeria  or 
West  Africa;  his  cleaning  assistant,  a for- 
mer resident  of  Central  America;  and  his 
mechanic,  a first-generation  Vietnamese. 
To  know  their  health  status  requires  an 
understanding  of  the  health  problems 
and  diseases  endemic  to  these  areas. 

To  assess  the  health  care  of  such  im- 
migrant populations,  we  analyzed  the 
health  care  indices  of  one  group:  Cen- 
tral American  immigrants  to  Houston 
who  use  Harris  County  Hospital  Dis- 
trict (HCHD)  services.  The  presence  of 
a large  Hispanic  infrastructure  in  Hous- 
ton facilitates  immigration  from  less 
developed  nations  of  Latin  America,  es- 
pecially those  of  Central  America,  and 
explains  the  choice  of  destination. 
Central  American  immigration  is  a 


product  of  both  economic  and  political 
native  turmoil.  The  estimated  100,000 
Central  Americans  in  Houston  make  up 
20%  of  the  local  Hispanic  population 
(1,2).  Among  the  local  Central  Ameri- 
can population,  the  oldest,  most  estab- 
lished group  is  the  estimated  50,000  to 
80,000  Salvadorans  who  immigrated 
between  the  early  1970s  and  the  1990s 
as  a consequence  of  the  civil  war  in  El 
Salvador.  A smaller  Guatemalan  com- 
munity arrived  more  recently  and  in- 
cludes 2 distinct  indigenous  groups 
from  Totonicapan  and  El  Quiche.  A 
Honduran  population  in  Houston  of 
5000  to  10,000  arrived  in  the  mid- 
1980s,  often  for  economic  reasons,  be- 
cause the  median  income  of  Honduras 
exceeds  only  that  of  Haiti  in  North  or 
Central  America.  Because  public  facili- 
ties provide  the  largest  share  of  indi- 
gent health  care,  an  analysis  of  public 
databases  is  a starting  point  toward  un- 
derstanding the  health  care  problems 
in  immigrant  populations. 

Public  health  issues  of  Central 
American  immigrants  receive  scant  at- 
tention. Their  arrival  is  relatively  re- 
cent, their  numbers  are  erroneously 
thought  to  be  small,  and  the  immi- 
grants themselves  are  reluctant,  espe- 
cially when  undocumented,  to  share 
information.  The  tendency  to  consider 
Hispanic  immigrants  homogeneously 
and  apply  Mexican  American  data  to 
Central  American  and  other  Hispanic 
groups  is  misleading.  Hence,  with  a 
need  for  specific  studies  of  Central 
American  immigrants,  we  review  cur- 
rent knowledge  about  Central  Ameri- 
cans’ health  status  and  analyze  data  on 
their  health  care  utilization  in  Houston. 

BACKGROUND 

Central  America 

The  31  million  Central  Americans 
range  from  the  ethnically  homogenous, 
densely  populated  residents  of  El  Sal- 
vador to  the  diverse,  Mayan  descen- 
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dants  of  Guatemala  and  the  African, 
Creole,  and  Caribbean-descended  Gari- 
funa  heritages  of  Belize.  The  health 
care  systems  of  the  7 Central  American 
nations  differ  radically,  the  most  so- 
phisticated being  that  of  Costa  Rica 
whose  investment  in  health  was  a 
product  of  cooperation  with  the  United 
Fruit  Company  and  a consequence  of  a 
developed  economy  and  stable  political 
structure.  Other  Central  American 
health  care  systems  are  less  successful. 
While  nations  such  as  Belize  declared 
health  care  a human  right,  significant 
disparities  between  rural  and  urban 
health  care  occur  as  they  do  through- 
out Central  America  (3-10). 

Social  stability  affects  health,  be  it 
the  development  of  a volunteer  para- 
medic corps  such  as  the  brigandistas  or 
the  eruption  of  conflict  such  as  the  San- 
danista-confra  war  of  Nicaragua  or  the 
civil  war  of  El  Salvador.  The  latter  in- 
volved the  closure  of  the  National  Uni- 
versity from  1980  to  1984.  During  the 
counterinsurgency  campaigns  of 
Guatemala  in  the  1980s,  approximately 
180,000  persons  disappeared,  includ- 
ing 500  health  promoters.  One  conse- 
quence of  such  turmoil  is  sustained 
levels  of  malnutrition  in  these  and 
neighboring  countries  (11,12). 
UNICEF  reported,  before  Hurricane 
Mitch,  that  12,000  Honduran  children 
die  yearly  from  malnutrition. 

Three  disease  phenomena  to  con- 
sider when  assessing  Central  American 
health  include  the  heterogeneity  of  dis- 
eases, the  limitation  of  data  sources, 
and  the  effect  of  political  strife.  The 
heterogeneity  of  disease  is  illustrated 
by  acquired  immunodeficiency  syn- 
drome (AIDS),  a syndrome  that  affects 
residents  throughout  Central  America. 
Highest  caseloads  occur  in  Honduras, 
but  the  epidemiology  of  AIDS  there  is 
more  akin  to  that  of  the  Caribbean  or 
Africa  (heterosexual  spread,  maleife- 
male  sex  ratio  approaching  1:1).  High 
caseloads  and  the  equal  sex  ratios  for 
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Honduras  reflect  a predominantly  het- 
erosexual mode  of  transmission  of  the 
human  immunodeficiency  virus  (HIV), 
perhaps  because  of  geographic  proxim- 
ity to  the  Caribbean  and  considerable 
prostitution  in  the  cities.  In  the  rest  of 
Central  America,  the  epidemiology  is 
similar  to  that  of  the  United  States 
(13).  Hence,  labeling  Central  Ameri- 
cans with  a single  disease  or  syndrome 
requires  recognizing  the  chance  of  such 
heterogeneity. 

Limitations  of  local  databases  are 
best  illustrated  by  cancer  data  that  may 
reflect  ongoing  programs  more  than  ac- 
tual status  of  disease.  For  example,  past 
Central  American  cancer  data  showed 
unusually  high  amounts  of  cervical  can- 
cer. While  this  could  be  due  to  locally 
prevalent  risk  factors  (early  age  of  first 
sexual  activity,  increased  number  of 
partners),  local  research  interests  and 
surveillance  activities  could  bias  the  or- 
dering of  data  (14).  Only  by  recognizing 
“age  stratified  mortality  and  population 
figures  of  sufficient  detail”  can  we  rea- 
sonably assess  such  databases. 

Political  strife  is  evident  in  the  arena 
of  mental  health  problems.  The  politi- 
cal turmoil  of  war-related  trauma,  such 
as  displacement,  loss  of  loved  ones, 
persecution,  and  torture  with  civil 
strife,  are  all  significant  factors  that  af- 
fect the  mental  health  of  many  current 
Central  American  immigrants. 

Studies  on  Central  American  immi- 
grants in  the  United  States  include  occa- 
sional parasitologic  surveys  (15-18); 
serosurveys  for  Trypanosoma  cnizi,  the 
causative  agent  for  Chagas’  disease,  in 
which  about  5%  were  positive  in  1987 
(19);  and  screening  studies  for  tubercu- 
losis (TB)  (20,21),  including  one  show- 
ing skin  positivity  rates  as  high  as  81% 
among  Guatemalan-born  children  in  San 
Francisco  (22).  A Houston  survey,  pub- 
lished in  Texas  Medicine,  among  recently 
arriving  immigrant  Central  Americans 
showed  a tuberculin  skin  test  reactivity 
rate  of  57%  (20).  Mental  health  analyses 

Texas  Medicine  * June  1999 


include  surveys  of  133  detained  Central 
American  juveniles,  aged  13  through  17 
years,  at  2 South  Texas  Immigration  and 
Naturalization  Service  detention  cen- 
ters. More  than  half  the  detainees  re- 
ported 4 or  more  traumatic  events, 
including  murder  of  family  member, 
threats,  encountering  cadavers,  forced 
recruitment,  and  rape  (2,23). 

METHODS 

A retrospective  cohort  study  was  per- 
formed. Hospital  district  utilization  pat- 
terns of  Central  American  natives  cared 
for  at  HCHD  facilities  between  April  1, 
1994,  and  September  30,  1995,  were 
compared  with  utilization  patterns  of 
the  remaining  population.  Primary  diag- 
noses were  based  on  the  International 
Classification  of  Diseases,  9th  Revision, 
Clinical  Modification  (ICD-9-CM). 
Codes  used  to  define  diagnostic  cate- 
gories are  available  from  author  WS. 

Central  Americans  were  identified  by 
place  of  birth  as  recorded  in  HCHD  reg- 
istration. Data  were  obtained  from  the 
Information  Systems  Division,  HCHD, 
in  summary  form,  based  on  number  of 
patient  visits  rather  than  on  number  of 
patients.  Patients  were  asked  at  regis- 
tration to  self-identify  themselves  if 
“undocumented.”  Human  error  was  ac- 
counted for  by  including  abbreviations, 
misspellings,  and  permutations  of  Cen- 
tral American  country  names. 

Selection  of  diagnoses  used  for  sta- 
tistical comparisons  among  groups  was 
based  on  knowledge  of  likely  problems 
in  the  community  and  encompassed  7 
categories:  infectious  diseases  (includ- 
ing sexually  transmitted  diseases 
[STDs],  positive  HIV  status  and  AIDS, 
TB,  intestinal  parasites,  and  vector- 
borne  diseases);  neoplasms;  chronic 
diseases  (including  hypertension,  heart 
disease,  cerebrovascular  disease,  dia- 
betes mellitus,  and  senile  dementia); 
uncomplicated  births;  complications 
during  pregnancy,  labor,  delivery,  or 


www.texmed.org 


puerperium;  congenital  anomalies;  ad- 
verse birth  outcomes  or  sudden  infant 
‘death  syndrome;  and  mental  health 
: problems. 

The  chi-squared  tests  for  R x C con- 
, tingency  tables  and  2-sample  tests  for 
[binomial  proportions  were  performed. 
tThe  Bonferroni  correction  for  multiple 
^comparisons  was  applied  as  appropri- 
! ate.  For  the  R x C contingency  tables,  a 
|P  value  = 0.007  (0.05  with  7 compar- 
(lisons)  was  deemed  significant.  For  the 
‘2-sample  tests  for  binomial  propor- 
■tions,  a P value  = 0.0005  (0.05  with 
:105  comparisons)  was  deemed  signifi- 
icant.  When  expected  values  were  less 
[than  1 for  a given  group  and  category, 
lvalues  were  omitted  from  individual  ta- 
bles (24,25). 

Iresults 

lAmong  more  than  1 million  recorded 
patient  visits  to  HCHD  facilities,  the 
.self-reported  nationality  was  Central 
American  for  2.6%  and  Salvadoran  for 
;2.2%.  An  undocumented  status  was  re- 
ported for  39.4%  of  visits  by  Central 
lAmericans.  When  birthplace  data  were 
used,  4.4%  of  all  patient  visits  were  by 
Central  Americans  and  47.3%  were  by 
undocumented  persons  (Fig  1).  The 
'maleifemale  ratio  was  0:28  for  all  Cen- 
tral Americans  and  higher  than  1 (1.1) 
only  for  Belizeans.  The  mean  age  was 
33.9  years,  ranging  from  33.0  years  for 
Hondurans  to  51.2  years  for  Belizeans. 
'Houston  treatment  facilities  caring  for 
.this  population  cluster  in  the  geo- 
' graphic  areas  where  Central  Americans 
'reside,  with  only  Belizeans  favoring  a 
clinic  used  by  the  African  American 
community.  The  most  common  diag- 
' noses  on  presentation  by  Central  Amer- 
icans, by  number  of  visits,  are  shown  in 
Table  1.  Utilization  rates  based  on  7 
I compiled  diagnostic  categories  are  pre- 
isented  in  Table  2.  Statistically  signifi- 
i cant  differences  were  seen  between 
j observed  frequency  of  visits  for  non- 


Table  1.  Most  common  diagnoses  for  Central  American  visits  to  Harris  County  Hospital  District  from  April 
1994  through  September  1995, 


Diagnosis 

No.  of  Visits 

1.  Follow-up  clinic  evaluation 

1921 

2.  Supervision  of  pregnancy 

1366 

3.  Hypertension 

1279 

4.  Complications  of  prior  care 

989 

5.  Follow-up  for  surgical  care 

881 

6.  Normal  delivery 

841 

7.  Routine  gynecologic  examination 

821 

8.  Abdominal  pain,  unspecified 

786 

9.  Allergic  rhinitis 

780 

10.  Diabetes  mellitus,  type  2 

767 

11.  Urinary  tract  infection 

753 

12.  Acute  upper  respiratory  tract  infection 

707 

13.  Headache,  unspecified 

686 

14.  Vaginitis 

608 

15.  Diabetes  mellitus,  antepartum 

606 

16.  Lumbago 

584 

17.  Delivery  complicated  by  first-degree  laceration 

549 

18.  Ocular  refraction 

531 

19.  Antepartum  complications 

527 

20.  Myalgia  and/or  myositis 

522 
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Table  2.  Observed  versus  expected  visits  to  Harris  County  Hospital  District,  by  nationality  and  diagnostic  category. 


Observed  and  [Expected]  No.  of  Visits,  by  Nationality 


Diagnostic  Group 

Salvadorans 

Hondurans 

Guatemalans 

Nicaraguans 

Panamanians 

Costa  Ricans 

Belizeans 

Non-Central 

Americans 

Infectious  diseases 

3658  [4215] 

1377  [1580] 

733  [776] 

302  [279] 

56  [77] 

62  [51] 

13  [20] 

162,636 

Neoplasms 

542  [560] 

170  [209] 

90  [103] 

28  [37] 

23  [10] 

10  [7] 

1 [3] 

21,555 

Chronic  disease 

2225  [4460] 

687  [1680] 

341  [827] 

170  [298] 

76  [82] 

38  [54] 

34  [21] 

163,745 

Uncomplicated 

deliveries 

347  [82] 

175  [29] 

59  [14] 

9 [5] 

1 [1] 

0 

0 

2,885 

Complications  of  pregnancy, 

labor,  and  delivery 

4264  [1423] 

1779  [517] 

807  [250] 

204  [89] 

30  [25] 

16  [16] 

5 [6] 

51,878 

Congenital  abnormalities, 

adverse  fetal  outcome. 

and  SIDS 

110  [130] 

6 [48] 

6 [24] 

14  [9] 

1 [2] 

1 [2] 

0 

5,025 

Mental  health  disorders  443  [713] 

140  [268] 

72  [132] 

37  [47] 

24  [13] 

11  [9] 

0 [3] 

27,679 

SIDS  = sudden  infant  death  syndome 

The  expected  values  assume  a distribution  equivalent  to  the  non-Central  American  population. 
Chi  square,  distribution  of  diagnoses,  non-Central  Americans  versus: 


Salvadorans  = 8037,  P < 0.0001 
Hondurans  = 4566,  P < 0.0001 
Guatemalans  = 1711,  P < 0.0001 
Nicaraguans  = 216,  P < 0.0001 
Panamanians  = 33,  P < 0.0001 
Costa  Ricans  = 10,  P < 0.085 
Belizeans  = 15,  P < 0.0005 

Central  American  patients  versus  all 
Central  American  nationalities  at  P < 
0.005  except  for  Costa  Ricans. 

Central  Americans  had  lower  visit 
rates  for  infectious  diseases  (Table  3); 
Salvadorans  and  Panamanians  showed 
the  smallest  percentages.  For  tropical 
diseases,  we  had  only  13  visits  (9  pa- 
tients) for  malaria  but  no  diagnosed  or 
reported  encounters  for  dengue  or  lep- 
tospirosis. The  most  common  major  in- 
fection was  TB  (280  encounters  among 
85  patients). 

For  STDs  (not  including  HIV  infec- 
tion or  AIDS),  utilization  rates  were 
80%  higher  among  Central  American 
natives  (14.7  vs  8.2  per  1000  visits,  P < 
0.0001;  this  and  all  subsequent  compar- 


isons are  presented  per  1000  visits,  P 
value  by  binomial  proportions),  a differ- 
ence most  pronounced  for  Salvadorans 
and  Nicaraguans  (16.3  and  16.3).  Cen- 
tral Americans  had  significantly  lower 
visit  rates  as  a group  for  HIV  and  AIDS 
(7.7  vs  21.3)  and  the  only  nationality 
whose  visit  rate  for  HIV/AIDS  ap- 
proached that  of  non-Central  Americans 
was  Honduran  (17.3,  P < 0.0001).  The 
visit  rates  for  TB  and  its  complications 
among  Central  Americans  differed  min- 
imally from  those  of  non-Central  Amer- 
icans (4.9  vs  4.3,  P = 0.048),  although 
only  Guatemalans  had  significantly 
higher  visit  rates  for  active  TB  (8.5,  P < 
0.0001).  Visit  rates  for  parasitosis  were 
not  increased  (2.9  vs  3.2,  P = 0.27). 


Central  American  immigrants  had 
proportionately  fewer  visits  for  neo- 
plasms (18.6  vs  21.4,  P < 0.0001)  and 
chronic  diseases  (7.7  vs  17.3,  P < 
0.0001),  including  hypertension  (23.8  vs 
70),  heart  disease  (7.4  vs  20.1),  and  dia- 
betes (33.4  vs  57.5).  Rare  isolated  excep- 
tions were  noted  (eg,  among  Belizeans, 
the  rate  for  hypertension  was  93.8). 

The  most  significant  differences  in 
rates  were  for  uncomplicated  deliver- 
ies, which  occasioned  a hospital  visit 
almost  5 times  more  often  for  Central 
American  immigrants  than  for  non- 
Central  Americans  (Table  3).  Central 
Americans  accounted  for  17.5%  of  all 
visits  for  uncomplicated  deliveries  at 
HCHD  facilities.  The  increased  visit 
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Table  3.  Central  American  utilization  of  Harris  County  Hospital  District  facilities  for  infectious  diseases  and  [uncomplicated  deliveries],  by  nationality  (n). 


Nationality 

No.  of  Visits 

Rate  (per  100  visits) 

Odds  Ratio 

Z 

P 

Non-Central  Americans 
(1,006,597) 

162,636  [2781] 

16.2  [2.8] 

1 [1.0] 

Central  Americans 
(46,371) 

6,201  [591] 

13.4  [12.8] 

0.83  [4.57] 

16  [-37.2] 

<0.0001  [<0.0001] 

Salvadorans 

(28,872) 

3,658  [347] 

12.7  [12.0] 

0.78  [4.20] 

15.9  [-28.3] 

<0.0001  [<0.0001] 

Hondurans 

(9,416) 

1,377  [175] 

14.6  [18.6] 

0.9  [6.64] 

4 [28.4] 

<0.0001  [<0.0001] 

Guatemalans 

(5,076) 

733  [59] 

14.4  [11.6] 

0.89  [4.14] 

3.3  [-11.9] 

0.0009  [<0.0001] 

Nicaraguans 

(1,964) 

302  [9] 

15.4  [4.6] 

0.95  [4.6] 

0 [-1.5] 

0.35  [0.13] 

Panamanians 

(540) 

56 

10.4 

0.64 

3.7 

0.0003 

Costa  Ricans 
(407) 

62 

15.2 

0.94 

0.5 

0.61 

Belizeans 

(96) 

13 

13.5 

0.83 

0.7 

0.49 

The  odds  ratios  were  calculated  as  visit  utilization  rates  for  a given  nationality/visit  utilization  rates  for  all  non-Central  Americans. 

■ Z values  were  determined  with  the  2-sample  test  for  binomial  proportions. 

Significant  P values  using  Bonferroni  adjustment  for  multiple  comparisons  were  all  values  less  than  0.0005  (the  new  critical  value). 


I rate  was  significant  for  Salvadorans, 

' Hondurans,  and  Guatemalans. 

The  visit  rates  for  complications  of 
pregnancy,  labor,  delivery,  and  puer- 
perium  were  similarly  higher  among 
Central  American  natives  (15.3  vs  5.2, 
P < 0.0001),  although  the  visit  rates 
for  congenital  anomalies,  adverse  fetal 
outcomes,  and  sudden  infant  death 
syndrome  were  significantly  lower 
compared  with  non-Central  Americans 
(3.5  vs  5.0,  P < 0.0001). 

Central  American  immigrants  from 
the  4 nationalities  most  represented  in 
Houston  had  significantly  lower  visit 
rates  than  non-Central  Americans  for 
mental  health  disorders  (15.7  vs  27.5, 
P < 0.0001),  pediatric  mental  health 
disorders  (emotional  disorders,  hyper- 
activity, and  developmental  delay)  (0.3 


vs  1.2,  P < 0.0001),  and  alcoholism 
and  drug  dependence  (1.9  vs  8.4,  P < 
0.0001).  Panamanians  alone  among 
Central  Americans  had  a higher  visit 
rate  for  mental  health  disorders  (44.4, 
P = 0.016). 

DISCUSSION 

The  relative  youth  of  Central  American 
immigrants  accounts  for  high  visit  rates 
for  STDs  and  uncomplicated  deliveries, 
and,  conversely,  for  low  rates  for 
chronic  diseases.  The  higher  median 
age  and  unique  ethnicity  of  Belizeans 
account  for  their  singularly  high  visit 
rates  for  chronic  diseases,  especially 
hypertension. 

Birthplace  was  a more  reliable 
measure  of  Central  American  origin 


than  was  nationality.  Many  immigrants 
become  naturalized,  others  deny  citi- 
zenship, while  others  feign  citizenship 
in  a country  granted  amnesty  privi- 
leges by  the  United  States.  For  exam- 
ple, a Salvadoran  origin  represents  an 
asset  in  that  the  US  government  offi- 
cially recognized  the  civil  war  of  El  Sal- 
vador but  not  other  very  significant 
recent  disturbances  in  Central  America. 

The  TB  data  merit  2 comments.  Data 
analyses  using  birthplaces  reflect  often 
ongoing  programs  and,  thus,  an  ob- 
served high  frequency  of  visits  for  TB 
screening  programs  (data  not  shown) 
was  merely  the  result  of  immigrant 
screening  projects.  Furthermore,  utiliza- 
tion data  require  analysis  in  view  of  de- 
mographics. For  example,  most  Central 
American  patients  fail  to  show  higher 
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visit  rates  for  active  TB  either  because 
they  may  fail  to  seek  care  for  active  TB 
or,  more  likely,  this  young  population 
has  been  exposed  but  has  yet  to 
progress  to  active  disease  (20-22). 

Other  tropical  diseases  were  seen  in- 
frequently despite  reports  confirming 
recent  outbreaks  of  common  tropical 
diseases.  The  cholera  outbreak  that  be- 
gan in  Peru  in  1991  affected  residents 
of  all  Central  American  nations;  an 
outbreak  of  leptospirosis  occurred  pre- 
dominantly among  Nicaraguans;  and 
Belizeans,  in  conjunction  with  the  peo- 
ples of  the  Caribbean,  suffered  from  re- 
cent outbreaks  of  dengue  and  dengue 
hemorrhagic  fever  (26).  The  absence  of 
these  diagnoses  among  our  immigrant 
population  may  result  from  the  epi- 
demic nature  of  these  infections. 

We  do  not  imply  that  prevention 
programs  should  be  modihed  on  the 
basis  of  this  type  of  data.  Consider  par- 
asitic diseases,  whose  infections  may 
be  asymptomatic.  They  will  not  be  ac- 
counted for  when  utilization  rates  are 
assessed,  and  screening  programs  for 
parasites  show  public  health  validity 
(27).  A recently  published  article  docu- 
ments the  cost-effective  validity  of 
treating  immigrant  populations  with  a 
5-day  course  of  albendazole  and  sug- 
gests that,  in  the  future,  empiric  treat- 
ment of  immigrants  may  be  preferred 
over  screening  for  parasites.  Utilization 
data  also  may  fail  to  detect  less  readily 
diagnosable  entities  such  as  malnutri- 
tion, which  is  better  assessed  with  spe- 
cific screening  programs  (eg,  those  of 
the  Pan  American  Health  Organization, 
which  document  significant  iodine  and 
vitamin  A deficiency  and  reduced 
height  for  weight  indices  among  Cen- 
tral American  natives)  (3,7,29). 

The  high  frequency  of  visits  for 
STDs,  in  conjunction  with  known  low 
rates  for  barrier  contraceptives  and 
high  rates  for  prostitution,  emphasizes 
the  need  for  targeting  sex  education 
programs  and  intensifies  STD  control 


programs  among  immigrant  communi- 
ties. That  HfV  and  AIDS  visit  rates  were 
not  increased  may  reflect  the  lower 
prevalence  of  HfV  infections  in  Central 
America.  However,  AIDS  prevention 
programs  are  advisable  in  view  of  the 
high  fertility  and  sexual  activity  of  the 
population  (30-32). 

Low  utilization  rates  for  mental 
health  service  are  unexplained  in  view 
of  Central  American  experiences  with 
war-related  trauma,  the  difficult  jour- 
ney to  the  United  States,  and  post-trau- 
matic stress  disorder  (12,33). 
Immigrants  may  only  seek  available 
public  mental  health  services  reluc- 
tantly, hnding  instead  solace  from  com- 
patriots, from  the  church,  or  from 
Hispanic  nongovernmental  organiza- 
tions with  a common  cultural  back- 
ground insight  into  unique  wartime 
and  journey  experiences. 

Specihc  conclusions  can  be  drawn 
cautiously.  Visit  rates  may  not  reflect 
actual  health  status.  Determining  inci- 
dence or  prevalence  of  disease  requires 
knowledge  of  denominators,  in  this 
case  the  unknown  population  sizes  of 
local  Central  American  communities. 
Use  of  visits  rather  than  individual  pa- 
tients skews  hndings  for  certain  dis- 
eases and  conditions.  A single  patient 
with  a high-risk  pregnancy  or  chronic 
illness  and  repeated  visits,  for  example, 
could  inflate  visit  rates  for  that  diag- 
nostic entity.  Finally,  only  public  facility 
data  were  analyzed.  Earlier  immigrants 
may  use  private  care,  recent  immi- 
grants may  frequent  free  nonpublic 
clinics,  and  both  may  resort  to  alterna- 
tive forms  of  medical  care. 

The  long-term  effects  of  the  1998 
natural  disaster  with  Hurricane  Mitch 
are  unknown  (see  Addendum).  A po- 
tential effect  on  migration  is  a consid- 
eration, as  reported  by  a popular  news 
columnist  (34),  because  climatic 
events  are  known  to  affect  migration 
patterns.  (For  example,  African  migra- 
tions are  often  magnified  during  exten- 


sive droughts  in  the  Sahel.  The  Dust- 
bowl  migrations  in  the  United  States' 
were  incited  by  weather  phenomena.) 
Nonetheless,  the  Central  American  cli- : 
mate  is  usually  agreeable  throughout: 
the  year.  Furthermore,  Hurricane  Mitch 
is  but  one  of  many  tragic  events  within : 
the  recent  tumultuous  history  of  the 
Central  American  nations  (35).  Be- 
cause the  magnitude  and  severity  of 
this  hurricane  may  impact  the  eco- 
nomic output  and  chronic  level  of  Cen- 
tral American  medical  care  and 
services,  immigrants  from  the  severely 
impacted  nations  of  Honduras  and,  less 
so,  of  Nicaragua  unfortunately  will 
continue  to  show  the  compromised 
health  indices  that  characterize  their 
health  care  systems. 

Despite  such  limitations,  these  data 
do  show  that  in  the  care  of  immigrants 
from  Central  America,  the  most  common 
diseases  are  those  associated  with  youth 
and  sexual  activity.  Tropical  diseases  do 
need  to  be  considered  in  the  care  of  in- 
dividual patients.  However,  Central 
Americans  seeking  care  in  the  public  sec- 
tor infrequently  present  for  mental 
health  care;  they  show  an  increased  rate 
of  complicated  pregnancies;  and  their 
low  utilization  of  services  for  HfV  infec- 
tions reflects  the  lower  prevalence  of 
HfV  in  Central  America  compared  with 
that  in  the  United  States.  Services 
needed  for  this  growing  segment  of  the 
community  in  Texas  and  in  all  likelihood 
other  American  destinations  for  these 
immigrants  include  STD  clinics  and  pre- 
natal and  obstetric  services. 
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ADDENDUM 

The  devastation  wreaked  in  November 
1998  by  Hurricane  Mitch  on  the  Central 
American  nations  is  impacting  signifi- 
candy  the  physical  and  psychological 
health  of  the  residents  of  Honduras, 
Guatemala,  El  Salvador,  and  Nicaragua. 
Undoubtedly,  a consequence  of  the  eco- 
nomic and  social  havoc  imposed  by  this 
tragedy  will  be  increased  immigration  of 
the  residents  of  these  nations  to  the 
United  States.  The  death  toll  is  esti- 
mated at  9000  to  11,000;  approximately 
2 million  people  were  left  homeless  (re- 
ferred to  locally  as  damnificados) . Hon- 
duras clearly  was  the  most  severely 
impacted;  whole  villages  were  deci- 
mated in  the  eastern  portion  of  the 
country  as  the  river  surged  through  the 
countryside.  In  addition,  seismic  activity 
is  increasing  in  the  region  affected  by 
the  hurricane,  and  residents  are  sub- 
jected almost  weekly  to  earthquakes  of 
varying  magnitude. 

The  outpouring  of  support  — finan- 
cial, physical,  medical,  and  emotional 
— is  considerable.  While  much  of  the 
American  monetary  support  depends 
on  congressional  willingness  to  support 
President  Clinton’s  offer  of  $950  mil- 
lion in  aid  to  rebuild  the  roads,  bridges, 
and  clinics  in  the  affected  nations,  a 
number  of  agencies  continue  to  pro- 
vide direct  support  to  Central  American 
nations  in  recovery  (see  list  of  agencies 
and  addresses  for  donations). 

Numerous  organizations  and  churches 
are  adopting  sister  cities  or  institutions  in 
Central  America,  such  as  the  tie  between 
Covenant  House  and  Casa  Alianza  noted 
in  the  accompanying  list.  Two  Houston- 
based  churches  have  established  such  al- 
liances — Salem  Lutheran  Church  of 
Tomball  with  a mission  in  San  Juan 
Pueblo  in  northern  Honduras,  and  Prince 
of  Peace  Catholic  Church  of  Tomball  with 
a church  in  Santa  Cruz  del  Quiche  in  the 
Guatemalan  highlands. 


Agencies  providing  support  to  Central 
America 

Covenant  House  (allied  with  Casa 
Alianza  in  Central  America) 

SJO  1039 
PO  Box  025216 
Miami,  FL  33102 

Central  American  Refugee  Center  of 

Houston 

6006  Bellaire 

Houston,  TX  77081 

Asociacion  de  Guatemaltecos 
AGU/Hurricane  Emergency 
Washington  Mutual  Bank 
3438  Fruitvale  Ave 
Oakland,  CA  94602 

American  Friends  Service  Committee 
1501  Cherry  St 
Philadelphia,  PA  19102 

Catholic  Medical  Mission  Board 

10  W 17th  St 

New  York,  NY  10011 

Center  for  the  Study  of  Americas 
2288  Fulton  St 
Office  103 
Berkeley,  CA  94704 

Quest  for  Peace 
Hurricane  Fund 
PO  Box  5206 
Hyattsville,  MD  20782 

Committee  of  Solidarity  with  the 
People  of  El  Salvador 
PO  Box  1801 
New  York,  NY  10159 

Nicaragua  Network 
1247  E St  SE 
Washington,  DC  20003 
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Allergy 


Corpus  Christ!  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 


Bariatric  Surgery 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Anesthesiology 


Dermatology 


Gonzales  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzales,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


Robert  F.  Bloom,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  204 
Lubbock,  Texas  79410;  (806)  797-6631 


Gynecologic  Oncology 


XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.  Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  Center  Tower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor's  only  toll-free  (888)  614-2400 


Hand  Surgery 


INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  &Therapeutic  Nerve  Blocks  David  J.  Zchr,  MD  — MicrOSUrgcry 

Neurolytic  Procedures  Neuromodulation  Amold  V.  Dlbclld,  MD““Wrist  D©rflng6m©ntS 

Radio  Frequency  Lesioning  Paul  R.  Ellis,  MD 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082;  Diplomates  American  Board  of  Orthopaedic  Surgery 

(281)  496-1006  Hand  Surgery  and 

^ Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


Tel  800.880.1300 
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Medical  Toxicology 

OCCUPATIONAL  AND  EN  VIRONMENTALTOXICOLOGY 
Eric  G.  Comstock,  MA,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 
Fellow,  American  College  of  Medical  Toxicology 
Fellow,  American  Academy  of  Clinical  Toxicology 

Fellow,  American  College  of  Occupational  and  Environmental  Medicine 

Consultation  by  appointment 
6910  Bellaire  Blvd.,  Suite  12 
Houston,  TX  77074 

Telephone  (713)  541-3214  Fax  (713)  271-6508 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


Neurological  Surgery 

Drs.  Smith  and  Wheeler 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530 
Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS,  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  (972)  556-7010 


Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902 
For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 
http://home.swbell.net/fracture 

Joseph  H.  Gaines,  MD,  PA  Steven  J.  Mackey,  MD,  PA 

Stephen  L.  Brotherton,  MD,  PA  Joseph  C.  Milne,  MD,  PA 

Mayme  Richie-Gillespie,  MD,  PA 


Orthopedic  Surgery,  Pediatric 


Orthopedic  Oncology 


Mayme  F.  Richie-Gillespie,  MD 


Diplomate  American  Board  of  Orthopaedic  Surgery 
FellowshipTrained  in  Orthopaedic  Oncology 


Orthopaedic  Surgery-Oncology 
Metastatic  Bone  Disease 
The  Bone  and  Joint  Clinic,  L.L.P. 
1651  W.  Rosedale,  Suite  100 
Fort  Worth,  Texas  76104 


Limb  Salvage  Surgery 
Osteomyelitis 

(817)  335-4316 

http://home.swbell.net/fracture 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children's  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 
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Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director;  R.L.  Dewald,  MD 

J3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


iPain  Management 


PRAFUL  SINGH,  MD 

I Pain  Specialty  Consultants,  PA 
1 Diplomate  American  Board  of  Pain  Medicine 
I Subspecialty  Certification  in  Pain  Management 
I by  American  Board  of  Anesthesiology 
j Fellowship  in  Pain  Management 
< Diplomate  American  Board  of  Anesthesiology 
Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #429 
I San  Antonio,  Texas  78212 
' 540  Madison  Oak,  #210 

I San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


Radiation  Oncology 


J.  CARLOS  HERNANDEZ,  MD 

Clinical  Associate  Professor,  UTHSC-SA 

Gamma  Knife  Radiosurgery  for  primary  and  metastatic  brain  tumors 
Peacock  (intensity  modulated)  Radiotherapy  for  primary  brain  tumors 
Ultrasound-guided  radioactive  seed  implants  for  prostate  cancer 
LDR  and  outpatient  HDR  (Selectron)  implants  for  gyn  and  lung  tumors 
3D  Conformal  Radiotherapy 

CancerTherapy  and  Research  Center 

7979  Wurzbach  Road,  San  Antonio,  Texas  78229 

(210)  616-5688;  Fax  (210)  616-5613 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months'  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Advertising  Production  Manager,  Texas  Medicine,  401  West  15th 
St.,  Austin,  TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 


Don’t  miss  one  word 
of  the  July  issue  of 
Texas  Medicine. 


WE’UL  Explore: 


Physician  workforce  issues 
Disaster  response 
Causes  of  child  mortality 
TexMed  ’99  actions 

For  more  information,  call  Larry  BeSaw,  managing  editor, 
at  (800)  880-1300,  ext  1383.  or  (512)  370-1383, 

or  e-mail  larry_b  @ texmed.org. 

Also  considt  the  TMA  Web  site  at  ivwiv.texmed.org. 


Tel  800.880.1300 
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OPPORTUNITIES  AVAILABLE 


Family/General  Practice 


Anesthesiology 

Anesthesiologist/Board  Certified  Pain  Man- 
agement needed  for  office  work  in  Dallas/Fort 
Worth.  Contact  Lisa  Abell  at  K Clinic,  (888)  K 
CLINIC  or  fax  CV  to  (972)  256-1882. 


Emergency  Medicine 


‘Seauttc^ul  ^exaa. 

Clinic  practice  in  Tyler  and  surrounding  area. 
Flexible  hours.  Excellent  compensation.  BE 
required.  Primary  and  moonlighting  positions 
available.  Fax  CV  to  (817)  496-9889. 

EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 

6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth,  TX  76112 
(888)  DOCS-911 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  817-496-97001 

TiXAS:  Regional  emergency  group  has  held 
2C)-year  contract  to  staff  nationally  recognized 
ED.  Contracts  range  from  14,000-60,000  pt  vis- 
its annually.  Earn  exceOent  compensation  as  an 
independent  contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice.  Fax 
(817)  496-9889  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD, 
6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth  TX  76112 


Longview,  Texas  - FT/PT  Emergency  Medi- 
cine experienced  BC/BP  primary  care  physicians 
needed  to  work  with  locally  owned  independent 
group.  Located  in  East  Texas,  the  community  of 
Longview  (80,000-1-  residents)  has  excellent  schools 
and  an  abundance  of  outdoor  activities  while  retain- 
ing the  convenience  of  nearby  Dallas  and  Shreve- 
port. The  position  offers  a competitive  rate  to  staff, 
a 20,000-1-  visit,  minor  emergency  center  located 
within  the  hospital  ED.  For  more  information,  please 
call  PSR(a)(800)  346-0747,  ext.  113. 


STAFF  PHYSICIANS 


Texas  A&M  University  is  seeking  a qualifiecd  physician  to  work  in  the  stuident 
health  care  facility  proviciing  primary  care  to  students.  Requires  medical  de- 
gree, state  of  Texas  medical  license  and  experience  with  private  or  group 
medical  practice  or  equivalent.  Salary  is  negotiable,  with  excellent  benefit 
package  including  liability  coverage.  Send  a resume  and  letter  of  interest  with 
list  of  three  references  to; 

Employment  Office 
Human  Resources  Department 
Texas  A&M  University 
College  Station,  Texas  77843-1475 

An  Affirmative  Action/Equal  Opportunity  Employer  Committed  to  Diversity 


Need  FP  or  ER  physician  to  work  in  minor  emer- 
gency/OC-med  clinic,  60  miles  north  of  Dallas.  Ex- 
cellent staff,  well-equipped,  malpractice  paid.  No 
hospital.  No  call.  Send  CV  to  Medical  Care  Center, 
301  N,  Grand,  Gainesville,  TX  76240;  phone  (940) 
665-0736  (O),  (940)  668-8842  (H),  (940)  727- 
2625  (cell). 

Family  Practice  Available  to  the  right  candidate. 
No  investment  needed!  Board  Certified  FP  or  IM 
physician  is  needed  for  small  group  practice.  Two 
physicians  retiring.  Beautiful  professional  building 
adjacent  to  Charlton  Methodist  Hospital,  DeSoto, 
Texas,  just  south  of  Dallas.  Rapidly  growing  subur- 
ban community  with  the  amenities  of  the  city  and 
the  calm  space  of  the  country.  Call  Brad  McCarty  at 
(972)  298-4535  or  fax  CV  to  (972)  296-4473. 

Primary  Care  Physician:  Large  established  group 
seeks  full  time  family  practice/intemist  to  man  our 
satellite  clinic  in  deep  East  Texas.  Excellent  location 
in  close  proximity  to  Houston  and  Dallas,  good  pub- 
lic schools  and  beautiful  recreation  area  of  lakes  and 
golf  courses.  Excellent  salary  and  benefits  package. 
Not  HPSA  area.  Reply  to  Ad- 1206,  Texas  Medicine, 
401  W.  15*  St.,  Austin,  TX  78701. 

Austin,  Texas — Employed  position  available  im- 
mediately in  well  established  primary/urgent  care 
clinics.  Board  certified  family  practice  physician  pre- 
ferred. Full  time/part  time.  Flexible  scheduling. 
Salary  and  benefits.  J-1  visa  not  available.  Please 
send  your  CV  to:  Brennan  McNally,  PO  Box  1788, 
Austin,  Texas  78767-1788;  or  fax  to  (512)  482- 
4167. 


FAMILY  MEDICINE 

The  University  of  Texas  Medical  Branch  Conroe 
Family  Medicine  Residency  Program  needs 
an  experienced  board  certified  family  medicine 
faculty  member  (non  tenure  track,  clinical).  Ex- 
perience should  include  obstetrics,  teaching,  and 
a minimum  of  two  years  practice  experience. 
Must  have  a Texas  license.  Our  program  is  ac- 
credited and  has  2 1 residents.  Conroe  is  a beau- 
tiful suburban  community  located  only  40  miles 
north  of  Hou.ston.  UTMB  is  an  EO/AA  em- 
ployer M/F/DA(  UTMB  is  a smoke  ffee/drug 
free  workplace.  UTMB  hires  only  individuals 
authorized  to  work  in  the  United  States. 

Please  respond  by  contacting 
joseph  G.  Ewing,  M.D.,  Program  Director, 
University  of  Texas  Medical  Branch, 

701  E.  Davis,  Suite  C,  Conroe,  Texas  77301 . 

Applications  accepted  until  position  is  filled. 


66 


Texas  Medicine  -k  June  1999 


www.texmed.on 


Classified  Directory 


Family/General  Practice 


Locum  Tenens 


UTMB 

The  University  of  Texas 
Medical  Branch  at  Galveston 


ASSISTANT/ASSOCIATE  PROFESSOR 
The  Department  of  Family  Medicine  is  seeking  a 
Geriatric  focused  family  physician  for  the  following 
position: 

CLINICAL/TEACHING  GERIATRICIAN  FACULTY 
Responsibilities  include  teaching  in  the  predoctoral 
and  residency  training  programs,  as  well  as  direct 
patient  care  in  the  ambulatory,  in-patient  and 
nursing  home  settings.  The  department  operates  a 
large  residency  program,  a required  third-year 
medical  student  clerkship,  a large  state-of-the-art 
clinical  practice  with  an  electronic  medical  record 
system,  and  provides  leadership  in  the  Robert 
Wood  Johnson  Generalist  Physician  Initiative  pro- 
gram for  community-based  education. 

Responsibilities  include  opportunities  to  partici- 
pate in  research  projects  in  the  areas  of  medical 
decision  making,  medical  outcomes,  clinical  effec- 
tiveness. palliative  care,  and  end  of  life  issues  are 
available. 

Candidates  should  have  a CAQ  in  Geriatrics  and  a 
minimum  of  three  years  post-residency  experi- 
ence, be  board-certified,  and  qualify  for  medical  li- 
censure in  Texas.  Salary  and  appointment  level 
will  be  commensurate  with  training  and  experi- 
ences. Please  send  letter  of  interest  and  curricu- 
lum vitae  to; 

Barbara  L.  Thompson.  MD,  Chairman 
Department  of  Family  Medicine 
The  University  of  Texas 
Medical  Branch  at  Galveston 
301  University  Blvd. 

Galveston.  Texas  77555-1123 
Fax:  (409)  747-6011 


UTMB  is  a EO/AA  employer.  M/F/D/V.  UTMB  is  a smoke 
free/ drug  free  workplace.  UTMB  hires  only  individuals 
authorized  to  work  in  the  United  States. 


We’ve  Doubled 
Your  Opportunity 
To  Find  The 
Perfect  Position. 

Through  our  acquisition 
of  HKA  Locum  Tenens, 
we’ve  more  than  doubled 
the  number  of  primary 
care  and  specialist 
positions  you  can 
choose  from. 

Call  now  to  learn  about 
our  national  database  of 
opportunities  and  we'll 
find  the  perfect  match 
for  your  personal  needs 
and  professional  growth. 

800-531-1122 


©1999,  Interim  Healthcare  Inc. 

Interim  is  a registered  mark  of 
Interim  Services  Inc. 

Ini^lm 

P HYSICIANS. 


www.interimhealthcare.com 


as  your  guide  to  explore  the  odventurou^j.^ 
realms  of  LOCUM  TENENS.  Travel,  liceniF' 

a-  n ■ , - 

isure  and  occurrence  malpractice  insuranc 
are  inclusive  in  our  total 

give  you  nationwide  opportynitiesf^ 

Texas  Based,  Texas  BesrF  , 
Endorsed  by  Texas  jMedjjwl Asspe jc 


■Tiv?5v~| 

' F^r  more. info  about  our  LOCUM 


samg'=^ 


8fl|2lld97rs| 

Western  Destinojtiqn^ 


"Midwest  & Eastern  Destinations 

ft  www.locumsnet.com 

BLE  TO  PLAcT'i-l  {3R  H-1  PHYSICIANS 


Neurosurgery 


Longview  and  DFW:  Physician  opportunity  is 
available  in  low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Com- 
petitive salary  and  benefits.  Call  Lisa  Abell  at  1-888- 
K CLINIC  or  fax  CV  to  (972)  256-1882. 

BC/BE  FP  needed  for  family  clinic/minor  emer- 
gency center.  Best  of  Dallas  metroplex  and  suburbs. 
Fax  CV  to  Plano  Medical  Center  (972)  491-6750. 


GAMMA  KNIFE  NEUROSURGEON 

♦ NEW  OFFICE  LOCATION  ♦ 

W.  Robert  Hudgins,  M.D. 

Neurological  Surgeons  of  Dallas,  P.A. 

8210  Walnut  Hill  Lane,  Suite  700,  Dallas,  Texas  75231 
(214)691-2111  ♦ FAX  (214)  691-3799 
Email:  doctor@drhudgins.com 


Tel  800.880.1300 
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OB/GYN 

OB/GYN  Practice — Two  female  group  seeking  a 
third  doctor.  Please  contact  office  manager,  South- 
side  Women’s  Center,  PA,  5920  Saratoga  Blvd.,  Ste. 
570,  Corpus  Christi,  Texas  78414.  Call  (361)  985- 
8100.  Offices  are  set  up  to  receive  third  doctor. 


Radiology 

WANTED:  Board  Certified  general  Diagnostic 
Radiologist  w/interest  in  Mammo/US/CT  for  out- 
patient imaging.  No  interventional  procedures.  Ben- 
efit package,  permanent  position.  Send  CV  in 
confidence  PO  Box  241000,  San  Antonio,  TX  78224. 


RADIOLOGIST  VACANCY 

The  North  Texas  Veterans  Health  Care 
System  Radiology  Service  will  have  an 
opening  in  September  1999  for  a G1  ra- 
diologist at  its  state-of-the-art  Dallas  fa- 
cility. Applicant  should  be  skilled  in  all 
aspects  of  diagnostic  G1  radiology. 

riiis  position  includes  an  academic  ap- 
pointment with  its  affiliate,  The  Uni- 
versity of  Texas  Southwestern  Medical 
Center.  It  also  has  a very  active  resi- 
dency program. 

Applicants  must  be  a U.S.  citizen  and 
must  possess  an  active  current  license 
to  practice  radiology  in  a State,  Terri- 
tory or  Commonwealth  of  the  United 
States,  or  in  the  District  of  Columbia. 

Applicants  should  forward  a curricu- 
lum vitae  and  references  to: 

Ward  M.  Terry,  M.D. 

Chief,  Radiology  Service  (114) 
Department  of  Veterans  Affairs 
Medical  Center 
4500  South  Lancaster  Road 
Dallas,  TX  75216 
(214)  857-0185 
(214)  857-0173  (FAX) 

An  Equal  Opportunity  Employer 
Applicants  Subject  to  Drug  Testing 
Non-Smoking  Facility 


Other  Opportunities 

Kelsey-Seybold  Clinic  and  the  Johnson 
Space  Center  announces  the  opening  in  their  Oc- 
cupational Medicine  Clinic.  The  physician  must  have 
prior  military/Flight  Surgeon  experience  in  either 
the  U.S.  Air  Force  or  Navy.  Aerospace  Medicine 
Board  Certification/Primary  Care  specialty  is  desir- 
able. The  individual  must  excel  in  ambulatory  care 
medicine  as  well  as  be  trained  in  flexsigmoidoscopy. 
Excellent  interpersonal  skills  a must.  A Texas  license 
is  required.  If  you  have  the  “right  stuff,”  fax  your  CV 
c/o  A.  C.  Rossum,  MD,  (281)  244-5179. 

Wanted:  BC/BE  Internists,  FPs,  Psychia- 
trists, and  other  subspecialties  for  Moonlighting 
opportunity  in  several  locations  across  Texas.  $60- 
80/hour.  Please  call  Quality  Care  Medical  Group, 
(210)  614-3063. 


OKLAHOMA  PRACTICE 
OPPORTUNITIES 

McAlester  Regional  Health  Center,  McAlester,  Oklahoma  is 
recruiting  the  following  specialties:  Pediatrics,  Obstetrics- 
Gynecology,  Cardiology,  Pulmonary  Medicine,  Ophthalmol- 
ogy, Nephrology,  Dermatology  and  Infectious  Disease. 
Competitive  net  income  guarantees,  student  loan  assis- 
tance, equipment  loans  and  full  marketing  support. 
McAlester  is  not  a J-1  visa  area.  Contact:  Vicki  Schaff,  Di- 
rector Physician  Services/  Recruitment,  (800)  319-2455, 
Fax:(918)  421-8066,  E-mail:  vschaff@mrhc.mcalester.ok.us. 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  4231 4 u ^ o. 

Houston,  TX  77242-23 1 4 Bronstcin 
FAX  281-493-2234  & Associates 


TEXAS  MEDICINE 
CUSSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

August  1 999  July  1 , 1 999 

September  1 999  July  30,  1 999 
October  1 999  September  1 , 1 999 
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HEMATOLOGY/ONCOLOGY 

A small  single-specialty  oncology 
group  affiliated  with  Methodist 
Hospitals  of  Dallas  seeks  a third 
physician  to  join  their  private  prac- 
tice group.  New  Cancer  Centers 
with  advanced  technology.  Compet- 
itive salary  and  benefits  with  1 :3 
call. 

OTOLARYNGOLOGY 

Excellent  opportunity  for  a BC/BE 
otolaryngologist  to  provide  general 
ENT  services  in  SW  Dallas  County. 
Nice,  progressive  hospital  facilities 
nearby.  Incoming  physician  would 
preferably  associate  with  an  estab- 
lished practitioner  in  the  area  or 
consider  establishing  a solo  practice 
with  hospital  support. 

CARDIOLOGY 

Seven  physician,  all  board  certified 
cardiology  group  seeks  two  addi- 
tional cardiologists  (electrophysiol- 
ogist, non-invasive  cardiologist)  to 
join  this  well-established,  busy 
practice.  A recently  completed 
Heart  Center  and  “EP”  lab  enhance 
patient  care  services.  Methodist 
serves  SW  Dallas  County  including 
the  DeSoto,  Cedar  Hill,  Duncan- 
ville, Grand  Prairie,  and  Lancaster 
communities. 

Please  forward  CV  to  Susan  Cog- 
burn,  Physician  Recruiter 
c/o  Methodist  Hospitals  of  Dallas, 
PO  Box  655999,  Dallas,  TX 
75265.  Phone  (214)  947-4579, 
fax  (214)  947-4502, 
e-mail:  susancogburn@mhd.com. 


www.texmed.ori 
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Other  Opportunities 


SENIOR  PUBLIC  HEALTH  PHYSICIAN 
SAN  ANTONIO 

Tlie  San  Antonio  Metropolitan  Health  Dis- 
trict is  currently  recruiting  for  a Senior  Pub- 
lic Health  Physician.  Responsibilities 
include  performance  of  clinical  services 
and  supervision  of  professional  medical 
and  technical  staff.  Focus  of  this  position  is 
on  infectious  disease  public  health  pro- 
grams. Direct  patient  care,  in  addition  to 
management  of  public  health  programs,  is 
required.  Consultation  with  medical  and 
epidemiology  staff  internally  and  exter- 
nally is  essential  to  include  contact  with  the 
Texas  Department  of  Health  (TDH),  Texas 
Centers  for  Infectious  Disease  (TCID),  and 
the  U.S.  Centers  for  Disease  Control  and 
Prevention  (CDC). 

Requirements:  Graduation  from  an  accred- 
ited medical  or  osteopathic  college.  Resi- 
dency training  and,  as  a minimum,  board 
eligibility  in  a medical  specialty  plus,  at 
least  two  (2)  years  experience  in  a relevant 
clinical  practice  setting.  Residency  and  ex- 
perience in  infectious  disease,  internal 
medicine,  pediatrics,  or  preventive  medi- 
cine is  preferred.  Experience  in  treating  tu- 
berculosis and  STD  patients  is  highly 
desirable.  Must  possess  a current  valid  li- 
cense to  practice  medicine  in  the  State  of 
Texas  upon  employment.  Interested  indi- 
viduals should  submit  their 
applications /resumes  to  The  San  Antonio 
Metropolitan  Health  District,  Personnel  Co- 
ordinator, 332  W.  Commerce,  San  Antonio, 
Texas  78205. 

Please  call  Richard  N.  Condra  at 
(210)  207-8732  if  you  have  any  questions. 


POSITIONS  WANTED 

Board  Certified  OB/GYN  with  a recent  Texas  li- 
cense by  endorsement  seeking  to  join  a group  prac- 
tice or  another  OB/GYN  in  a partnership  after  14 
years  of  solo  practice  in  the  Midwest.  I am  willing 
to  come  in  as  an  employee  or  to  buy  into  the  prac- 
tice. If  interested  please  contact  me  at  1827  Paces 
River  Ave.,  13-101,  Rock  Hill,  SC  29732;  phone 
number  (803)  324-5138. 

Family  physician  residency  trained  with  10 
years  experience  in  family  practice,  desiring  reloca- 
tion in  Texas.  U.S.  citizen.  Texas  licensed.  Please  re- 
ply to  Ad- 1207,  Texas  Medicine,  401  W.  15*^^  St., 
Austin,  TX  78701,  or  call  (800)  556-9965.  No  re- 
cruiters. 

Internist  and  Family  Practitioner  with  excellent 
credentials  seeking  to  join  a group  practice/employ- 
ment in  Dallas/Fort  Worth  or  suburbs.  Green  card 
holders.  Contact  (915)  544-9913;  Beeper  (915) 
663-9097. 


FOR  SALE  OR  LEASE 
Practices  For  Sale 

Lucrative,  Active  Family  Medicine/Pediatric 
Practice — Well-established,  very  active  family 
medicine/pediatric  practice  for  sale  in  South  Coastal 
Texas.  Gross  over  $550,000.  Prefer  to  phase  in  new- 
comer over  6-12  months  period.  Call  (361)  575- 
8514. 

A North  Dallas  outpatient  surgical  center  with 
three  operating  rooms,  approved  by  public  health 
and  Medicare,  is  available  for  lease  or  sale.  Please 
call  (972)  247-7121. 

PRACTICE  FOR  SALE;  Solo  Internal  Medicine 
practice  in  suburban  Corpus  Christi,  adjacent  to  a 
69-bed  hospital,  1 in  4 week  call.  Treadmill  system, 
Holter  system,  and  sigmoidoscope  are  included  in 
the  sale.  Income  is  $250,000-1-  annually.  Sale  price: 
$50,000.  Call  (361)  882-8146  home,  (361)  387- 
6244  office,  or  (361)  885-1379  beeper.  Available 
now. 

Minor  Emergency  Clinic  for  Friday,  Saturday, 
Sunday  lease.  Over  4,000  active  patients  on  busy 
North  IH-35.  Fax  (956)  727-2435  or  call  Ceci,  (956) 
727-0444  after  4:30  p.m. 


Office  Equipment 

For  Sale:  OB/Gyn  office  furniture  and  equip' 
ment.  Call  (512)  458-9219  or  (512)  483-9017, 
Austin,  Texas. 


LEGAL  SERVICES 


CRIMINAL  INVESTIGATION 
DEFENSE 

25-yrs.  experience  - National  lecturer  and  author  on 
defeating  medical  fraud  investigations  - Board-certified 
in  criminal  law  - National  Association  of  Criminal  De- 
fense Lawyers  - Former  President  Dallas  County  Crimi- 
nal Bar  Association  - Voted  "Best  Criminal  Defense 
Lawyer" «-  Has  handled  cases  in  14  states. 

Arch  C.  McCoi,  III 

1601  Eltni  Street,  2000  Thanksgiving  Tower 
Dallas.  Texas  75201 
http://www.physicianfraud.com 
Telephone  (888)  979-1112 
Pager  (800)  251-9978-3-# 


Advertising  Rates  8i  Data  — Regular  classified  ad- 
vertising sells  for  $2  per  word,  minimum  25  words  or 
$50.  per  issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  type- 
faces, logos,  and  borders  may  be  used  in  display  clas- 
sihed  ads.  Discounts  are  available  for  display 
classihed  ads  5 inches  and  larger. 

5 to  9 V2  inches  $85/inch 

10  to  19  V2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can  be 
substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specihc  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Copy 
deadline  is  the  1st  of  the  month  (or  the  closest  busi- 
ness day)  preceding  publication.  Send  copy  to 
Advertising  Production  Manager,  Texas  Medicine, 

401  W.  15th  St.,  Austin,  TX  78701. 


Tel  800.880.1300 
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Educational  Opportunities 


Minimally  Ina'ASIYy:  Surgery  0\'er\ie^s 
FOR  The  Primary  Care  Physician 

JUNE  26,  1 999 
DALLAS,  TEXAS 

. Course  Director:  Daniel  B.  Jones,  M.D. 

■ The  University  of  Texas  Southwestern 

. Medical  Center  at  Dallas,  the  accredited 
sponsor,  is  jointly  sponsoring  this  ac- 
tivity with  Zale  Lipshy  University  Hos- 
pital in  conjunction  with  with  The 

■ Southwestern  Center  for  Minimally  In- 

■ vasive  Surgery 

PLACE: 

• Excellence  in  Education  Foundation 

. Auditorium  Harold  C.  Simmons  Bio- 
medical Research  Building 
2nd  Floor  UT  Southwestern  Medical 
Center  at  Dallas 

DESCRIPTION: 

This  Symposium  will  present  to  the  pri- 

■ mary  care  physician  an  update  on  the 

• latest  surgical  techniques  and  emerging 
. technology  available  in  Minimally  In- 
vasive Surgery. 

• Lectures  • Hands-on  Workshops 

• Live  Tele-Surgery  • Panel  Discussion 

■ CME  credit  offered 

FEE: 

■ $50.00  Physicians;  $40.00  UT  Alum; 

• $35  Nurses,  PA's 

CONTACT: 

• Continuing  Education;  UT  Southwestern 
. Medical  Center  at  Dallas  / 5323  Harry 

Hines  Boulevard  / Dallas,  TX  75235-9059 
' Phone:  214/648-2166,  1/800/688-8678, 

■ Fax:  214/648-2317 

■ http://www.swmed.edu/home_ 

• pages/cme/cemain.html 
. www.swmed.edu/cmis 


Zale  Lipshy  university  Hospital 

At  Southwestern  Medical  Center 


ULTRASOUIMD  EOUCATIOIM 

Emergency  Medicine 

July  22-24 

Advanced  Emergency 
Medicine 

July  9-10 

November  5-6 

Endovaginal 

August  20-21 

Echocardiography 

July  12-19 

OB/GYN  (3  Day) 

August  12-14 

Vascular 

June  21-25 

Breast  Ultrasound 

June  19 

Abdominal  (5  Day) 

July  26-30 

OB/GYN  (5  Day) 

August  2-6 

Prostate 

August  7 

Ultrasound  for 
Surgeons 

August  27-29 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  loca- 
tion; minimum  enrollment  required.  Call 
(800)  239-1361  for  more  information  and/ or  a 
tree  catalog. 

Advanced  Health  Education  Center 

8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  AMA  Category  1 credit 

vuww.aheconMne.com 

Santa  Fe  Colloquium  on  Cardiovascular  Ther- 
apy: Can  Coronary  /^ery  Disease  Be  Stabilized  or 
Reversed?  What  About  Primary  Prevention?  Oct.  7- 
9,  1999,  Eldorado  Hotel,  Santa  Fe,  New  Mexico. 
Sponsored  by  American  College  of  Cardiology.  CME 
credits:  17  category  1 AMA.  For  information,  con- 
tact: Registration  Secretary,  Extramural  Programs 
Dept.,  American  College  of  Cardiology,  9111  Old 
Georgetown  Rd.,  Bethesda,  MD  20814-1699;  (800) 
253-4636,  ext.  695  (outside  the  U.S.  and  Canada, 
(301)  897-5400,  ext.  695);  fax  (301)  897-9745. 

Southwestern  Center  for  Minimally  Invasive 
Surgery:  Urology,  June  4-5.  Sponsored  by  UT 
Southwestern  Medical  Center  at  Dallas.  Excellence 
in  Education  Foundation  Auditorium,  Simmons  Bio- 
medical Research  Building.  Course  Director:  Mar- 
garet Pearle,  MD,  AMA  credit  offered.  Contact:  Leah 
Cannon,  program  coordinator  (214)  648-3792. 


Science  of  Family  Medicine,  June  9-13.  Spon- 
sored by  UT  Southwestern  Medical  Center  at  Dallas. 
Excellence  in  Education  Foundation  Auditorium, 
Simmons  Biomedical  Research  Building.  Course  di- 
rector: Claire  McCluggage,  MD,  and  Joe  Ventimiglia, 
MD.  AMA  and  AjAFP  credit  offered.  Contact:  Lisa 
Dunlevy,  program  coordinator,  (214)  648-9532. 

Update  in  Pain  Management,  June  19.  Spon- 
sored by  UT  Southwestern  Medical  Center  at  Dallas. 
Excellence  in  Education  Foundation  Auditorium, 
Simmons  Biomedical  Research  Building.  Course  di- 
rector: Noor  Gajraj,  MD.  AMA  and  /W'lFP  credit  of- 
fered. Contact;  Stacey  Novotny,  program 
coordinator,  (214)  648-3784. 

The  Third  Annual  Enhancing  Your  Clinic  Prac- 
tice Using  New  Technology,  June  19  (pre-con- 
ference June  18).  Sponsored  by  UT  Southwestern 
Medical  Center  at  Dallas.  McDermott  Plaza,  D 1.602. 
Course  director:  Ron  Peshock,  MD.  CME  credit  of- 
fered. Contact:  Kraig  Steubing,  program  coordinator, 
(214)  648-9350. 

Physicians  at  the  Crossroads,  June  25.  Spon- 
sored by  the  /Uliance  for  Medical  Management  Edu- 
cation and  UT  Southwestern  Medical  Center  at 
Dallas,  Excellence  in  Education  Foundation  Audito- 
rium, Simmons  Biomedical  Research  Building. 
Course  director:  Willis  Maddrey,  MD.  /YMA  credit  of- 
fered. Contact:  Continuing  Education,  (214)  648- 
2166. 

Zale  Lipshy  University  Hospital  Minimally  In- 
vasive Surgery  Overview  for  the  Primary 
Care  Physician,  June  26.  Sponsored  by  the 
Southwestern  Center  for  Minimally  Invasive  Surgery 
and  UT  Southwestern  Medical  Center  at  Dallas,  Ex- 
cellence in  Education  Foundation  Auditorium,  Sim- 
mons Biomedical  Research  Building.  Course 
director:  Daniel  Jones,  MD.  CME  credit  offered. 
Contact:  Continuing  Education,  (214)  648-2166. 

Southwestern  Center  for  Minimally  Invasive 
Surgery:  Laparoscopic  Management  of  Com- 
mon Bile  Duct  Stones,  July  23-24.  Sponsored  by 
Department  of  Surgery  and  SCMIS.  Located  in  the 
Simmons  Biomedical  Research  Building,  Excellence 
in  Education  Foundation  Auditorium.  CME  credit 
offered.  Course  director:  Robert  V.  Rege,  MD. 
Contact  Leah  Cannon,  (214)  648-3792. 

Annual  Breast  Care  Advances  and  Bioskills 
Training  Conference,  August  21.  Sponsored  by 
UT  Southwestern  Medical  Center  at  Dallas  Depan- 
ment  of  Surgery,  Excellence  in  Education  Founda- 
tion Auditorium,  Simmons  Biomedical  Research 
Building.  Course  director:  R.  Rohrich,  MD, 

G.  Peters,  MD,  M.  Leitch,  MD,  and  E.  Frenkel,  MD. 
CME  credit  offered.  Contact:  Continuing  Education, 
(214)  648-2166. 
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New  Approaches  to  Macular  Degeneration, 
August  21.  Sponsored  by  UT  Southwestern  Medical 
I Center  at  Dallas  Department  of  Ophthalmology,  Ex- 
I cellence  in  Education  Foundation  Auditorium,  Sim- 
mons Biomedical  Research  Building.  Course 
I director:  A.  Edwards,  MD.  CME  credit  offered.  Con- 
tact; Stacey  Novotny,  (214)  648-3784. 

Southwestern  Center  for  Minimally  Invasive 
Surgery:  Stereotactic  Breast  Surgery,  August 
21-22.  Sponsored  by  UT  Southwestern  Medical  Cen- 
ter at  Dallas,  Excellence  in  Education  Foundation 
Auditorium,  Simmons  Biomedical  Research  Build- 
ing. Course  director:  A.  M.  Leitch,  MD.  CME  credit 
'(Offered.  Contact:  Leah  Cannon,  (214)  648-3792. 

LOOKING  AHEAD— RADIOLOGY  CME  Diag 
nostic  Radiology  Update,  Oct.  29-31,  1999.  Course 
Directors:  George  Curry,  MD  and  Helen  Redman, 

. MD.  CME  credit  offered.  Presented  by  UT  South- 
I western  Medical  Center  at  Dallas,  the  accredited 
i sponsor,  and  Parkland  Radiology  Alumni  Associa- 
tion. Contact  Dolly  Christensen,  (214)  648-8013; 
fax  (214)  648-2678;  dchris@mednet.swmed.edu. 
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BackTalk 


Question 


How  do  you  address  sensitive  issues  with  teenagers, 
such  as  pregnancy,  smoking,  and  alcohol  use? 


It  preach,  don’t  preach,  don’t  preach!  I don’t  tell 

them  not  to  do  those  things.  I simply  help  them  take 
responsibility,  not  blame,  for  their  choices.” 

Meivyn  L.  Smith,  MD,  57 

family  practice,  Sugar  Land 

It  I start  by  discussing  noncontroversial  issues,  such  as 
I questions  about  family  and  school.  I proceed  by  asking 
what  is  going  on  with  classmates  and  friends  — if  any  of 
them  have  become  pregnant  or  have  potential  for  problems 
with  the  police.  From  there,  I explore  the  patient’s  opinions 
about  tobacco,  alcohol,  drugs,  and  sex.” 

Jesus  E.  Fajardo,  MD,  56 

pediatrics,  Temple 

4 1 I ’m  33  and  a little  closer  to  that  age  group,  so  I try  to 
I make  them  feel  like  there’s  not  a lot  of  discrepancy  in 
our  ages  — that  I’m  ‘hip’  and  understanding  of  their  prob- 
lems. Hopefully,  I’m  opening  up  a door  so  they  feel  that  we 
have  mutual  interests,  and  they’ll  open  up  about  their  feel- 
ings and  problems.” 

C.  Mark  Chassay,  MD,  33 

family  practice,  Austin 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  in- 
terest. Physicians  are  polled  by  telephone,  fax,  or  e-mail.  We  welcome  suggestions 
for  future  topics.  Send  them  to  Texas  Medicine,  BackTalk,  401  W 15th  St,  Austin,  TX 
78701;  fax  them  to  (512)  370-1632;  or  e-mail  them  to  m_mcever@texmed.org. 


Ill  address  these  issues  sensitively,  without  presumption 
I of  being  a know-it-all,  delighting  in  the  teens’  begin- 
ning formulations  of  important  developmental  issues,  and 
sometimes  being  like  Detective  Colombo,  with  his  beagle  and 
sandwich  in  the  same  car.” 

Mitch  Young,  MD,  47 

child  and  adolescent  psychiatry,  Houston 

III  prefer  to  speak  with  them  without  parents  in  the  room, 
I if  possible,  if  there  is  agreement  from  them  without 
hesitation.  If  the  parents  want  to  stay,  that’s  fine,  too.  I fol- 
low up  by  meeting  with  everyone.  I try  to  be  sincere  and 
show  that  I care  for  their  best  interests.” 

Lan-Anh  Ngo,  MD,  34 

family  practice,  San  Antonio 

I4T  here  are  two  phases  of  information-gathering  from 
I teenagers  that  I do.  I use  the  AMA’s  Guidelines  for 
Adolescent  Preventive  Services  forms  as  a screening  tool.  In 
addition,  I go  over  these  questions  with  patients  so  I can 
counsel  them  and  provide  them  with  health  and  safety  infor- 
mation in  return  for  the  information  they  give  me.  I ask  them 
these  questions  without  parents  in  the  room  and  preserve 
their  confidentiality  unless  it  would  result  in  harm  to  the  pa- 
tient. I address  these  issues  in  a confidential,  nonthreatening, 
health-preventive  way.” 

Amy  Middleman,  MD,  34 

pediatrics-adolescent  health,  Houston 
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At  Autoflex  Leasing,  we  don't  make  ears... We  Make  Car  Leases!  And  lots  of  them.  In  faet,  we  have  over  ,50  different 
leases  to  choose  from  on  every  vehicle,  Chances  are  you'll  save  money  with  our  Flexlease.  A lot  of  your  peers  have. 
Call  Today.  After  all,  why  would  you  get  a lease  from  a ear  company  when  you  can  get  a lease  from  a lease  company? 


Some  thiogs  you  can  afford  to 
go  without  in  your  retirement  years... 


Long-term  care 
insurance  isn’t 
one  of  them. 


Financial  experts  say  that  many  Baby  Boomers  are  planning  a retirement  of  yachts  and  sunsets 
at  the  risk  of  ignoring  their  biggest  potential  financial  burden:  long-term  care.  A recent  study 
found  only  6%  of  the  elderly  and  even  fewer  Baby  Boomers  actually  have  long-term  care 
coverage.  The  reality  is  that  for  40%  of  Americans  long-term  care  will  be  the  most  costly 
purchase  in  their  lives.* 

• Don't  put  your  retirement  savings  at  risk.  Long-term  care  is  designed  to  pay  for  many 
different  types  of  care  that  may  otherwise  come  out  of  your  own  pocket,  including  care  at 
home,  in  an  assisted  living  facility,  nursing  home  or  adult  daycare  center. 

• Take  advantage  of  the  TMA-Endorsed  Long-Term  Care  Plan.  You'll  find  many  financial 
advantages  available  to  you,  your  spouse,  parents,  parents-in-law  and  staff.  Plus,  if  you're 
currently  insured  under  the  TMA-Endorsed  Medical  Savings  Account  Plan,  you  can  use 
your  funds  to  pay  your  long-term  care  premiums. 


You  probably  can't  afford  to  go  zvithout  the  TMA-Endorsed  Long-Term  Care  Plan... but  chances 
are,  you  can  afford  the  exclusive,  lozv  rates  nozv  available  under  this  TMA-Endorsed  Plan. 


Call  TMAIT  now  for  more  information... 
or  to  find  the  TMAIT  Agent  in  your  area,  call  toll-free: 

1-800-880-8181,  Dept.  2207 

Weekdays  between  7:30  a.m.  and  5:30  p.m. 

EnckKsed  by  Administered  Ity 
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Big  responsibilities. . . 

Big  decisiotts. . . 

Get  solid  finaneial  protection 
for  your  family  from  TMA. 


Texas  Medical  Association 
Insurance  Trust 
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Shortage  amid  surplus 

Making  sure  Texas  has  the  right  number  of  physicians  with  the 
right  skills  in  the  right  places  is  a piece  of  cake.  Right?  Wrong!  It’s 
a complex  task  that  takes  a lot  of  thought  and  a complicated  com- 
puter program  to  accomplish. 

By  Monica  Maldonado 


The  Journal 


Departments 


Searching  for  preventable  causes  of 
child  mortality  in  Texas:  trends  in  the 
major  causes  from  1987  through  1996 

By  George  R.  Kerr,  MD,  David  J.  Ramsey,  PhD, 
and  William  Spears,  PhD 


Legal  issues  associated  with  sexual  activity 
between  adults  and  minors  in  Texas:  a review 

By  Peggy  B.  Smith,  PhD,  David  M.  Mumford, 
and  Sandra  Foreman,  JD 
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Texas  Medicine  Rounds  16 
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Medical  Economics 

iHospitalists  — 

mandatory  or  voluntary?  32 

[Health  insurers’  use  of  doctors  who  only  treat  patients  when  they  are  admitted  to 
hospitals  may  have  its  advantages,  but  medicine  is  balking  at  insurance  plans  that 
require  primary  care  physicians  to  turn  their  patients  over  to  hospitalists. 

[By  Teri  Moran 


|Law 

Suing  the  HMOs  46 

The  federal  ERISA  shield  that  health  maintenance  organizations  have  hidden  be- 
hind to  protect  themselves  from  liability  lawsuits  appears  to  be  showing  some 
cracks.  An  increasing  number  of  federal  judges  are  sending  cases  against  health  in- 
surers back  to  state  courts  for  trial. 

By  Monica  Maldonado 


Medical  Economics 

[HMO  solvency  51 

Texas  has  been  one  of  the  more  lenient  states  when  it  comes  to  requiring  HMOs  to 
jhave  enough  assets  to  cover  their  liabilities,  but  thanks  to  a new  law  passed  by  the 
^legislature,  the  rules  of  the  game  are  getting  a lot  tougher. 

iByTeri  Moran 
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Law  Page  46 
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The  Big  Picture 

A giant  swallowtail  butterfly  visits  a blue  mist  flower,  by  Clyde  M.  Caperton,  MD,  Bryan 

If  you  would  like  to  submit  a photograph  for  The  Big  Picture,  please  send  it  to  Laura  J.  Albrecht,  Photo  Editor,  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701. 
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'Rem.emher  wh.en  talking 
on  the  phone  was 
th.i$  $itnple  . . . 


It  can  he  again/ 

5»i^ply(p> 


^Sprint. 

WIRELESS 

Sprint  PCS^ 



wireless  made  simple 

Grande  Valley]^ 

5775  Airport 

Almeda  Mall 

Rolling  Oaks 

Amigoland/Brownsville 

Golden  Triangle  Mai 

12-451-1491 

713-946-6979 

210-651-0281 

956-986-6101 

940-381-2720 

William  Cannon 

Northwest  Mall 

Windsor 

Valley  Vista/Harlingen 

Irving  Mall 

12-336-2355 

713-681-7335 

210-655-8467 

956-428-8330 

972-252-6610 

ton  Creek  Mall 

Greenspoint  Mall 

Crossroads  Mall 

Northeast  Mall 

12-329-6775 

281-876-1355 

Ingram  Park  Mall 

817-589-1871 

.akeline  Mall 

North  Star  Mall 

Six  Flags  Mall 

12-336-2356 

817-695-2825 

Town  Center  Mall 

Bring  this  ad  to  any  one  of  our  locations  and  receive  $30  off*  any  Sprint  PCS  phone 
*$30  mail  in  rebate,  new  activation  required 
Simply  Wireless  promotion  only,  not  affiliated  with  Sprint. 


TNA  FALL 

Conference 


Turning  Points  in  Medicine 

September  18,  1999 
Renaissance  Austin  Hotel 


Exciting  keynote  speakers,  including  AMA  President 
Thomas  R.  Reardon,  MD,  Portland,  Oregon 

Important  Dawn  Duster  session  on  medical  ethics 

AMA  PRA  Category  I CME  credit 


I Free  registration  forTMA  members 

■ Luncheon  courtesy  of  Texas  Medical  Liability  Trust 

■ Afternoon  risk  management  seminar, “Was  It  Something  I Said?  The 
Underlying  Psychology  of  Medical  Malpractice  Litigation” 

I Intel/AMA  Internet  Technology  Health  Day  on  Friday,  Sept.  17 

Make  plans  now  to  attend  the  1 999  Fall  Conference 
at  the  Renaissance  Austin  Hotel! 


Editor’s 

Note 


There’s  an  old  expression,  put  tc 
music  several  years  ago  by  Th^ 
Fabulous  Thunderbirds,  that  one’i 
too  many  and  a hundred’s  nol 
enough.  Though  probably  said 
about  a glass  of  whiskey,  an  argument 
could  be  made  that  the  adage  applies  tc 
the  supply  of  physicians  in  Texas.  Having 
the  right  kinds  of  physicians  in  the  right 
places  and  in  the  right  numbers  is  the 
key  to  making  sure  our  state’s  physician 
workforce  addresses  the  needs  of  pa- 
tients in  whatever  part  of  Texas  they  live. 

In  this  month’s  cover  story,  “Short- 
age Amid  Surplus,”  Associate  Editor 
Monica  Maldonado  ventures  into  the 
complex  world  of  the  Texas  physician 
workforce  and  explores  what  is  being 
done  to  ensure  an  adequate  supply  ol 
physicians.  The  number  of  medical! 
schools,  class  sizes,  and  the  funding  ol 
graduate  medical  education  are  only  a 
few  pieces  of  the  puzzle. 

Also  food  for  thought  in  this  issue  is 
Senior  Editor  Teri  Moran’s  look  at  the 
growing  trend  toward  hospitalists  and 
whether  health  plans  should  be  able  tol 
make  their  use  mandatory.  Like  any 
health  care  issue  these  days,  there  are 
good  and  bad  points  on  each  side.  In 
“Just  Don’t  Make  Me,”  Teri  carefully  ex- 
amines the  pros  and  cons.  Much  of 
what  she  finds  may  surprise  you. 

And,  for  those  who  didn’t  attend 
TexMed  ’99  in  May  (shame  on  you!). 
Associate  Editor  Johanna  Franke  gives 
a complete  wrap-up  of  all  the  activities 
in  the  “Rounds”  section.  By  the  way,  it’s 
not  too  early  to  be  thinking  about 
TexMed  2000  in  San  Antonio  next  May. 


Larry  BeSaw 

Managing  Editor 
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Thousands  of  physicians’  offices  of  every  type  and  siz< 

are  making  the  paradigm  switch  from  yesterday’s  UNI^ 
and  DOS-based  software  to  the  world’s  leading  Windows 
based  practice  management  software:  award-winning 
Millbrook  Paradigm. 


tg  FULLY  Y2K  COMPLIANT! 

a Thousands  of  users  nationwide  in  practices 

OF  ALL  SIZES  AND  SPECIALTIES 

a INCREASES  OFFICE  PRODUCTIVITY  AND  EFFICIENCY 

Si  INTEGRATES  ALL  OFFICE  PROCESSES  INTO  ONE  EASY 
TO  INSTALL  SYSTEM: 


• Scheduling 

• PATIENT  INFORMATION 

• Billing 

• Managed  Care 

• Reporting 


Accounts 
receivables  and 
Collections 
Electronic  Claims 
Submission  and 
Administration 


Si  Designed  from  the  ground  up  on  Microsoft 
Windows  NT  and  SOL  Server 

Si  INTEGRATES  WITH  MICROSOFT  OFFICE 
AND  WORKS  WITH  ANY  MICROSOFT 
APPLICATION 

Si  THE  SAME  LOOK  AND  FEEL  AS  THE 
PC  YOU  USE  AT  HOME 

Si  The  most  flexible  computing 

ENVIRONMENT  FOR  THE  PHYSICIAN’S 
OFFICE 

a VASTLY  MORE  EFFICIENT  THAN  UNIX, 

DOS  OR  Windows  “look-alike”  systems 

Si  Can  be  shipped  preloaded  on  Dell  Computers  - 
VISIT  Dell’S  web  site  or  call  800-274-1550  for  a 
SPECIAL  LIMITED  TIME  OFFER 


Designed  for 


Microsoft* 

BackOffice* 


^ Industry 
Solution 
AwardsSS 


No  other  practice  management  solution  equals  Millbrook 
Paradigm.  In  meeting  the  diverse  needs  of  a physician’s 
office,  it  is  the  nation’s  premier  “Best  of  Class’’  solution. 
Millbrook  Paradigm  will  reduce  or  eliminate  duplication, 
minimize  errors  and  turn  patient  visits  into  cash  faster 
than  ever  before. 

To  find  out  more  or  to  register  for  a free  Millbrook/ 
Microsoft  seminar,  call  at  (800)  645-0985  or  visit  our 
web  site  at  www.millbrook.com.  End  of  problem. 


MEXBRODK 

PARASaOIGM 

www.miIlbrook.com 

BE  DIRECT" 

D0LL 

www.dell.com/healthcare/millbrook 

Microsoft*^ 

www.microsott.com/industry/health 


Letters 


Encryption  not  a good  idea 

You  set  a daiigeioLis  piecedeiit 
when  you  quoted  Ur  Suaiez  as 
saying  it’s  impeiative  that  all  pa- 
tient conununications  be  en- 
ciypted  (“Cyberspace  Medicine,” 
I May  1999  Texas  Medicine,  pp  36-42). 
This  statement  implies  liability  if  a doc- 
tor does  not  send  encrypted  e mail. 

, At  this  time,  1 do  not  send  encrypted 
patient  e-mail  for  several  reasotrs.  I'o  be- 
gin with,  encryptioir  is  no  longer  secure. 
'For  example,  the  Pegasus  schenre  Ur 

(Suarez  recommends  uses  a PGP  (pretty 
good  privacy)  signature.  At  the  Uallas 
j^irus  Resporrse  Teairr,  we  have  studied 
i:otnputer  viruses  that  steal  a user’s  PGP 
from  his  desktop  and  e-nrail  it  back  to  the 
virus  setrder.  These  vir  uses  easily  escape 
detection  by  commercial  virus  scarrrrers. 

Also,  errcryption  creates  too  rrtuch 
paperwork.  It  is  corrrplicated  to  nrairr- 
tain  a system  of  personal  idenlificatiorr 
numbers  (PINs)  for  patierrts,  especially 
because  these  PINs  have  to  be  serrt  via 
surface  mail.  Urrforturrately,  Ur  Suarez’s 
idea  of  using  a patierrt’s  Social  Security 
nunrber  is  trot  very  secure. 

Instead  of  encryptiotr,  the  best  pro- 
tection for  doctors  arrd  patierrts  is  to 
have  a well  written  disclairrrer  attached 

I 

jto  each  e-nrail.  'Phis  rrot  orrly  protects 
tthe  doctor  ftorrr  liability,  but  also  in 


fortrrs  the  patient  about  the  inhetertt 
risks  of  e-rrrail.  for  help  writing  the  dis- 
claiitrer  or  for  artyotte  wlto  warrts  to  use 
e tnail  to  corrrrrrurricate  with  patierrts,  I 
recotnrnerrd  first  readitrg  the  “Guide- 
litres  for  the  Clittical  Use  of  Electrorric 
Mail  with  Patierrts”  (J  Am  Med  Infoi  m 
Assuc.  1998  Jatt-I'eb;5;  104-1 11). 

Cyrus  Peikari,  MD 

Member,  Dalias  Vii  us  Respunse  Team 
Member,  TMA  Vii  lual  Advisory  Committee 
6242  Walnut  Hill  Lane 
Dallas,  TX  75230 

Dr  Suarez  responds 


I agree  with  Ur  Pcikari’s  cottrrrtettts 
regarditrg  enctyptiorr  of  rrressages.  It 
is  certairrly  trot  100%  secure  arrd  it 
does  require  Irriratittg  paperwork. 
However,  1 rrrust  persist  irr  my  re- 
spectful disagreenrerrt  regarditrg  the 
necessity  of  etrcryptiorr.  Otte  of  the  ba- 
sic terrets  of  the  patient-physiciart  rela- 
tionship is  the  presurtrptiott  of  privacy 
arrd  corrliderttiality.  Out  patierrts  de- 
serve the  protectiorr  of  their  privacy 
rights,  particularly  itt  this  “cyberspace” 
era.  Survey  after  survey  discovers  that 
the  Attrericatt  public  is  rrrost  corrcertted 
with  ttredical  privacy  as  we  all  delve 
irrto  the  wonders  of  the  Irrtetrret. 


At  TexMed  ’99  irr  May,  we  sperrt  Friday 
after trootr  discussitrg  the  subtleties  arrd 
corrrplexirles  of  patierrt  privacy  tights. 
Agairr,  the  presurnptiorr  always  is  itt  the 
favor  of  the  patierrt’s  cotrfidentiality. 

While  patierrts  cart  be  told  that  Itt- 
terrret  rrtail  is  art  ittsecure  transrtrission, 
they  rttay  trot  truly  realize  what  those 
words  rrtearr  urrtil  their  privacy  has 
beett  violated  by  the  irtadvertetrt  deliv- 
ery of  a serrsitive  nredlcal  docurrterrt  to 
15,000  local  residents  in  their  towrr. 

1 arrr  certairr  that  as  Irrterrret  law  de- 
velops, we  will  have  case  after  case  of 
irradverterrt  breakdowrrs  itt  patierrt  corr- 
fidentiality.  I attt  equally  certairr  that 
the  physiciarr  who  encrypts  his  mes- 
sages corttaitritrg  specific  ttredical  irrlor- 
rrratiorr,  rto  rrratter  how  benigrr,  will 
show  irrtent  to  protect  corrfidetttiality 
and  wtll  be  shielded  frottt  liability. 

Yes,  setting  up  e-mail  errcryptiorr 
protocols  is  tittre-consurning  arrd  trot 
absolutely  100%  secure  (as  if  anythirrg 
we  do  irr  rtredicitre  is  100%  effective). 
We,  as  physiciatrs  catitrg  for  hutttan  be- 
itrgs,  rtrust  ettdeavor  to  always  protect 
this  sacred  relatiortship  with  our  pa- 
lierrts.  Ihe  physician  who  doesrr’t  at 
least  try  will  everttually  be  speakirrg  to 
lawyers  irr  expensive  three-piece  suits 
explaitrirrg  why  he  didn’t. 

Philip  Suarez,  MD 

Piesident,  lCSI.net 

Member,  TIMA  Council  on 

Communication 

Advisor,  OBGYN.net 

GUI  E San  Antonio,  Ste  310E 

Victoria,  'IX  77901-6053 


jExpress  your  point  of  view  in  Texas  Medicine.  To  submit  a letter,  mail,  fax,  or  e-mail  it  to  Texas  Medicine,  TMA, 
liOl  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry  b@texmed.org.  Please  type  letters  you  submit  for 
ipublication,  and  keep  the  length  to  400  words  or  less.  If  necessary,  you  may  include  a few  references,  preferably  less 
than  five.  Letters  are  published  at  the  discretion  of  the  managing  editor  and  editorial  advisors,  and  are  subject  to 
{ editing  and  abridgment.  Letters  represent  the  opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies  of 
;]the  Texas  Medical  Association. 
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Letters 

study  findings  questioned 

In  reference  to  the  article  by  Wong  et 
al  in  the  May  issue  of  Texas  Medicine 
(1),  the  authors  wrongly  concluded 
the  case  of  right  ventricular  infarction 
superimposed  on  pulmonary  hyper- 
tension due  to  chronic  thromboembolic 
pulmonary  hypertension  (CTPH)  as  a 
case  of  acute  pulmonary  embolism. 

Clinical  examination  showing  a sta- 
ble blood  pressure,  no  tachycardia,  and 
no  tachypnea  argues  against  acute  pul- 
monary embolism.  Moreover,  pH  of 
7.41  on  arterial  blood  gas  indicates  a 
compensated  process  and  not  an  acute 
event.  Although  it  is  not  a case  of  left 
ventricular  infarction,  in  the  setting  of 
pulmonary  hypertension,  right  ventric- 
ular infarction  can  happen.  Right  chest 
leads  would  be  an  appropriate  choice. 

CTPH  is  one  of  a few  treatable 
causes  of  pulmonary  hypertension,  as 
surgical  thromboendarterectomy  is 
now  performed  in  specialized  centers 


The  Physician  and  Workplace 
Drug  and  Alcohol  Testing 

Medical  Review  Officer  Training  and 
Certification  & Exam 

July  9-1 1 , 1999  Las  Vegas,  Nevada 
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AAFP  approved  for  9.75  hours 

Medical  Review  Officer— An  MRO  is 

required  In  all  federally  mandated  workplace  drug 
•ind  alcohol  testing  programs,  and  by  some  states. 
The  MRO  is  a licensed  physician  who  has 
appropriate  medical  training  and  is  responsible  for 
receiving  laboratory  results,  then  interpreting  and 
verifying  results  in  light  of  the  individual's  medical 
history  and  any  other  relevant  biomedical 
information. 
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Write  P.O.  Bt.x  12873 

Research  Triangle  Park,  NC  27709 

Order  your  copy  of  the  7th  Edition  Medical 
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worldwide.  Diagnosis  depends  on  a 
ventilation-perfusion  scan  showing  at 
least  one  segmental  or  larger  perfusion 
lung  scan  defect,  mean  resting  pul- 
monary artery  pressure  >25  mm  Hg 
with  a mean  pulmonary  artery  wedge 
pressure  <12  mm  Hg,  and  an  angio- 
graphic pattern  of  webs,  bands,  intimal 
irregularities,  rounded  termination  of 
pulmonary  branches,  etc  (2). 

A hypercoagulable  state  can  be 
found  in  up  to  30%  in  some  recent  se- 
ries (2)  and  should  be  evaluated. 

Also,  the  choice  of  an  inferior  vena 
caval  (IVC)  filter  along  with  Coumadin 
is  highly  debatable.  The  indication  of 
an  IVC  filter  is  in  patients  for  whom  an- 
ticoagulation is  contraindicated  or  inef- 
fective. Some  people  consider  an  IVC 
filter  as  the  first  option  in  the  elderly 
because  of  a high  risk  of  bleeding  and 
also  in  patients  with  malignancy.  A 
study  comparing  the  IVC  filter  with  an- 
ticoagulation in  malignancy  supports 
an  approach  of  routine  anticoagulation 
with  selective  filter  placement  (3). 

Khusro  Rashid,  MD 

Community  General  Hospital 
230  W Miller  St 
Dilley,  TX  78017 
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Dr  Wong  responds 


We  appreciate  the  comments  of 
Dr  Rashid.  The  early  diagnosis 
of  acute  pulmonary  embolism 
in  our  patient  was  based  on 
the  typical  appearance  of  the 
abnormal  ventilation-perfusion  scan, 
an  electrocardiographic  appearance  of 
right  ventricular  dilation,  grossly  de- 
pressed right  ventricular  function,  and 


a mild-to-moderate  elevation  of  pul 
monary  pressure.  Chronic  thromboem 
bolic  pulmonary  hypertension  i: 
possible  but  unlikely,  in  view  of  the  pre 
sent  Doppler-derived  pulmonary  pres 
sure,  which  was  not  very  high. 

The  use  of  inferior  vena  caval  (IVC' 
filters  is  controversial  in  patients  witl 
pulmonary  embolism.  In  general,  pro 
phylaxis  with  IVC  filters  is  indicated  foi 
patients  with  initial  pulmonary  eml 
holism  who  are  thought  to  be  at  an  in 
creased  cardiopulmonary  risk,  such  as 
elderly  patients  with  a poor  cardiopul  i 
monary  reserve.  If  this  patient  did  suf 
fer  from  chronic  thromboembolic 
pulmonary  hypertension  as  suggestec 
by  Dr  Rashid,  short  of  the  surgical  pro 
cedure  described  by  Dr  Rashid,  which 
can  be  performed  only  in  specializec 
centers,  fVC  filter  implantation  along 
with  long-term  anticoagulation  also  is 
considered  an  acceptable  treatment. 

Thrombolytic  therapy  has  been  used 
with  success  in  patients  with  acute  pul- 
monary embolism  with  right  ventricu- 
lar dysfunction  and  normal  systemic 
arterial  pressures  and  may  improve 
morbidity  and  mortality,  but  the  clini- 
cal experience  has  not  been  extensive. 

One  should  note  that  the  intermedi- 
ate term  prognosis  after  an  episode  ol 
venous  thromboembolism  and  pul-| 
monary  embolism  is  not  good,  with  a 
1-month  mortality  rate  of  28%  and  a 1- 
year  mortality  rate  of  37%.  The  fact 
that  our  patient  has  been  well  and  alive 
after  being  followed  for  more  than  9 
months  on  an  outpatient  basis  without 
any  further  episodes  of  clinical  recur- 
rence indicated  that  our  management 
was  very  appropriate. 

Christopher  Wong,  MD 

North  Houston  Cardiovascular 
dissociates 

3500  W Davis,  Ste  220 
Conroe,  TX  77304 
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I'hc  Texas  Medical  Association  Insurance 
Trust  is  pleased  to  announce  the  availability 
ot  TIAA-CREF  Mutual  Funds  for  all  TMA 
members  and  their  employees. 


Bull  market  or  bear  market... returns  on  your 
investments  can  fluctuate.  That’s  true  of  all 
mutual  funds,  but  not  all  funds  give  you  these 
outstanding  features: 


If  you  want  to  save  for  your  children’s  education... 
potentially  increase  your  current  income... invest  for 
a new  house  or  for  retirement. . .or  set  aside  monev 
fot  an  emergency... die  no-load  mutual  hinds  from 
I'lAA-CREF  are  designed  to  help  you  meet  these 
goals.  As  with  any  mutual  hind,  the  performance 
of  the  TIAA-CREF  Mutual  Funds  is  not  guaranteed, 
and  principal  and  renirns  will  fluctuate. 


■ No  sales  charges... no  commissions... 

no  transaction  fees... no  account  maintenance  fees 

■ Exceptionally  low  operating  expenses’ 

■ $250  minimum  investment  (just  $25  if  you 
use  the  automatic  investment  plan) 

■ Free  guidance  from  professional  counselors 


Even  if  you’ve  never  invested  in  a mutual  fund,  you’ll 
find  it’s  easy  to  start  investing  with  TIAA-CREF 
Mutual  Funds,  f lAA-CREE’s  Coumelors  will  help 
you  — free  of  charge  and  without  any  obligation 
whatsoever  — determine  die  investment  strategy 
that  best  matches  your  goals. 


TIAA-CREF  MUTUAL  FUNDS 

A NEW  Financial  Advantage 
Sponsored  By 

Texas  Medical  Association 
Insurance  Trust 


Personalized  service  for  TMA  members 

fo  learn  more  about  die  advantages  of  no-load  mutual  fund 
n vesting  and  to  see  how  affordable  TIAA-CREF  Mutual 
'unds  are,  request  a free,  no  obligation  information  package 
txlay.  Call  this  special  toll-free  number; 

L 877  276-9429,  Dept.  fm6 

Weekdays  from  7:00  a m.  to  7 00  p.ni.,  CT. 

\ portion  ot  die  management  tec  ha.s  been  waived.  ITiis  waiver  is  eontraetiial 
uid  guaranteed  through  at  least  |ulv  1,  2000. 


Created  and  endorsed  by  the  Texas  Medical  Association 


For  more  complete  information  about  the  TIAA-CREF  Mutual  Funds, 
including  charges  and  expenses,  please  call  1 877  276-9429  for  a 
prospectus.  Please  read  the  prospectus  carefully  before  you  invest  or 
send  money. 

NOTE:  Neither  TMATT  nor  TMA  receive  any  conunissiuns,  income  or  tees  for  the 
sponsorship  of  the  TIAA-CREF  Mutual  Funds.  TMAIT  is,  however,  reimbursed  for 
certain  administrative  expenses  associated  with  the  sponsorship. 

Ihc  TIAA-CREF  Alutiral  Funds  are  distributed  by  Teachers  Personal  Investors  Services,  Inc. 
© 1999  fcachers  Personal  Investors  Services,  Inc 


Johns  Hopkins  University 
Now  Offers  The  Business  Of 
Medicine  Program  In  Texas 


Johns  Hopkins  Univeisily  has  alieady  helped  over  600  physicians  legain  conliol  of  llieir  piaclices 
and  their  piolilabiliiy  thiough  its  awaid-winning  Hopkins  Businas  of  Medicine  Executive  Graduate 
Certificate  Program. 

'I'auglit  hy  Hopkins  laculiy  and  industry  experts,  couises  aie  engaging  and  collaboiaiive.  But 
most  impoitantly,  they  are  lelevant.  Learn  business  skills,  financial  strategies,  and  applicable 
solutions  while  earning  12  graduate  degree  credits*  and  120  CME  credits.**  You  can  choose  to 
etrroll  irr  these  live  courses  at  a rrearby  Caliber  Learning  Network  Cerrter  or  corrverrierttly  over 
the  Interrret  in  your  horrre  or  ollice.  Gairr  the  knowledge  necessary  to  increase  quality  of  patierrt 
care  while  reducing  costs. 

Program  Curriculum  Includes  the  Following  Courses: 

• Managed  Care:  Perspectives  And  Practices 

• Accounting  For  Decision-Making  In  Medicine 

• Managerial  Finance  For  Medical  Services 

• Leadership  ik  Organizational  Behavior  In  Medical  Settings 


“/  have  learned  a great  deal  to  improve  the  operations  of  my  solo  practice— this 
program  paid  for  itself  in  savings  Eve  realized  through  better  management 
skills.  I’d  recommend  this  program  to  physicians  in  all  fields.  ” 

Kathleen  Alter,  M.D. 

Internal  Medicine,  Fairfield,  OH 


Courses  Begin  SEPTEMBER  15 
For  More  Information  And  A Free  Program  Video 

Call  800-618-8408  Or  Visit  www.jhu.edu/busofmed 


* The  Johns  Hopkins  University  has  registered  or  applied  for  state  authorization  to  offer  graduate 
credit.  To  determine  the  status  of  registration  or  authorization  in  your  state,  please  contact  the 
Hopkins  Business  of  Medicine  program  at  SOO-21 3-3144. 

**  The  Johns  Hopkins  University  School  of  Medicine  is  accredited  by  the  Accreditation  Council 
for  Continuing  Medical  Education  to  sponsor  continuing  medical  education  for  physicians.  The 
Johns  Hopkins  University  designates  this  continuing  medical  education  activity  for  up  to  120  credit 
hours  in  Category  1 oj  the  Physician  s Recognition  Award  of  the  American  Medical  Association. 
Each  physician  should  claim  only  those  hours  of  credit  actually  spent  in  the  educational  activity. 


Hopkins  Business 
of  Medicine” 


JOHNS  HOPKINS 

School  o(  Medicine 
School  of  Continuing  Studies 


People 


Newsmakers 


Fort  Worth  psychiatrist  Virgil  M.  Cox, 
Jr,  MD,  received  the  Heimaii  Staples 
Distinguished  Service  Award  from  the 
American  Society  of  Adolescent  Psy- 
chiatry. 

Plano  pediatrician  Allan  R.  DeVil- 
leneuve,  MD,  received  the  1999  Savvy 
[Award,  which  recognizes  outstanding 
Dallas-area  volunteers,  for  cofounding 
the  Plano  Children’s  Medical  Clinic. 

Glennon  R.  Einspanier,  DO,  Abilene, 
was  elected  chair-elect  of  the  General 
Surgery  Division  of  the  American  Col- 
lege of  Osteopathic  Surgeons. 

Fort  Worth  surgical  oncologist  John  W. 
Freese,  MD,  received  the  Dr.  Truman  C. 
Terrell  Award  from  All  Saints  Health 
, Foundation. 

Stanford  M.  Goldman,  MD,  Houston,  is 
I serving  as  secretary-treasurer  of  the 
American  Society  of  Radiology. 

The  1999-2000  Texas  Ophthahnologi- 
I cal  Association  officers  include  M. 
Bowes  Hamill,  MD,  Houston,  presi- 
dent; George  C.  Thorne,  Jr,  MD, 
1 Austin,  president-elect;  Keith  D.  Fisher, 
MD,  Fort  Worth,  secretary;  arrd  Jon  T. 
Schreiber,  MD,  Tyler,  treasurer. 


Houston  internist  Carlos  R.  Hamilton, 
Jr,  MD,  received  the  Silver  Buffalo 
Award  from  the  Boy  Scouts  of  Anrerica. 

John  H.  Harris,  Jr,  MD,  Houston,  re- 
ceived the  Gold  Medal  frorrr  the  Arrreri- 
carr  Society  of  Entergerrcy  Radiology. 

Dallas  chemical  pathologist  Ishwarlal 
Jialal,  MD,  received  the  Internatiorral 
Hernres  Vitarrrirr  Award  1998  for  un- 
published research  orr  vitamin  E titled 
“The  Effect  of  Alpha-Tocopherol  Sup- 
plerrrentation  on  LDL  Modification  and 
Moirocyte  Function  in  Type  2 Diabetic 
Patients  With  and  Wrthout  Macrovas- 
cular  Complications.” 

Grapevitre  psychiatrist  Gary  L.  Malone, 
MD,  was  appointed  medical  director  of 
All  Saints  Health  System’s  behavioral 
health  sciertces. 

Houston  internist  John  Mendelsohn, 
MD,  received  the  Joseph  H.  Burchenal 
AACR  Clinical  Research  Award  from 
the  Anrerican  Association  for  Cancer 
Research  for  his  “pioireerirrg  work”  in 
elucidatirrg  the  roles  of  growth  factors 
and  receptors  in  cell  regulatioir  and 
proliferatiorr. 

T he  1999-2000  lexas  College  of  Emer- 
gency Physiciarrs  officers  itrclude  David 
Pillow,  MD,  Dallas,  president;  Robert 


Please  let  Texas  Medicine  Know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
section  areTMA  membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
tion; or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  If  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  johanna  f@texmed.org. 


Stanford  M.  Goldman,  MD  Ishwarlal  Jialal,  MD 


John  Mendelsohn,  MD  John  K.  Wood,  MD 


Greenberg,  MD,  I'emple,  president-elect; 
and  Jerry  Gray,  MD,  Sheiman,  secretary. 

The  1999-2000  Tarrant  County  Med- 
ical Society  officers  include  plastic  sur- 
geon Larry  E.  Reaves,  MD,  president; 
allergist  Bobby  Q.  Lanier,  MD,  presi- 
dent-elect; general  surgeon  James  L. 
Norman,  vice  president;  family  practi- 
tioner Jantes  A.  Murphy,  Jr,  MD,  secre- 
tary; and  orthopedic  surgeon  Robert 
W.  Hunnicutt,  MD,  treasurer. 

The  1999-2000  Hispanic  American 
Medical  Association  of  Houston  officers 
include  orthopedic  surgeon  Jose  E.  Ro- 
driguez, MD,  president;  cardiothoracic 
surgeon  Javier  A.  Lafuente,  MD,  presi- 
dent-elect; urological  surgeotr  Demetrio 
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Tagaropulos,  MD,  secretary;  and  physi- 
cal medicine  and  rehabilitation  special- 
ist Remberto  Rangel,  MD,  treasurer. 

Family  practitioner  John  K.  Wood,  MD, 
was  chosen  chair  of  the  Board  of  Direc- 
tors for  Inova  Health,  Inc,  in  Dallas.  Dr 
Wood  succeeds  family  practitioner 
John  L.  Kelley,  MD,  who  retired  in  May. 

Deaths 


James  William  Caldwell,  MD,  74; 

McAllen;  University  of  lennessee  Col- 
lege of  Medicine-Memphis,  1950;  died 
April  15,  1999. 

Dorothy  Annette  Cato,  MD,  83;  Hous- 
ton; The  University  of  I’exas  Medical 
Branch  at  Galveston,  1946;  died  May 
6,  1999. 

Bryan  William  Forister,  MD,  74;  Care- 
free, Ariz;  Johns  Hopkins  University 
School  of  Medicine,  1954;  died  April 
19,  1999. 

Stanley  Donald  Greenberg,  MD,  68; 

Houston;  Baylor  College  of  Medicine, 
1954;  died  May  6,  1999. 

Edward  Clayton  Kahler,  MD,  74;  Gar- 
land; The  University  of  Texas  South- 
western Medical  School  at  Dallas, 
1953;  died  April  30,  1999. 

Louis  Kenneth  Mantell,  MD,  90;  San 

Antonio;  Northwestern  University  Med- 
ical School,  1935;  died  April  20,  1999. 

Karl  Franklin  Roehrig,  MD,  77;  Dallas; 
University  of  Colorado  School  of  Medi- 
cine, 1952;  died  May  3,  1999. 

Arnold  Ira  Walder,  MD,  64;  San  Anto- 
nio; State  University  of  New  York  Health 
Science  Center  at  Brooklyn  College  of 
Medicine,  1958;  died  April  22,  1999. 


J^are 

Uo  Compare 


Truth  in  Leasing  & Lending: 

Understand  what  you  are  really  being 
offered  by  dealers  or  lease  companies. 

Know  you  got  the  better  deal... 

ANY  MAKE  ANY  MODEL  ANY  TERM  ANY  TRADE 

877-733-6700 
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Coding  and 
the  Audit 
Process 


Tex 


TexasMedicaJ 

Association 


it’s  ALL 
G FLEE  1C  to  ITIE! 


Surgery  Sessions  Medicine  Sessions 

July  6:  Fort  Worth  July  7:  F’ort  Wortli 
July  19:  Austin  July  20:  Austin 

August  1 1:  San  Antonio  August  12:  San  Antonio 


For  more  inl'onnation,  call  Candy 
with  TMA  Practice  Management 
at  (800)880-1300,  ext.  1421. 
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Going  The  Extra  Mile  For 
The  Ref  erring  Physieian:  Cook  Childrens 
Talks  With  Dr.  W.  Paul  Bowman. 


Uk.  W.  Paul  Bowman  — Medical  Director  Of  Hematology/Oncology 


Dr.  Bowman,  vvhai  iki  nos  are  you  seeinc,  in  ihe 

ElEEL)  OE  I'EDIAI  RK  1 lEMA lOEOG v/ONCOEOO Y? 

sliidi's  have  bven  made  in  the  Imilnwnt  af  childhood  cancer. 
Today,  more  than  70 pcrccnl  of  ihcihildrcn  newly  diagnosed  with  cancer 
can  be  e.\peclcd  to  enjoy  a relatively  long  life  and  possibly  even  see  a i are 
for  their  disea.se. 

WhAE  eyres  OE  DIAGNOSES  ARE  YOU  ABLE  TO  TREAE 
GIVEN  EHE  SGOl'E  OE  SERVICES,  CEINICAL  EXPERTISE  AND 


I RANSPEANTS  EUAN  ANY  OTHER  CHll.DRENS  ElOSPEEAL 
IN  Texas  and  surrounding  seates.  Whae  do  you 
HUNK  SEES  YOU  APAR'E  EROM  OTHER  CHIEDREn’s  HOSPEEALS? 
fn  1086.  u'c  opened  the  first  pediatric  hone  marrow  transplant  program 
in  the  region  and  have  had  very  good  success.  Our  center  is  approved  by 
the  National  Marrow  Donor  Program  as  a registry,  collection,  and  trans- 
plant center.  We  perform  both  allogeneic  and  autologous  transplants,  as 
well  as  utilize  unrelated  donors  jor  patients  lacking  a family  match. 


RESOURCES  AVAILABLE  AT  CoOK  CHILDRENS? 


We're  able  to  provide  ctire  for  patients  who  are  afflicted  with  a wide  range 
of  illnesses:  leukemia,  malignant  lymphoma,  brain  tumors  and  solid 

tumors.  In  addition,  ivc  treat  many  patients 
with  blood  conditions  that  are  not  neces- 
sarily eaiicer- related,  such  as  sickle  cell 
anemia  and  hemophilia.  Also,  several  of 
our  doetors  travel  to  outreach  hematology/ 
oneology  clinics  throughout  north  central 
and  west  Texas  to  provide  care  and  treatment 
on  a heal  level. 

You  AND  YOUR 
1 EAM  CURRENT  LY 
CONDUCT 
MORE  BONE 
MARROW 


Dr.  Bowman,  what  is  it  ehae  a reeerring  peeysictan 

WANTS  MOST'  TO  GEE  OU  1 OF  HIS  OR  HER  RELATIONSHIP 
WEI  H A SPECIALISE? 

He  or  she  wants  to  know  that  the  patients  and  their families  will  be  pro- 
vided with  the  best  care  available:  that  they  will  have  a positive  experience, 
and  have  confidence  in  the  treatment  team.  He  or  .she  wants  to  be  kept 
apprised  of  the  patient  i status,  stay  involved  in  the  follow-up  care,  and 
provide  support  to  the  family. 

Cook  Children’s  is  an  independexte  communti’y-based 
HEALTH  care  SYST  EM,  COMBINING  THE  BEST  IN  PATIENT 
CARE  WI I H RESEARCH.  HoW  DOES  EHIS  BENEFI I THE  PAT  IENT? 
We  provide  patients  with  the  best  of  both  worlds  - treatment  and  research. 
We  focus  primarily  on  the  clinical  a.spects  of  the  patient 's  care  and  also 
participate  in  ongoing  research  programs.  We  helitve  it'E  are  in  the  best 
position  to  ofier  greater  continuity  of  care,  since  taking  care  of  the  patient 
is  our  number  one  concern. 

Cook  Children’s  Medical  Center  is  located  in  Fort  Worth.  Texas. 
For  more  information  about  Dr.  Bowman  and  our  other  pediatric 
oncologists  - Ciietchen  Fames,  David  Friedman,  1 imothy  Griffin, 
Jeltfey  Murray,  Joann  Sanders,  Ami  Slab,  Juan  Bernini  in  Midland/ 
Odessa  and  Benjamin  Carcamo  in  FI  Paso  - call  1-800-COOK517, 


CookChildren’s 

Medical  CeiitcE 


TexMed  ’99 

Delegates  oppose  mandatory  hospitalists, 
support  tobacco  money  for  health  care 


Alan  C.  Baum,  MD,  of  Houston,  and  Pam  Hendricks,  of  Temple,  were  sworn  in  as  presidents  of  the  Texas  Medical 
Association  and  Texas  Medical  Association  Alliance  during  TexMed  ’99.  In  his  installation  address,  Dr  Baum  urged 
TM  A members  to  ignore  the  “conventional  wisdom”  that  medicine’s  best  days  are  in  the  past  and  that  physicians  are 
powerless  to  maintain  their  ability  to  fight  for  the  best  interests  of  their  patients.  "Whoever  is  writing  conventional 
wisdom  these  days  hasn't  been  reading  the  history  of  theTexas  Medical  Association,"  he  said.  “They  can’t  see  what 
we  have  seen.  They  don’t  know  about  yesterday's  victories  and  about  our  real  and  honest  hopes  for  tomorrow.  They 
don’t  know  about  our  secret  weapons  — our  patients,  our  professionalism,  our  pride.”  TM  A has  been  fighting  for  the 
rights  of  patients  and  physicians  for  almost  150  years,  he  said,  “and  we  plan  to  be  here  a good  150  more.” 
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Expressing  the  Texas  Medical  As-| 
sociation’s  opposition  to  the 
mandatory  use  of  hospitalists 
and  reiterating  its  support  for 
using  tobacco  lawsuit  settle- 1 
ment  money  for  health  care] 
were  among  the  actions  taken 
by  the  TMA  House  of  Delegates 
during  TexMed  ’99:  Educational  Show- 
case & Expo  in  Dallas  in  May. 

More  than  50  reports  and  resolu- 
tions dealing  with  patient  protection 
and  patient  rights  issues  and  other  so- 
cioeconomic, public  health,  medical 
education,  scientific  affairs,  and  associ- 
ation organizational  matters  were 
acted  upon  by  the  House. 

Delegates  went  on  record  against  the 
mandatory  use  of  hospitalists  proposed 
by  some  health  insurance  plans,  institu- 
tions, or  other  entities  (see  “Just  Don’t  | 
Make  Me,”  pp  32-36.)  House  members 
voted  for  the  voluntary  use  of  hospital- 
ists as  deemed  appropriate  by  physician- 
led  policymaking  bodies  advising  health} 
plans,  institutions,  and  other  entities. 

The  action  was  taken  after  some 
health  plans  announced  their  intent  tc 
institute  mandatory  hospitalist  pro- 
grams in  Harris  and  Travis  counties. 

On  the  tobacco  money  matter,  the 

f 
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Something 

■ 'I'l 

: -C, 

to  consider 

A resolution  from  the  Smith  County  Medical  Society  recommending  the 
terms  “patient"  and  "physician"  be  used  instead  of  “provider"  and  “cov- 
ered lives"  in  Texas  Medical  Association  resolutions  and  communications 
with  TMA  members,  the  public,  and  the  news  media  was  adopted  by  the 
House  of  Delegates  during  TexMed  ’99. 

During  the  consideration  of  the  resolution,  R.L.  Campbell,  MD,  of  Corsi- 
cana, made  a point  of  personal  privilege  address  to  the  House  in  which  he 
read  “Eulogy  of  the  Doctor”  by  Robert  Louis  Stevenson: 

There  are  men  and  classes  of  men  that  stand  above  the  common  herd. 
The  soldier,  the  sailor,  the  shepherd,  not  infrequently;  the  artist  rarely, 
rarer  still  the  clergyman,  the  physician  almost  as  a rule.  He  is  the  flower 
of  our  civilization  and  when  that  stage  of  man  is  done  with,  only  to  be 
marveled  at  in  history,  he  will  be  thought  to  have  shared  but  little  in  the 
defects  of  the  period  and  to  have  most  notably  exhibited  the  virtues  of 
the  race.  Generosity  he  has,  such  as  is  possible,  only  to  those  who  prac- 
tice an  art  and  never  to  those  who  drive  a trade.  Discretion,  tested  by  a 
hundred  secrets.  Tact,  tried  in  a thousand  embarrassments,  and  what  are 
more  important,  Herculean  cheerfulness  and  courage.  So  it  is  that  he 
brings  air  and  cheer  into  the  sick  room  and  often  enough,  though  not  so 
often  as  he  desires,  brings  healing. 

Dr  Campbell  urged  House  members  to  remember  who  they  are.  “You  are  a 
physician  or  a doctor;  you  are  not  a provider,”  he  said.  “You  are  called  to  serve 
because  you  have  a gift.  And  I’m  here  to  tell  you  why  you  should  be  proud,  not 
arrogant,  but  proud;  why  you  should  be  humbled  but  never  meek.  You  are  far 
above  those  who  would  control  you  or  tell  you  what’s  ethical,  such  as  politi- 
cians, bureaucrats,  and  insurance  clerks.  Don’t  give  up,  ever.  Don’t  ever  ac- 
cept defeat.  Compromise  only  when  it’s  absolutely  necessary  as  a temporary 
maneuver,  but  always  keep  victory  in  mind.  Don’t  give  up  on  medicine.” 

Texas  Medicine  and  the  TMA  Division  of  Communication  adhere  to  a pol- 
icy to  avoid  using  the  terms  “provider"  and  “covered  lives”  whenever  possible. 


House  voted  for  allocating  funds  gained 
from  settling  the  state’s  lawsuit  against 
the  tobacco  industry  to  assist  in  diag- 
nosing and  treating  people  harmed  by 
tobacco  or  its  by-products.  It  also  voted 
to  support  the  hospital  districts  that  in- 
tervened in  the  lawsuit  to  have  settle- 
ment funds  specifically  allocated  to 
health  care.  Delegates  urged  counties 
that  do  not  have  hospital  districts  to  use 
the  settlement  money  they  receive  for 
health  care  and  not  for  general  pur- 
poses such  as  roads  and  bridges. 

Other  major  House  actions  included 
adoption  of  resolutions  that  TMA: 

• Seek  legislation  requiring  the  Texas 
State  Board  of  Medical  Examiners 
(TSBME)  and  other  health  care  enti- 
ties to  report  only  final  disciplinary 
actions,  and  seek  legislation  pro- 
hibiting health  care  entities  from  re- 
quiring physicians  to  report  pending 
investigations. 

• Oppose  weakening  by  federal  pre- 
j emption  of  state  laws  protecting 

medical  privacy;  oppose  establish- 
' ment  of  a new  corporate  right  to 
j own,  collect,  or  use  medical  data- 
bases; and  oppose  funding  or  imple- 
mentation of  the  National  Patient 
Identifier  under  the  Health  Insurance 
j Portability  and  Accountability  Act. 

• Oppose  federal  government  at- 
' tempts  to  establish  boards  to  oversee 
j state  licensure  bodies  and  to  impose 

federal  competency  checks  through 
i on-site  inspection,  chart  reviews,  or 
periodic  written  examination, 
l!*  Encourage  the  Texas  Higher  Educa- 
tion Coordinating  Board  (THECB)  to 
’I  consider  the  physician  supply/re- 
quirements projections  in  the 
• 1998-1999  TMA  Workforce  Study 

I'  in  identifying  the  state’s  graduate 
medical  education  (GME)  needs, 
1;  and  to  take  them  into  account  in  de- 
>■  termining  funding  priorities  for  the 
GME  program  (see  “Shortage  Amid 
Surplus,”  pp  38-45).  Delegates  also 
il  reaffirmed  existing  TMA  policy  sup- 
porting the  elimination  of  the  cur- 
rent  legislative  appropriations  rider 
)i  language  requiring  a minimum  class 
size  for  each  Texas  medical  school. 

;•  Communicate  to  the  THECB  and  the 
I 76th  Texas  Legislature  TMA’s  sup- 


port of  legislation  establishing  the 
Coastal  Bend  Health  Education  Cen- 
ter (CBHEC).  A proposal  that  TMA 
work  with  Sen  Carlos  E Truan  (D- 
Corpus  Christ!)  and  Texas  A&M  Uni- 
versity Health  Science  Center  in  the 
2001  legislative  session  to  develop 
and  pass  legislation  establishing  the 
medical  student  aspect  of  the  CB- 
HEC was  referred  to  the  Council  on 
Medical  Education  for  a report  back 
to  the  House  in  May  2000. 

Target  actions  to  deal  with  inappropri- 
ate claims-bundling  and  downcoding 
practices,  including  regular  meetings 
with  payers,  to  identify  specific  claims- 
processing  practices  and  policies  that 
contribute  to  the  problem,  and  partic- 


ipate in  appropriate  liaison  and  joint 
action  with  the  American  Medical  As- 
sociation, specialty  societies,  and 
other  organizations. 

Support  physician-formulated  guide- 
lines for  treating  spine  injuries  based 
on  objective  science,  quality  of  care, 
and  outcomes  studies;  work  with  the 
Texas  Workers’  Compensation  Com- 
mission (TWCC)  to  ensure  that  work- 
groups include  physicians  with 
appropriate  expertise  and  qualifica- 
tions; and  work  with  TWCC  to  identify 
such  candidates  for  the  TWCC  Spine 
Treatment  Guideline  Workgroup. 
Approve  changing  the  name  of  TMA’s 
Resident  Physician  Section  to  the 
Resident  and  Fellow  Section.  The 
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TMA  Past  President  John  P.  Howe  Ml,  MD,  far  left, 
and  TMA  President-Elect  J.  James  Rohack,  MD,  far 
right,  present  scholarships  to  Damien  Luviano,  of 
Houston,  Rodolfo  Herrera,  of  San  Antonio,  and 
Eugene  Ramirez,  of  Ei  Paso,  on  behalf  of  the  TMA 
Minority  Scholarship  Program  atTexMed  '99.  During 
the  program's  inaugural  year,  3 of  the  70  applicants, 
all  of  whom  were  required  to  be  accepted  to  their 
respective  medical  schools  before  applying  for  the 
program's  scholarships,  were  selected  to  receive 
$5,000  each.  The  program,  supported  solely  by  TMA 
member  donations,  was  approved  by  the  TMA 
House  of  Delegates  in  April  1998. 

TMA's  Student  Loan  Program,  which 
administers  the  minority  scholarships,  and  the 
TMA  Board  of  Trustees  recognized  several  of  the 
loan  program's  interviewing  trustees  on  the  House 
floor  at  TexMed  '99  for  their  dedication.  These  TMA 
loan  program  trustees  and  their  years  of  service  are 
Paul  J.  Cunningham,  MD,  Galveston,  25  years;  S. 
Perry  Post,  MD,  San  Antonio,  19  years;  Byron  L. 
Howard,  MD,  Dallas,  17  years;  Leonard  E. 
Lawrence,  MD,  San  Antonio,  17  years;  John 
McNew,  MD,  Bryan,  17  years;  Betty  P.  Stephenson, 
MD,  Sugar  Land,  17  years;  James  F.  Kirk,  MD, 
Lubbock,  16  years;  and  Elgin  W.  Ware,  Jr,  MD, 
Dallas,  15  years. 


Outgoing  Medical  Student  Section  (MSS)  Chair 
Stanley  Wang,  a student  atThe  University  of  Texas 
Southwestern  Medical  School  in  Dallas,  left, 
presents  the  1999  MSS  Chapter  of  the  Year  Award  to 
the  students  of  the  Texas  College  of  Osteopathic 
Medicine  (TCOM)  at  the  University  of  North  Texas 
Health  Science  Center  In  Fort  Worth.  TCOM 
student  Jose  Villarreal,  right,  accepted  the  award 
on  behalf  of  the  chapter,  which  boasted  a 100% 
TMA  membership.  The  TMA-MSS  also  presented 
the  Student  of  the  Year  Award  to  UT-Southwestern 
student  Vladimir  Zuzukin  and  the  C.  Frank  Webber 
Award  to  Lubbock  pediatic  endocrinologist 
Surendra  K.  Varma,  MD. 


Three  outstanding  Texas  educators  received  the 
1999  Excellence  in  Science  Teaching  Award  at 
TexMed  '99.  From  left  are  Cynthia  Radle,  Travis 
Middle  School,  Temple;  John  Burnside,  MD,  chair  of 
TMA's  Council  on  Scientific  Affairs,  who  presented 
the  awards;  John  S.  Terry,  Denison  High  School, 
Denison;  and  Edwinna  B.  Bernat,  S.C.  Red  Science 
and  Math  Elementary  Magnet  School,  Houston. 

c 

o 

u 

c 

E 


Outgoing  Young  Physician  Section  Chair  J.  Timothy 
Parker,  MD,  of  Denison,  presents  Katherine  Marie 
Cox,  a student  at  H.M.  King  High  School  in 
Kingsville,  a $1,000  check  from  the  section's  Rural 
Scholarship  Fund  atTexMed  '99.  Rural  scholarship 
recipients  not  pictured  are  James  Cantu,  a 
Floresvilie  High  School  student,  who  received  $750, 
and  Amanda  Hershman,  a Pleasanton  High  School 
student,  who  received  $500. 


Outgoing  Young  Physician  Section  Chair  J. 
Timothy  Parker,  MD,  of  Denison,  right,  presents 
the  1999  Young  at  Heart  Award  to  former  TMA 
President  Phil  H.  Berry,  Jr,  MD,  of  Dallas,  at 
TexMed  '99. 


AMA  House  of  Delegates  approved 
an  AMA  Resident  Physician  Section 
resolution  to  rename  its  section  the 
Resident  and  Fellow  Section  during 
AMA’s  1998  annual  meeting. 

The  Texas  Delegation  to  the  AMA] 
submitted  six  resolutions  to  the  AMA> 
House  of  Delegates  for  consideration  at: 
its  annual  meeting  in  June.  One  directedj 
TMA  to  support  efforts  to  address  fed-' 
eral  antitrust  reforms  and  petition  the| 
AMA  to  continue  assisting  physicians! 
and  their  groups  in  contract  negotia-i 
tions  and  the  advancement  of  fair  stan-i 
dards  for  physician  contracts.  The  other' 
five  focused  on  creation  of  a Council  on 
Membership,  health  care  equity  in 
Medicare  reform,  a strategy  for  individ-; 
ual  ownership  of  health  insurance,  med- 
ical records  privacy,  and  Medicare 
support  for  residency  training.  , 

The  House  rejected  a recommenda-! 
tion  that  TMA  President  Alan  C.  Baum, 
MD,  appoint  an  ad  hoc  committee  to 
study  the  restructuring  of  the  association. 

Several  items  were  referred  to  the 
Board  of  Trustees  for  further  study  and 
report  back  to  the  House  including: 

• Developing  a peer  review  process  to 
identify  expert  physician  witnesses 
who  engage  in  fraud  or  deception 
and  explore  the  possibility  of  work- 
ing with  TSBME  to  devise  a categoryi 
of  temporary  state  licensure  to  give 
testimony  intrastate. 

• Reaffirming  the  value  of  the  family 
and  good  parenting;  encouraging  all 
parents  to  seek  support  and  guid- 
ance; and  encouraging  attorneys,| 
judges,  and  legislators  to  affirm  the| 
value  of  good  parenting. 

In  addition,  the  House  referred  toj 
the  Council  on  Socioeconomics  a reso-j 
lution  regarding  claims  recoupment.  It, 
recommends  TMA  seek  assistance  fromj 
the  Texas  Department  of  Insurance  andl 
the  Texas  attorney  general’s  office  to| 
stop  insurance  companies  and  payers! 
from  recouping  past  paid  claims  when] 
the  claims  were  filed  in  good  faith,  and! 
when  the  disputes  resulted  from  insur-, 
ance  company  mistakes.  The  council| 
was  asked  to  report  back  to  the  House} 
at  its  interim  session  in  November.  ★ i 
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Nixon  dedicates  Distinguished 
Service  Award  to  his  teachers 


When  Sam  A.  Nixon,  MD,  wins  a big  award,  he  knows  whom  to  thank  — 
his  teachers. 

Dr  Nixon  gratefully  acknowledged  his  instructors  when  he  received  the 
Texas  Medical  Association's  Distinguished  Service  Award  during  a House  of 
Delegates  meeting  atTexMed  '99  in  Dallas. 

“An  old  saying  in  education  is,  ‘If  the  learner  hasn't  learned,  then  the 
teacher  hasn't  taught,"'  Dr  Nixon  said.  “I  trust  that  this  award  demon- 
strates that  teachers  can  do  won- 
derful things  with  the  raw 
materials  presented  to  them,  and  I 
thank  each  and  every  one  of  mine, 
and  I accept  it  on  their  behalf." 

Dr  Nixon  displayed  many  of  his 
teachers'  names  on  a screen  be- 
hind him  and  counted  his  parents 
and  his  wife,  Elizabeth,  among  his 
greatest  educators  as  he  ad- 
dressed House  members,  who  gave 
him  a standing  ovation. 

“I  am  grateful  forever  for  the  in- 
structions given  by  the  House  of 
Delegates  over  the  last  45  years,”  Dr  Nixon  said.  “You  have  set  my  course 
of  service  for  this  profession.” 

A former TMA  president.  Dr  Nixon  has  served  as  chair  of  TMA's  Council 
on  Public  Health  and  as  president  of  both  the  Texas  Academy  of  Family 
Physicians  and  the  American  Academy  of  Family  Physicians  (AAFP).  He 
serves  on  the  Board  of  Curators  of  the  Archives  of  the  AAFP  Foundation 
and  has  been  chair  of  the  State  Rural  Medical  Education  Board  since  1975. 

After  being  appointed  to  the  American  Medical  Association  Council  on 
Environmental,  Occupational,  and  Public  Health  and  the  Council  on  Con- 
tinuing Physician  Education,  Dr  Nixon  was  elected  to  the  AMA  Council  on 
Medical  Education  and  served  as  its  chair  in  1991  and  1992.  He  has  been  an 
AMA  delegate  since  1977  and  has  served  as  an  AMA  representative  to  the 
Accreditation  Council  for  Continuing  Medical  Education. 

Dr  Nixon's  devoted  service  to  medical  education  began  after  he  practiced 
for  23  years  as  a family  physician  in  Nixon  and  Floresville.  In  1977,  he  joined  The 
University  of  Texas-Houston  Medical  School  as  a professor  in  the  Department 
of  Family  Practice  and  Community  Medicine.  “There,  I learned  to  appreciate 
the  teacher-learner  process  from  both  sides  of  the  desk,”  Dr  Nixon  said.  He 
served  UT-Houston  as  director  of  the  Division  of  Continuing  Education,  special 
assistant  to  the  president  for  governmental  and  professional  relations,  and  fac- 
ulty associate  at  the  Center  for  Health  Promotion,  Research  and  Development. 

Besides  his  profession.  Dr  Nixon  also  has  provided  distinguished  service 
for  his  country  and  community.  He  is  a member  of  the  Society  of  Medical 
Consultants  to  the  Armed  Forces,  having  served  as  civilian  consultant  in 
family  practice  to  the  Surgeon  General  of  the  Air  Force.  In  1985,  President 
Ronald  Reagan  named  Dr  Nixon  a member  of  the  Board  of  Regents  of  the 
Uniformed  Services  University  of  the  Health  Sciences.  A former  chief  of 
staff  at  Memorial  Hospital  in  Floresville,  Dr  Nixon  has  served  as  vice  presi- 
dent of  the  Nixon  School  Board,  acting  director  of  the  Wilson  County  Health 
Department,  and  director  of  the  South  Texas  Chamber  of  Commerce. 


TMA  Past  President  Sam  A.  Nixon,  MD,  accepts 
TMA's  Distinguished  Service  Award  and  praises 
his  lifetime  of  teachers  before  the  House  of 
Delegates  atTexMed  '99. 


Things  you 
need  to  know 


Austin  attorney  mediator  Andre 
Hampton,  JD,  and  the  TMA  Of- 
fice of  the  General  Counsel  sug- 
gest an  ideal  managed  care 
contract  should: 

* Provide  that  after  termination 
of  the  contract  and  until  the 
managed  care  organization 
has  made  medically  appropri- 
ate referrals  of  patients  who 
continue  to  need  your  ser- 
vices, including  special  cir- 
cumstance patients  (as 
defined  by  health  mainte- 
nance organization  and  pre- 
ferred provider  organization 
laws),  the  payer  shall  pay  your 
standard  fees  for  services  that 
you  render  to  such  patients. 

* Prohibit  the  managed  care  or- 
ganization from  disclosing 
any  information  provided  by 
you  or  about  you  in  connec- 
tion with  any  credentialing  or 
peer  review  deliberations,  un- 
less such  disclosure  is  other- 
wise required  by  law. 

* At  a minimum,  incorporate 
provisions  from  Texas  law 
governing  the  quality,  utiliza- 
tion management,  and  due 
process  standards  for  man- 
aged care  organizations. 

Source:  TMA  Physician  Services.  For  more 
information  about  TMA  Physician  Services  or 
to  request  a copy  of  the  catalog,  call  (800)  523- 
8776,  or  (512)  370-1418;  or  e-mail  physician_ 
services@texmed.org. 
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House  elects  emeritus, 
honorary  members 

Two  physicians  were  elected  to 
emeritus  membership  and  six 
physicians  were  elected  to  hon- 
orary membership  by  the  Texas 
Medical  Association  House  of 
Delegates. 

Member  emeritus  status  was  con- 
ferred upon  George  G.  Alexander,  MD, 
of  Bellville,  and  Margie  B.  Peschel,  MD, 
of  Fort  Worth,  for  their  exceptional  and 
distinguished  service  to  scientific  or  or- 
ganized medicine. 

Dr  Alexander,  a former  president  of 
TMA  and  the  Harris  County  Medical 
Society,  is  known  for  his  personal  cru- 
sade to  establish  the  Gulf  Coast  Re- 
gional Blood  Center  and  to  address 
the  blood  supply  problems  in  Hous- 
ton. He  was  a member  of  the  Texas 
Delegation  to  the  American  Medical 
Association  for  16  years,  4 of  which  he 
was  chair  of  the  delegation.  Dr 
Alexander  also  has  served  as  chair  of 
the  Rosewood  General,  Sam  Houston 
Memorial,  and  Pasadena  Bayshore 
hospitals.  Founding  chair  of  the  Hous- 
ton AIDS  Alliance,  Dr  Alexander  was 
the  first  recipient  of  the  Outstanding 
Service  Award  presented  by  Hermann 
Hospital  in  Houston.  He  served  for  20 
years  on  the  Harris  County  Hospital 
District  Board  of  Managers.  Dr 


Alexander  is  a World  War  II  veteran,  a 
retired  colonel  of  the  US  Army  Re- 
serve, and  a diplomate  of  the  Ameri- 
can Board  of  Family  Practice. 

Dr  Peschel  has  served  as  president 
for  numerous  organizations,  including 
the  Tarrant  County  Medical  Society 
(TCMS),  Texas  Society  of  Pathologists 
(TSP),  South  Central  Association  of 
Blood  Banks,  and  the  Tarrant  County 
Society  of  Pathologists.  She  also  has 
served  TMA  as  secretary  of  the  associa- 
tion and  chair  of  the  Committee  on 
Health  Careers  and  the  Special  Com- 
mittee on  Blood  Banking  and  Transfu- 
sion. Dr  Peschel  is  known  worldwide 
for  her  expertise  in  immunohematol- 
ogy  and  blood  banking  and  served  as 
medical  director  of  Carter  Blood  Center 
from  1976  to  1997.  Her  honors  include 
TSP’s  George  T.  Caldwell  Distinguished 
Service  Award  and  TCMS’s  Community 
Service  Award.  Dr  Peschel  serves  as  ad- 
junct professor  of  Tarleton  State  Uni- 
versity’s medical  technology  program 
and  the  nursing  program  at  The  Uni- 
versity of  Texas  at  Arlington. 

Honorary  members  elected  at 
TexMed  ’99  were  Jim  C.  Bums,  MD, 
West  Columbia;  Louis  J.  Girard,  MD, 
Magnolia;  Lowell  J.  Kepp,  Jr,  MD,  Cor- 
pus Christi;  Manuel  L.  Ramirez,  Jr,  MD, 
Corpus  Christi;  Clemens  A.  Struve,  MD, 
Corpus  Christi;  and  Stanley  E.  Thomp- 
son, MD,  Richmond.  ★ 


Delegates  fill 
leadership  positions 


The  Texas  Medical  Association 
House  of  Delegates  chose  cardi-, 
ologist  J.  James  Rohack,  MD,  as 
TMA  president-elect  and  elected 
two  new  members  to  the  Board 
of  Trustees  during  TexMed  ’99.  Dr  Ro- 
hack, associate  medical  director  for 
medical  operations  at  Scott  & White 
Health  Plan  in  Temple  and  associate 
professor  of  medicine  at  Texas  A&M 
University  Health  Science  Center,  will 
assume  the  TMA  presidency  during 
TexMed  2000  in  San  Antonio  next  May. 


Temple  cardiologist  J.  James  Rohack,  MD,  was 
elected  TMA  president-elect. 

A member  and  former  chair  of  the 
American  Medical  Association  Council 
on  Medical  Education,  Dr  Rohack  has 
served  as  chair  of  TMA’s  Council  on 
Medical  Education,  secretary  of  TMA’s 
Board  of  Trustees,  and  TMA  delegate  to 
the  AMA.  He  is  a member  of  the  Amer- 
ican College  of  Cardiology  Section 
Council  on  Cardiovascular  Disease  and 
The  University  of  Texas  Medical  Branch 
at  Galveston  Alumni  Association  Board 
of  Tmstees. 

New  members  of  the  Board  of 
Trustees  are  Bohn  D.  Allen,  MD,  of  Ar- 
lington, and  Lyle  S.  Thorstenson,  MD, 
of  Nacogdoches.  Dr  Thorstenson  will 
serve  as  the  board’s  secretary.  Dennis  J. 
Factor,  MD,  of  Dallas,  and  Frederick  L. . 
Merian,  MD,  of  Victoria,  were  reelected: 
to  the  board. 

In  addition,  Earl  L.  Grant,  MD,  of 
Austin,  assumed  the  duties  as  chair  of' 
the  Board  of  Trustees.  Dr  Grant,  who 
was  the  board’s  vice  chair,  succeeds  By- , 


TMA  House  of  Delegates  Vice  Speaker  Sue  Rudd  Wynn,  MD,  a devoted  Aggie,  humbly  accepts  a University  of 
Texas  notebook  from  TMA  House  of  Delegates  Speaker  Tom  Hancher,  MD,  who  bleeds  orange,  for  losing  a bet 
made  with  Dr  Hancher  at  interim  session  last  November.  The  UT  Longhorn  football  team  squeaked  by  the  Texas 
A&M  Aggies  26-24,  so  Dr  Wynn  was  forced  to  carry  her  papers  in  the  burnt  orange  notebook  throughout  TexMed  '99. 
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Ton  L.  Howard,  MD,  of  Dallas,  as  chair. 
Dr  Howard  completed  9 years  of  ser- 
vice on  the  board.  Dr  Merian  replaced 
Dr  Grant  as  vice  chair. 


Austin  anesthesiologist  Earl  L.  Grant,  MD,  assumed 
the  duties  as  chair  of  the  TM  A Board  of  Trustees. 

Priscilla  Ray,  MD,  of  Houston,  was 
elected  TMA  secretary-treasurer.  She  re- 
iplaces  George  E.  Thannisch,  MD,  of 
{Lufkin,  who  did  not  seek  reelection.  Tom 
]b.  Hancher,  MD,  of  Columbus,  and  Susan 
jRudd  Wynn,  MD,  of  Fort  Worth,  were  re- 
elected speaker  and  vice  speaker  of  the 
House  of  Delegates. 

Elected  delegates  to  the  AMA  were 
Drs  Allen;  Merian;  Howard;  Wynn; 
iHugh  Lamensdorf,  Fort  Worth;  Brian 
lEades,  Amarillo;  Wm  Gordon  McGee, 
,E1  Paso;  John  P.  Howe  111,  San  Antonio; 
|Carolyn  A.  Evans,  Plano;  Phil  H.  Berry, 
Jr,  Dallas;  and  Charles  W.  Bailey,  Jr, 
Houston.  Elected  alternate  delegates  to 
ithe  AMA  were  Drs  Thorstenson;  Robert 
H.  Emmick,  Jr,  Bryan;  David  C.  Fleeger, 
Austin;  Martin  G.  Guerrero,  San  Anto- 
nio; Robert  T.  Gunby,  Jr,  Dallas;  Paul  B. 
Handel,  Houston;  Ronald  G.  Munson, 
Mathis;  Sheldon  Gross,  San  Antonio; 
and  Art  Klawitter,  Needville.  Rodney  B. 
Young,  MD,  Lubbock,  will  serve  a 1- 
year  term  as  alternate  delegate  from 
the  Resident  and  Fellow  Section. 
jSandeep  G.  Mistry,  of  Houston,  will 
jserve  a 1-year  term  as  alternate  dele- 
jgate  from  the  Medical  Student  Section. 

I Elected  to  councilor  positions  were 
I Drs  William  J.  Deaton,  Austin,  District 
7;  Raymond  C.  Jess,  Lake  Jackson,  Dis- 
trict 8;  Presley  J.  Mock,  Jr,  Pasadena, 
{District  9;  George  S.  Hoffman,  Beau- 
Imont,  District  10;  and  Joe  R.  Cannon, 
iAbilene,  District  13.  ★ 
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Ellen  Wright  Clayton,  MD,  JD,  asks  TexMed  *99 
general  session  attendees  whether  a physician 
should  tell  a patient's  relatives  about  the  patient's 
devastating  genetic  disease.  During  her  ethics 
presentation,  Dr  Clayton,  head  of  the  American 
Bar  Association  Health  Law  Section’s  Clinical 
Ethics  Group,  discussed  the  potential  grounds  for 
imposing  liability  on  physicians  for  damages 
caused  by  unwanted  disclosure.  “It  is  almost 
impossible  to  segregate  everything  that  has 
possible  genetic  implications  out  of  the  medical 
record,"  said  Dr  Clayton,  an  associate  professor  of 
pediatrics  at  Vanderbilt  University  School  of 
Medicine  in  Nashville  and  an  associate  professor 
of  law  at  Vanderbilt  University  School  of  Law.  "And 
keeping  information  out  of  the  medical  record 
opens  both  you  and  the  patient  to  claims  of  fraud 
by  the  health  insurer." 


TexMed  '99  general  session  speaker  Helen  Hobbs, 
MD,  discusses  how  genetics  will  affect  practice  in 
the  next  century  through  disease  diagnosis,  risk 
stratification,  and  individualization  of  treatment. 
"Genetics  is  definitely  a roll  of  the  dice,”  said  Dr 
Hobbs,  professor  of  internal  medicine  and  chief  of 
the  Division  of  Medical  Genetics  at  The  University 
of  Texas  Southwestern  Medical  School  at  Dallas. 
“And  how  can  we  keep  the  game  fair?  That's  going 
to  be  a very  difficult  problem.  How  can  we  keep 
people  from  loading  the  dice?" 


El  Paso  infectious  disease  specialist  and  writer  Abraham  Verghese,  MD,  signs  copies  of  his  first  book.  My 
Own  Country:  A Doctor's  Story,  and  his  latest  book.  The  Tennis  Partner:  A Doctor's  Story  of  Friendship 
and  Loss,  following  his  keynote  address  at  the  TexMed  '99  opening  general  session.  Dr  Verghese  read 
excerpts  from  The  Tennis  Partner  as  he  discussed  addiction  and  suicide  among  physicians.  “Pay  attention 
to  your  feelings,"  Dr  Verghese  said.  “Pay  attention  to  the  pain  of  your  colleagues." 
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Several  journalists  were  honored  with  the  Anson  Jones,  MD  Award  for  excellence  in  health  medical 
communication  during  TexMed  '99.  From  left  are  print  winner  Brian  Wallstin,  Houston  Press;  radio  winner  Rick 
Hadley,  WBAP-Arlington;  television  winner  John  Hammarley,  KDFW-Dallas;  print  winner  Laura  Beil,  The 
Dallas  Morning  News;  print  winner  Sue  Goetinck,  The  Dallas  Morning  News;  print  citation  of  merit  recipient 
Roger  Witherspoon,  The  Weekly  Newspaper,  Dallas;  Carolyn  Evans,  MD,  former  chair  of  TMA’s  Council  on 
Communication,  who  presented  the  awards;  and  print  citation  of  merit  recipient  Angela  C.  Boeckman,  Austin 
Family  Magazine.  Not  pictured  are  print  winner  Leslie  Sowers,  Houston  Chronicle;  television  winner  Angela 
Cain,  KXAS-Fort  Worth;  print  citation  of  merit  recipients  Jim  Atkinson,  Texas  Monthly,  Lesley  Layton 
Tarpinian,  Round  Rock  Leader,  Charles  Ornstein,  The  Dallas  Morning  News,  and  Jim  Morris,  Houston;  and 
radio  and  television  citation  of  merit  recipients  Patricia  Gras,  KUHT-Houston,  Steve  Ring,  KBTX-Bryan,  and 
Christi  Myers,  KTRK-Houston. 


Texas'  own  Ross  Perot  shares  his  views  on  medicine  at  the  Texas  Medical  Association  Alliance's  dinner  at  the 
Dallas  World  Aquarium  during  TexMed  '99. 


Following  the  TexMed  '99  opening  general  session, 
TMA  Past  President  John  P.  Howe  III,  MD,  left, 
presented  a plaque  to  Texas  Medical  Liability  Trust 
(TMLT)  Governing  Board  Chair  Martin  F.  Scheid, 
MD,  center,  and  Governing  Board  member  Robert  G. 
Thumwood,  MD,  right,  in  commemoration  of 
TMLT's  20  years  of  success  as  the  leading  provider 
of  medical  liability  coverage  for  Texas  physicians. 
“We  thank  you  for  your  kind  words  and  your 
recognition  of  the  20th  birthday  of  TMA's  offspring," 
Dr  Scheid  said.  “We  appreciate  the  opportunity  to 
sponsor  part  of  this  meeting.”  TMLT  serves  more 
than  9,400  physician  policyholders  in  Texas. 


Former  TMA  Board  of  Trustees  Chair  Byron  L. 
Howard,  MD,  surprises  Amy  Wilson,  who  retired  as 
executive  director  of  the  Texas  Medical  Association 
Alliance  in  March  after  27  years  of  service,  with  a 
trip  to  Paris  during  TexMed  '99.  Ms  Wilson  told 
physicians,  “My  parting  wish  for  you  and  the 
alliance  is  that  you  help  them  move  on  to  the  next 
level  of  support  for  medicine  — that  you  involve 
them  in  what  you  do." 


US  Sen  Kay  Bailey  Hutchison  (R-Tex)  discusses 
issues  impacting  physicians  with  William  Fawcett 
IV,  MD,  of  Beaumont,  during  a TEXPAC  300  Club 
reception  held  at  TexMed  '99  in  Dallas. 
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Students  earn  awards 
atTexMed  ’99 


Medical  students  from  The  Uni- 
versity of  Texas  Southwestern 
Medical  School  in  Dallas  took 
top  honors  in  the  TexMed  ’99 
student  and  resident  scientific 
poster  exhibit  competition. 

Thomas  Neilsen  earned  the  $300 
first-place  prize  for  his  exhibit  “Hyper- 
spectral  Imaging:  A Novel  Approach  for 
Microscopic  Analysis,”  while  Edward  D. 


Hsplin  won  the  $200  second-place 
award  for  “Mutations  of  the  PPP2R1B 
Gene  in  Lung  and  Colon  Cancer.” 

Sonja  Veronica  Cortez,  a student  at 
The  University  of  Texas  Medical  Branch 
at  Galveston,  earned  the  $100  third- 
place  prize  for  “The  Learning  Curve  of  a 
Medical  Student  Using  the  Non-Mydri- 
atic  Camera,”  and  Tad  Pierce,  a student 
at  the  University  of  North  Texas  Health 
Science  Center  at  Fort  Worth,  earned  an 
honorable  mention  for  his  exhibit  titled 
“PROMISE  Speaker  Program.”  ★ 


TexMed  ’99  Images 


YOUR  OPINION  IS  '' 
important  to  tma 

~PUASETAKr0UR~ 
3 - MINUTE  SURVEY  ON 
TOUCHSCREEN 
COMPUTER. 


SURVEY 


Students  from  The  University  ofTexas  Southwestern 
Medical  School  discuss  student  issues  with  TMA 
Board  of  Trustees  members  at  an  ice  cream  social 
during  TexMed  '99  in  Dallas. 


Plano  gynecologist  Gilbert  Landis,  MD,  shares  his 
opinions  on  the  Texas  Medical  Association  at 
TexMed  '99. 


TexMed  '99  attendees  participate  in  the  American 
Medical  Association  EPEC  program,  part  of  TexMed's 
ethics  educational  track,  which  offered  16  hours  of 
continuing  medical  education  credit  in  end-of-life 
care.  Along  with  six  educational  tracks,  TexMed's 
new  features  included  a second  general  session  with 
Wayne  Sotile,  PhD,  and  his  wife,  Mary  Sotile,  MA,  of 
Winston-Salem,  NC,  who  discussed  physician 
marriages  and  relationships  with  colleagues. 


TMA  Past  President  Mark  J.  Kubala,  MD,  of  Beaumont,  was  elected  president  of  the  Texas  Medical 
Association  Foundation  Board  of  Directors  at  TexMed  '99.  Other  new  foundation  officers,  who  will  serve 
through  May  2001,  include  Emily  Shelton,  of  Lufkin,  vice  president;  Beverlee  Herd,  of  Fort  Worth,  secretary;  and 
Greg  Winegardner,  of  Victoria,  at-large  member  of  the  Executive  Committee. 


Sculpture  displays 
doctor’s  reward 


The  Doctor’s  Greatest  Reward,  a sculpture 
envisioned  by  the  late  Victor  J.  Weiss,  Jr,  MD, 
was  unveiled  atTexMed  '99.  From  left  are  Byron 
L.  Howard,  MD,  former  chair  of  the  Texas  Medical 
Association  Board  of  Trustees;  John  P.  Howe  III, 
MD,  TMA  past  president;  Belinda  Weiss,  widow 
of  Dr  Weiss;  and  sculptor  Garland  Weeks. 

A bronze  sculpture  of  a physician 
and  his  young  patient  has  brought 
“some  real  humanity  and  soft- 
ness” to  the  foyer  of  the  Texas 
Medical  Association  building  in 
Austin,  said  formerTMA  Board  of 
Trustees  Chair  Byron  L.  Howard, 
MD,  of  Dallas,  during  the  sculp- 
ture’s unveiling  atTexMed  ’99. 

The  sculpture,  titled  The  Doc- 
tor’s Greatest  Reward,  was  pro- 
duced with  funds  committed  to 
the  project  by  Victor  J.  Weiss,  Jr, 
MD,  before  he  died  in  October 
1997.  A San  Antonio  psychiatrist 
and  former  TMA  Board  of 
Trustees  member.  Dr  Weiss 
wanted  TMA  members  to  have  a 
visual  reminder  of  the  great  tradi- 
tion of  caring  for  patients  per- 
formed by  Texas  physicians. 

Dr  Wei  ss’  widow,  Belinda, 
members  of  TMA’s  History  of  Med- 
icine Committee,  and  Dr  Howard, 
a good  friend  of  Dr  Weiss,  chose  a 
design  by  Garland  Weeks,  a former 
official  state  sculptor  of  Texas 
from  Marathon,  to  represent  Dr 
Weiss’  lasting  legacy  of  caring.  “It 
was  selected  for  its  touching  inter- 
pretation of  the  physician’s  great- 
est reward  — a well  patient  and  the 
gratitude  of  the  patient,"  Dr 
Howard  said.  The  sculpture  is  on 
permanent  display  in  the  first-floor 
lobby  foyer  of  the  TMA  building. 
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The  Internet  is  spilling  over  with  online  health  resources 
for  you  and  your  patients,  but  the  Texas  Medical  Associ- 
ation Web  site,  at  www.texmed.org,  is  there  to  help  mop 
up  in  July's  “MedBytes.” 

TMA  Library  links 

TMA  Library  has  created  the  “TMA  Internet  Gateway  to 
Health  Resource  Links”  to  help  health  professionals  and 
the  public  locate  appropriate  and  authoritative  health  infor- 
mation. From  TMA’s  home  page,  you  can  find  the  gateway 
by  selecting  “TMA  Library  & Resources”  and  locating  the 
reference  information  section  of  TMA  Library's  main  Web 
page.  The  links,  which  are  provided  for  educational  use  only 
and  are  not  intended  to  replace  the  advice  of  a health  pro- 
fessional, are  divided  into  the  following  14  categories: 

SEARCH  TOOLS/MEDLINE  — sites  for  searching  the  med- 
ical literature  or  the  Internet  for  health-related  information, 
such  as  PubMed,  internet  Grateful  Med,  and  MEDLINEplus. 
REFERENCE  SHELF  — medical  dictionaries  and  directories. 
GOVERNMENT  — state  and  national  sites  offering  health 
and  medical  information  for  both  physicians  and  patients. 
CONSUMER/PUBLIC  HEALTH  — gateways  to  con- 
sumer health  information  on  preventive  medicine  and  a 
variety  of  diseases  and  conditions. 

CLINICAL  INFORMATION  — large  metasites  organized 
for  physicians  offering  a wide  array  of  clinical  information. 
JOURNAL  LINKS  — links  to  many  full-text  journals  and 
journal  Web  sites,  including  TMA  Library  titles. 

HEALTH  IN  THE  NEWS  — tools  for  finding  health  topics 
discussed  in  newspaper,  print,  and  TV  sources. 
CLINICAL  TRIALS/EVIDENCE-BASED  MEDICINE  — a 
variety  of  information  related  to  clinical  trials,  practice 
guidelines,  and  evidence-based  medicine. 


DRUG/PHARMACY  INFORMATION  — consumer  and 
professional  information  specific  to  pharmaceuticals. 
ALTERNATIVE  HEALTH  PRACTICES  — complemen- 
tary and  alternative  health  care  information  for  practi- 
tioners and  the  public. 

HEALTH  SCIENCE  LIBRARIES  — medical  libraries 
throughout  Texas. 

HISTORY  OF  MEDICINE  — resources  for  historical  med- 
ical information. 

PUBLISHING  INFORMATION  — copyright  information, 
instructions  to  authors,  and  citation  practices. 
SPANISH  LANGUAGE  HEALTH  SITES  — consumer 
health  information  provided  in  Spanish. 

TMA  public  and  private  resources 

If  your  patients  want  to  know  what  TMA  can  offer  them, 
steer  them  toTMA's  “Links  to  Materials  of  Interest  to  the 
Public”  at  www.texmed.org/  help/public. html.  They  will 
find  resources  such  as  health  tips,  immunization  sched- 
ules, and  TMA  Library  community  services. 

TMA  members  should  consult  the  “Members  Only” 
section  of  TMA's  site  to  find  “Materials  of  Interest  to  TMA 
Members,”  which  includes  legislative,  medical  insurance, 
and  quality  improvement  information.  While  you're  in 
“Members  Only,”  check  out  “What's  New  on  theTMA  Web 
Site,”  a Web  page  containing  links  to  the  most  important 
recent  additions  and  updates  to  the  TMA  Web  site.  “Web 
Site  Materials  Available  to  TMA  Members  Only”  shows 
you  what  you  can't  find  in  the  public  section.  E-mail  lists, 
TMA  publications,  managed  care  contract  information, 
and  TMA  House  of  Delegates  summaries,  among  other  re- 
sources, are  available  in  this  section.  All  three  of  these  on- 
line member  resources  can  be  accessed  easily  from  the 
“Members  Only”  main  page. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  theTMA  Web  site  atwww.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  theTMA  Web  site,  e-mail  johanna_f@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  theTexas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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UT  exhibit  features 
Ware/TMA  collection 


The  Human  Condition,”  an  exhibit 
featuring  prints  from  the  Elgin 
W.  Ware,  Jr./Texas  Medical  Asso- 
ciation Collection  of  Prints  and 
Drawings  Devoted  to  Medical 
Themes,  is  on  display  through  August  8 
at  The  University  of  Texas  at  Austin. 

The  collection  is  named  after  Dallas 
urologist  Elgin  W.  Ware,  Jr,  MD,  chair 
of  TMA’s  History  of  Medicine  Commit- 
tee. Dr  Ware  and  other  committee 
members,  along  with  Jonathan  Bober, 
curator  of  prints  and  drawings  at  UT’s 
Jack  S.  Blanton  Museum  of  Art,  estab- 
lished the  collection  in  1995.  Today, 
the  Ware/TMA  collection  includes 
more  than  40  prints  illustrating  the 
profound  connections  between  medi- 
cine, art,  and  printmaking  from  the  Re- 
naissance to  the  present  (see  “The  Art 
of  Medicine,”  Eebruary  1999  Texas 
Medicine,  pp  34-46). 

This  exhibit,  the  first  to  present  the 
Ware/TMA  collection  in  its  entirety, 
features  Old  Master  prints  by  Albrecht 
Dtirer,  Francisco  Goya,  and  Rembrandt 
van  Rijn,  as  well  as  modern  and  con- 
temporary works  by  Rathe  Kollwitz, 
Robert  Riggs,  and  Eric  Avery,  MD,  of 
Galveston.  A large  number  of  prints 
from  the  museum’s  other  holdings,  in- 
cluding many  masterpieces  exploring 
the  representation  of  the  medical  arts, 
also  will  be  included  in  the  exhibit. 

The  exhibit  is  on  display  in  the  tem- 
porary exhibition  space  on  the  second 
level  of  the  UT  Art  Building  on  the 
northeast  corner  of  San  Jacinto  Blvd 
and  23rd  St  in  Austin.  The  museum  is 
open  to  the  public,  free-of-charge,  7 
days  a week.  Hours  are  Monday,  Tues- 
day, Wednesday,  and  Friday,  9 am  to  5 
pm;  Thursday,  9 am  to  9 pm;  and  Sat- 
urday and  Sunday,  1 to  5 pm;  or  by  ap- 
pointment. The  museum  is  closed 
during  all  UT  holidays.  For  recorded  in- 
formation about  current  exhibitions, 
programs,  parking,  and  hours,  call 
(512)  471-7324.  For  specific  informa- 
tion about  the  Ware/TMA  collection, 
call  (512)  471-9208.  ★ 


Memorial  & Tribute  Giving 


REMEMBER  a 
erished  Friend 

To  remember  soineone  special,  remember  your  foundation. 


TMAFOUNDATION 

(800)  880-1300,  ext.  1663 


Now! 

Malpractice 

Insurance 

Alternatives! 

Cunningham 

^Group 

"Insurance  and  Risk  Management  Services  Since  1947" 

As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for: 

e Individual  and  Group  Practice  Physicians  and  Surgeons  e 
e Clinics  e Surgery  Centers  e IPA's  • PHO's  e MSO's  e 
e Multi-Specialty  Practices  e 

For  Additional  Information,  Contact: 

Scott  Pullen 

9901  IH  10  West,  Suite  800 
San  Antonio,  Texas  78230 
Telephone:  Toll  Free  888.558.2825 
or  210.561.7909 
Fox:  210.561.2859 

Office  Locations: 

San  Antonio,  Texas  • Chicago,  Illinois  • Stevensville,  Michigan 
Cleveland,  Ohio  • Columbus,  Ohio 
Pittsburgh,  Pennsylvania  • San  Diego,  California 


Tel  800.880.1300 
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Clueless 

about 

finding 

one  hour 

of  ethics 

CNE? 

It’s  no  mystery  - 
contact  TMA  Library! 

Texas  Medical  Association 
Library's  printed 
Medical  Ethics  and 
Professionalism  module: 

■ Offers  one  hour  of  AMA 
PRA  Category  I CME  credit 

■ Fulfills  the  Texas  State  Board 
of  Medical  Examiners’  one- 
hour  ethics  requirement 

■ Was  written  by  Austin 
physician  Julie  Graves  Moy, 
MD.MPH 

■ Costs  $ 1 0 for  TMA  members 
and  $15  for  non-members 

To  order  a copy,  contact  TMA 
Library  at  (800)  880- 1 300, 
ext.  1541,  or  (512)  370-1541, 
or  fax  (512)  370-1634, 
or  tmajibrary@texmed.org 


Tex 


TexasMedical 

Asscx:iation 


SUMMARIES  OF  RECENT  HEALTH  CARE  HEADLINES 


In  Case  You 


By  Melissa  McEver 


Do  women  need  to  receive  more  anesthesia  than  men  do  before  an  opera- 
tion? Studying  274  patients  undergoing  surgery,  scientists  at  DUKE  UNI- 
VERSITY MEDICAL  CENTER  found  that  female  patients’  wake-up  times 
after  surgery  averaged  7 minutes,  while  male  patients  woke  up  after  more 
than  11  minutes.  The  researchers  speculated  that  women  might  be  less  sen- 
sitive to  anesthetics  or  metabolize  them  faster. 

(Anesthesiology,  5/99) 

Children  who  sleep  with  room  lighting  at  night  may  be  more  prone  to  near- 
sightedness than  children  who  sleep  in  darkness,  a recent  report  concluded. 
Dr  Richard  Stone  and  colleagues  at  the  UNIVERSITY  OF  PENNSYLVANIA 
SCHOOL  OF  MEDICINE  learned,  after  giving  a questionnaire  to  parents  of 
479  children,  that  the  children  who  had  slept  with  light  during  the  first  2 years 
of  life  had  a greater  occurrence  of  myopia  than  those  who  did  not. 

(Nature,  5/13/99) 

A new  report  suggests  that  consuming  dietary  flavonoids  may  help  protect 
postmenopausal  women  from  coronary  heart  disease  death.  Dr  Laura 
Yochum  and  colleagues  at  the  UNIVERSITY  OF  MINNESOTA-MINNEAPO- 
LIS  discovered  a 38%  reduction  in  heart  disease-related  death  among  women 
with  the  highest  category  of  flavonoid  intake  compared  with  women  with  the 
lowest.  Dietary  sources  of  flavonoids  include  fruit,  tea,  and  soy  products. 
(American  Journal  of  Epidemiology,  5/15/99) 

Poor  functioning  of  the  cerebellum  may  play  a major  role  in  dyslexia,  scien- 
tists at  SHEFFIELD  UNIVERSITY  in  England  have  found.  The  researchers 
monitored  brain  activity  in  young  dyslexic  men  and  compared  it  with  a con- 
trol group,  finding  that  cerebellar  activation  in  the  dyslexic  men  was  only 
10%  of  that  in  the  men  without  dyslexia. 

(Lancet,  5/15/99) 

Adolescents  who  are  gay,  lesbian,  bisexual,  or  unsure  of  their  sexual  orien- 
tation are  at  much  higher  risk  for  suicide,  a recent  study  found.  Researchers 
at  CHILDREN’S  HOSPITAL  in  Cambridge,  Mass,  and  THE  JOHNS  HOP- 
KINS SCHOOL  OF  HYGIENE  AND  PUBLIC  HEALTH  in  Baltimore,  Md, 
discovered  when  interpreting  survey  results  of  public  school  children  in 
Massachusetts  that  homosexual  or  bisexual  students  were  3.41  times  more 
likely  to  report  a suicide  attempt. 

(Archives  of  Pediatric  and  Adolescent  Medicine,  5/99) 
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NewTMA  exhibit  focuses 
on  physician  caricatures 


Back  in  Edwardian  and  Victorian 
England,  physicians  often  were 
subjects  of  caricatures  much  like 
politicians  and  movie  stars  are 
today.  Several  of  those  carica- 
tures that  appeared  in  Vanity  Fair,  the 
leading  society  magazine  of  that  day, 
will  be  on  display  in  a new  Texas  Med- 
ical Association  Library  exhibit. 

“Caricatures  in  Medicine,”  which 
runs  July  5 through  October  30,  fea- 
tures a print  collection  of  these  full- 
page  chromolithographed  drawings  of 
prominent  citizens,  including  scientists 
and  physicians  such  as  Louis  Pasteur 
and  Charles  Darwin,  as  well  as  surgical 
pioneer  Sir  James  Paget  and  Rudolf 
Virchow,  known  as  the  father  of  mod- 
ern pathology. 

The  gallery  is  located  in  the  first- 
floor  lobby  of  the  TMA  building  at  401 
W 15th  St  in  Austin.  The  exhibit  can  be 
viewed  from  8:15  am  to  7 pm,  Monday 
through  Friday,  and  9 am  to  1 pm  on 
Saturday.  The  TMA  building  is  closed 
on  major  holidays.  For  information,  call 
Patty  Mullins,  special  collections  coordi- 
nator, in  the  TMA  Library  at  (800)  880- 
1300,  ext  1552,  or  (512)  370-1552;  or 
e-mail  patty_m@texmed.org.  ★ 

Leitch,  Reed  honored  with 
UT  Southwestern  chairs 


S.T.  “Buddy”  Harris  and  his  family 
have  given  The  University  of 
Texas  Southwestern  Medical 
Center  at  Dallas  $500,000  to  es- 
tablish new  chairs  that  honor 
two  Texas  Medical  Association  mem- 
bers the  Harris  family  admires. 

The  S.T.  Harris  Family  Chair  in 
Breast  Surgery  honors  Marilyn  Leitch, 
MD,  a general  surgeon  and  medical  di- 
rector of  the  Southwestern  Center  for 
Breast  Care,  while  the  S.T.  Harris  Fam- 
ily Chair  in  Internal  Medicine  honors 
Gary  Reed,  MD,  chief  of  general  inter- 
nal medicine  at  UT  Southwestern. 

The  family’s  gift  will  be  matched 
with  funds  from  an  anonymous  donor, 
and  each  chair  will  be  endowed  with 
$500,000.  ★ 
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Thanks  to  the  40,000  visitors  xvho  clicked  here  this 
tnonth.  You  can't  miss  by  hitting  TMA's  site. 

www.texmed.org 


BECAUSE  YOU  WENT  TO  MED  SCHOOL 
NOT  LAW  SCHOOL. 


Maybe  it’s  time  you  took  on  a few  new 
partners.  A group  that  can  help  with  your 
medical  liability  program  while  you  do  what 
you  were  trained  for— practicing  medicine. 
Call  today  for  our  custom-tailored  liability 
programs  and  coverage  at  competitive  prices. 


api » ppic 

http:// www.amph.com/api 

1.800.252.3628 

American  Physicians  Insurance  Exchange  and  Florida  Physicians  Insurance  Company.  Inc. 
have  joined  forces  Co  offe  nacional  experience,  local  service,  stability  and  commitment. 


ONLINE@ 


TMA 

TEXAS  MEDICAL  ASSOCIATION 


Editorial  deems  annual 
physicals  unnecessary 


Managed  care  companies  should 
recommend  periodic  health  ex- 
ams instead  of  complete  annual 
physical  examinations  for 
healthy  patients,  according  to 
an  editorial  published  in  the  May  10 
Archives  of  Internal  Medicine. 

“More  emphasis  should  be  placed  on 
focused  examinations  with  screening  for 
high-risk  behaviors,”  said  Paul  R.  Gor- 
don, MD,  of  the  University  of  Arizona 
College  of  Medicine  in  Tucson,  in  an  in- 
terview with  Reuters  Health.  “I  would 
like  to  see  minimal  reliance  on  physical 
exam  findings  except  for  blood  pressure, 
weight,  and  breast  examination.” 

Based  on  his  group  practice.  Dr  Gor- 
don estimates  that  annual  physicals  in 
the  United  States  account  for  “more  than 
1 1 million  potentially  unnecessary  visits 
per  year.”  Dr  Gordon  and  colleagues 
noted  that  the  American  Medical  Associ- 
ation stopped  recommending  annual 
physicals  in  1983,  Reuters  reported.  ★ 


TMAF  launches  second 
community  grants  program 


County  medical  and  alliance  soci- 
eties have  the  opportunity  to  im- 
prove the  health  of  their 
communities  through  the  Texas 
Medical  Association  Founda- 
tion’s (TMAF’s)  second  Community 
Grants  Program. 

Societies  can  receive  TMTYF  funding 
for  programs  that  support  a current 
TMA  public  health  or  science  priority. 
The  deadline  for  submitting  proposals 
is  July  30.  Current  TMA  public  health 
and  science  priorities  include  adoles- 
cent health,  head  injury  prevention, 
cardiovascular  health,  and  cancer  pre- 
vention, among  others.  Programs  may 
be  executed  in  cooperation  with  other 
community  organizations. 

All  county  medical  society  presi- 
dents and  executive  staff,  and  alliance 
presidents  and  presidents-elect  were 
mailed  requests  for  proposals  in  May.  If 
you  need  an  additional  copy  or  have 
questions,  call  TMAF  at  (800)  880- 
1300,  ext  1664,  or  (512)  370-1664.  ★ 
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Physicians  discuss  organ 
! donation  with  families 


Nearly  two  thirds  of  Texas  physi- 
cians have  discussed  their  organ 
donation  preferences  with  their 
families,  according  to  an  April 
^ 1999  Texas  Medical  Association 

I continuous  survey.  This  number  has  in- 
; creased  from  the  54%  of  physicians 
! who  reported  discussing  this  subject 
with  their  families  in  a 1997  Live  & 
Then  Give  survey. 

Survey  results  also  show  a signifi- 
cant increase  in  the  number  of  physi- 
' cians  who  say  they  discuss  organ 
I donation  with  their  patients.  In  1997, 
only  a quarter  of  physicians  reported 
those  discussions,  but  that  number  in- 
I creased  to  more  than  a third  in  1998. 

' According  to  the  survey,  family  practi- 

I 


tioners  (75%)  and  general  surgeons 
(64%)  are  most  likely  to  talk  to  pa- 
tients, and  obstetricians  or  gynecolo- 
gists (5%)  and  orthopedic  surgeons 
(10%)  are  least  likely  to  talk  to  patients. 

More  than  half  of  the  surveyed 
physicians  said  their  spouses  and  they 
have  signed  organ  donor  cards  or  indi- 
cated on  their  driver’s  licenses  that 
they  wish  to  be  donors. 

According  to  survey  results,  TMA’s 
Live  & Then  Give  organ  donation 
awareness  program  had  little  impact  on 
a physician’s  personal  decisions  about 
organ  donation,  but  had  a significant 
positive  effect  on  related  knowledge 
and  behavior.  Because  of  the  program, 
physicians  are  more  likely  to  know  how 
to  initiate  the  donation  process  and  to 
report  related  discussions  with  their 
own  patients  and  families.  ★ 


TIPS  ON  HOW  TO  PUT  YOUR  PATIENTS  FIRST 


Austin  psychiatrist  Emilie  A.  Becker,  MD,  offers  the  following  suggestion 
to  help  physicians  put  patients  first. 


“By  far  one  of  the  most  helpful  things  for  my  office  was  to  send  an 
anonymous  questionnaire  with  a postage-paid  envelope  to  my  patients.  I 
got  lots  of  helpful  suggestions  and  good  feedback  on  office  staff. 

“It  was  also  interesting  to  see  the  range  of  comments  about  myself.  With 
presumably  the  same  approach  to  my  patients,  some  found  me  cold  and 
calculating,  and  others  found  me  warm  and  affable.  Some  found  I never  dis- 
cussed side  effects  of  medicines,  others  found  I went  too  in-depth. 

“It  turns  out  patients  did  not  mind  the  length  of  time  it  took  to  wait  to  see 
me,  but  they  detested  my  waiting  room." 

Please  send  your  suggestions  for  putting  patients  first  and  improving 
patient-physician  communication  to  president@texmed.org. 


TEXAS  VIEIMCAI.  AS$<>CIATI0^ 
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Fall  conference  program 
explores  Internet  uses 


The  Texas  Medical  Association,  the 
American  Medical  Association, 
and  Intel  are  teaming  up  to  bring 
you  the  latest  Internet  tools  for 
improving  the  delivery  of  health 
care  in  the  form  of  a free  all-day  Web 
training  session.  The  “Internet  Technol- 
ogy Health  Day”  will  be  held  on  Friday, 
September  17,  in  conjunction  with 
TMA’s  1999  Fall  Conference:  Turning 
Points  in  Medicine,  at  the  Renaissance 
Austin  Hotel. 

The  session  will  cover  emerging 
Internet  trends,  barriers  to  physician 
use  of  the  Internet,  and  patient  use  of 
the  Internet.  The  technology  health 
day  is  an  AMA  and  Intel  pilot  pro- 
gram of  a mobile  “roadshow”  AMA 
hopes  to  bring  to  physicians  through- 
out the  nation.  To  register  for  “Inter- 
net Technology  Health  Day,”  call 
Paula  Rigling  at  (800)  880-1300,  ext 
1450,  or  (512)  370-1450;  or  e-mail 
paula_r@texmed.org. 

Registration  for  TMA’s  fall  confer- 
ence on  September  18  is  free  for  TMA 
members  and  invited  guests,  and  $200 


for  nonmember  physicians.  For  more 
information,  call  Amy  Edwards,  TMA 
special  services,  at  (800)  880-1300,  ext 
1346,  or  (512)  370-1346;  or  e-mail 
amy_e@texmed.org.  ★ 

Lowe  center  focuses 
on  women’s  health 


The  new  Lowe  Foundation  Cen- 
ter for  Women’s  Preventative 
Health  Care  will  help  meet  the 
health  needs  of  women  over 
age  40  at  the  Clinical  Center 
for  Women’s  Health  at  The  University 
of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas. 

The  Lowe  Foundation  of  Houston 
gave  $1  million  to  the  Southwestern 
Medical  Foundation  for  UT-Southwest- 
ern  to  support  programs  focusing  on 
osteoporosis  screening,  breast  and  fe- 
male reproductive  tract  cancers,  nutri- 
tion, exercise,  coronary  heart  disease, 
urinary  incontinence,  psychological 
services,  and  breast  cosmetic  and  re- 
constructive surgery.  The  center  also  is 
equipped  to  deal  with  the  medical  is- 
sues associated  with  menopause.  ★ 


state  Sen  David  Sibley  (R-Waco)  will  receive  a 
1999  Nathan  Davis  Award  from  the  American 
Medical  Association  in  Washington,  DC,  on 
July  20.  Sen  Sibley  was  one  of  two  winners  in 
the  state  senator  category.  The  Dr.  Nathan 
Davis  Awards  are  named  for  the  AM  A's  founder 
and  are  given  to  government  officials  whose 
contributions  have  promoted  the  art  and 
science  of  medicine  and  the  betterment  of  the 
public  health. 


COMMENTARY 


(Editor’s  Note:  In  the  June  “Forum  on  Ethics”  (p  26),  John 
R.  Pettigrove,  MD,  a Corpus  Christi  internal  medicine  and 
pulmonary  disease  specialist  and  a member  of  the  Texas 
Medicine  Editorial  Committee,  addressed  a letter  to  Tom  B. 
Hancher,  MD,  speaker  of  the  Texas  Medical  Association 
House  of  Delegates.  In  it.  Dr  Pettigrove  said  he  sees  blatant 
self-interest  guiding  the  decision-making  in  financing  health 
care,  and  asked,  what  is  the  moral  and  ethical  basis  of  med- 
icine? The  following  is  Dr  Hancher’s  response.) 

Dear  Dr  Pettigrove: 

Thank  you  for  your  letter,  “Where  is  the 
Outrage?”  You,  as  have  nearly  all  your 
^ peers,  have  had  some  frustrating  en- 
counters  with  managed  care  that  all 
can  sympathize  with.  The  impact  of 
managed  care  has  been  tremendous, 
and  no  one,  not  even  this  country  in- 
ternist  (who  has  contracts  with  more 
than  50  companies),  has  been  untouched. 


However,  I must  disagree  with  your  statement  that 
what  has  gone  wrong  “is  the  death  of  outrage  among  our 
colleagues.”  When  is  the  last  time  you  attended  a county 
medical  society  meeting,  a reference  committee  session,  a 
Council  on  Socioeconomics  meeting,  or  yea  verily,  a Fri- 
day session  of  the  House  of  Delegates?  Now,  there  is  out- 
rage in  action! 

It  may  well  be  that  I am  exposed  to  a greater  cross  sec- 
tion of  physicians  than  some,  and  as  such,  have  been  ex- 
posed to  more  than  an  occasional  frustrated  physician.  One 
of  the  most  rewarding  experiences  one  can  have  is  to  see  a 
physician  who  is  exasperated  beyond  belief  bring  a special 
problem  to  TMA  and  see  that  problem  dealt  with  in  a seri- 
ous and  effective  manner  through  our  organization. 

“Death  of  outrage”  is  a premature  announcement.  At- 
tend the  next  House  session  and  be  relieved. 


Tom  B.  Hancher,  MD 

Speaker 

TMA  House  of  Delegates 
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THE  UNIVERSITY  OF  TEXAS-HOUSTON  HEALTH  SCIENCE  CENTER/HARRIS  COUNTY  PSYCHIATRIC  CENTER 


CHILD/ADOLESCENT/ADULT  AnENDING  PSYCHIATRISTS 


The  Harris  County  Psychiatric  Center,  an  operating  unit  oj  The  University  of  Texas-Houston  Medical  School  is  expanding  and  has  immediate 
openings  for  full-time  hoard-certified/hoard-eligihle  psychiatrists  to  work  in  an  acute  care  setting  as  attending  physicians. 

The  Harris  Countv  Psvchiatric  Center  is  a 250-hed  licensed  acute  care  facility  including  both  inpatient  and  partial  hospitalization  services  with 
future  expansion  to  outpatient  services.  The  Center  s mission  is  one  of  patient  care,  education  (in  cooperation  with  the  UT-Houston  Medical 
School),  research  and  community  service. 


OPPORTUNITIES  INCLUDE 


• Full-time  clinical  positions,  inpatient,  outpatient  and  partial  hospitalization. 

• .-in  academic  appointment  with  The  University  of  Texas-Houston  Medical  School  Department  of  Psychiatiy  and  Behavioral  Science. 

• Development  and  participation  in  clinical  research  programs. 

The  Universit}!  ofTexas-Houston/Harris  County  Psychiatric  Center  offers  a competitive  salary  and  comprehen.sive  benefits  package,  including 
malpractice  insurance  and  overhead. 

For  consideration,  please  send  your  CV  and  letter  summarizing  experience  to:  Roy  V.  Varner,  MD,  Professor  and  Medical  Director,  Harris  County 
Psychiatric  Center,  2SI)()  South  MacGregor  Way,  Houston,  TX  7702L  Telephone  intpiiries  may  be  made  to:  (713)  741-7805:  fax  (713)  741-7832; 
email:  rvarner(S  mind.hcpc.uth.tnic.edu 


HARRIS  COUNTY  PSYCHIATRIC  CENTER 


Diagnostic  Evaluations  • Psychopharmacology  • Psychotherapy  •Stimulating  Opportunity  for  Clinical  Practice,  Teaching  and  Research 
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Reference  Services 

Librarians  travel  the  world  of  medical  information  daily  to  get  the 
latest  knowledge  into  your  hands.  TMA  Library  staff  use  clinical  data- 
bases, the  Internet,  and  print  resources  to  search  for  answers  to  your 
clinical  questions.  What  do  you  need  to  know  Reference  services 

are  a benefit  of  membership  and  are  free  of  charge  to  TMA  members. 


For  more  information:  (800)  880-1300,  ext.  1550, 
or  (512)  370-1550,  tma_lihrary@texmed,org. 
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Just  don’t  make  me 

Hospitalist  programs  have  advantages,  but  medicine  doesn’t  want  them  mandated 


Regan  Dunnick 


ike  gravity  or  like  rain,  economic 
markets  affect  everyone.  Lately, 
the  health  care  market  has 
driven  the  use  of  hospitalists, 
whom  medicine  by  most  meas- 
ures apparently  has  accepted  — 
as  long  as  their  use  remains  a 
choice.  But  just  watch  the  fur  fly  when 
anyone  mandates  their  use. 

This  year,  two  large  managed  care 
plans  in  Texas  tried  to  implement  com- 
pulsory hospitalist  programs  but  backed 
down  in  the  face  of  physician  opposition. 
Then,  a bill  to  prevent  any  group  from 
mandating  the  use  of  hospitalists  never 
made  it  to  the  floor  of  the  House  of  Rep- 
resentatives for  debate  in  the  76th  Texas 
Legislature.  It  died  a quiet  death.  > > 


By  Teri  Moran,  Senior  editor 
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The  implications  in  the  dispute  for 
medicine  are  huge,  as  well  as  for  pa- 
tients who  want  their  own  doctors  to 
take  care  of  them.  Most  affected  are 
family  practitioners,  internists,  and 
more  recently,  pediatricians. 

There  are  an  estimated  3,000  hos- 
pitalists  nationwide,  according  to  the 
2-year-old  National  Association  of  In- 
patient Physicians  (NAIP),  which  also 
opposes  mandatory  hospitalist  pro- 
grams. Within  10  years,  some  18,000 
internists  will  be  needed  to  meet  the 
growing  demand  for  hospitalists,  esti- 


mates the  American  College  of  Physi- 
cians-American  Society  of  Internal 
Medicine  (ACP-ASIM). 

Studies  haven’t  confirmed  how 
much,  if  at  all,  patients  benefit  from 
hospitalists’  care  because  research  is 
scanty.  But  studies  have  shown  that 
hospitalists  save  money,  mainly  by  cut- 
ting inpatient  stays. 

One  study  indicates  that  primary 
care  physicians  in  both  capitated  and 
fee-for-service  arrangements  could 
benefit  economically  by  referring  their 
patients  to  hospitalists.  Less  time  spent 
doing  hospital  rounds  leaves  extra  time 
for  the  more  lucrative  outpatient  visits. 

During  TexMed  ’99  in  May,  the 
Texas  Medical  Association  House  of 
Delegates  went  on  record  against  the 
mandatory  use  of  hospitalists.  The 
House  approved  an  amended  resolu- 
tion recommended  by  the  Reference 
Committee  on  Socioeconomics.  The 
resolution  — originally  submitted  by 
Sara  Bartos,  MD,  of  the  Texas  Academy 
of  Internal  Medicine  — says  TMA  op- 
poses mandatory  hospitalist  programs 
and  continues  to  support  voluntary 
programs  “as  deemed  appropriate  by 
physician-led  policymaking  bodies  ad- 
vising health  plans,  institutions,  and 
other  entities.” 

The  reference  committee  report  to  the 


House  says  that  TMA  does  not  object  to 
the  concept  of  hospitalists,  who  have  the 
potential  to  improve  clinical  outcomes, 
quality  of  care,  and  patient  satisfaction, 
while  also  appealing  to  numerous  office- 
based  physicians  who  want  to  dedicate 
more  time  to  office  patients. 

However,  the  report  says  hospitalist 
programs  also  can  compromise  continu- 
ity of  care,  increase  miscommunication 
between  the  hospitalist  and  primary 
care  physician,  erode  office-based  physi- 
cians’ inpatient  clinical  skills,  and  cause 
physicians  who  relinquish  the  right  to 


treat  their  hospitalized  patients  to  lose 
their  hospital  staff  privileges.  Voluntary 
programs  allow  physicians  to  address 
the  unique  needs  of  their  patients  and 
practices,  allow  patients  to  choose  who 
will  provide  their  inpatient  care,  and  as- 
sure physician  “buy  in”  that  results  in 
patient  acceptance  and  support,  the 
committee  report  says. 

The  Texas  battle 

CIGNA  Healthcare  of  Texas,  which  in- 
sures some  245,000  people,  recently 
proposed  a compulsory  hospitalist  pro- 
gram in  its  33  Houston-area  hospitals. 
When  physicians  loudly  objected, 
CIGNA  said  it  would  allow  physicians 
to  opt  out  of  the  program  if  they  noti- 
fied CIGNA  in  writing  by  May  1. 

When  Humana  Inc  proposed  a simi- 
lar plan  in  Austin,  it  gave  physicians 
just  1 week’s  notice  to  opt  out.  Again, 
physicians  protested  and  Humana  ex- 
tended the  period  another  month. 

Health  insurers  and  managed  care 
plans  clearly  are  motivated  to  cut  costs, 
and  some  health  maintenance  organiza- 
tions (HMOs)  already  have  demonstrated 
that  they  would  implement  mandatory 
hospitalist  programs  if  they  could. 

No  HMO  went  on  public  record  to 
oppose  the  Texas  bill  that  would  have 
prevented  insurers  from  mandating  hos- 


pitalists, nor  did  the  Texas  Association  of 
Health  Plans  (TAHP).  No  one  testified 
against  the  bill  in  legislative  committees. 

But  Aetna,  Humana,  and  an  inde- 
pendent practice  association  (IPA)  in 
the  Houston  area  hired  a number  of 
prominent  lobbyists.  Legislators  never 
got  the  chance  to  vote  on  the  bill  be- 
cause the  House  Calendars  Committee 
didn’t  schedule  it,  which  is  a tried-and- 
true  bill-killing  method. 

If  it  had  reached  the  floor  of  the 
House,  the  bill  would  have  passed 
overwhelmingly  “simply  because  the 
opposition’s  point  of  view  doesn’t  hold 
water,”  said  Alfred  Gilchrist,  a TMA 
lobbyist.  “This  is  about  whether  pa- 
tients can  have  their  own  personal 
physicians  follow  them  to  the  hospital 
or  whether  they  have  to  be  seen  by 
someone  they’ve  never  met  before.” 

Tom  Banning,  a spokesperson  for  the 
Texas  Academy  of  Family  Physicians, 
says  the  academy  does  not  oppose  hos- 
pitalists. “This  issue  is  not  about 
whether  hospitalists  are  good  or  bad  or 
whether  they  should  exist  in  the  mar- 
ketplace. It’s  about  whether  their  use 
ought  to  be  voluntary  or  mandatory.” 

Although  the  bill  didn’t  pass  this  leg- 
islative session,  Mr  Gilchrist  believes  it 
may  become  popular  next  session.  “It’s 
going  to  be  very  interesting  to  hear  the 
opposition’s  point  of  view  — publicly  — 
because  legislators  didn’t  get  to  hear  that. 
The  bill  was  killed  without  public  debate.” 

Will  any  Texas  HMOs  try  to  force 
hospitalist  arrangements  again?  “We 
certainly  hope  they  don’t,”  Mr  Banning 
said.  “The  HMOs  have  argued,  ‘Why  do 
you  need  this  bill?  No  one  is  imple- 
menting mandatory  programs  right 
now.’  But  that  certainly  doesn’t  mean 
they  won’t  turn  around  after  the  ses- 
sion is  over  and  try  again.” 

And  if  they  do  try,  Mr  Banning 
added,  “it’ll  simply  give  us  more  am- 
munition next  session.” 

While  managed  care  lifts  another 
sword  over  physicians’  heads  and  again 
positions  itself  to  restrict  choice,  the 
house  of  medicine  has  been  busy  trying 
to  process  and  evaluate  the  explosive 
growth  of  hospitalists. 

Who  is  a hospitalist? 

Before  NAIP  physicians  coined  the 
name  “hospitalists”  to  describe  them- 


“This  issue  is  not  about  whether  hospitalists 
are  good  or  bad  or  whether  they  should  exist 
in  the  marketplace.  It’s  about  whether  their  use 
ought  to  be  voluntary  or  mandatory.” 
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selves,  there  were  plenty  of  physicians 
who  cared  primarily  for  inpatients.  One 
large  multispecialty  group  in  Florida 
has  been  using  hospitalists  since  1987, 
and  in  California,  where  managed  care 
market  penetration  is  high,  hospitalists 
are  commonplace. 

San  Francisco  internist  Robert  M. 
Wachter,  MD,  helped  form  the  NAIP 
and  defined  hospitalists  as  “physicians 
who  spend  at  least  25%  of  their  profes- 
sional time  serving  as  the  physicians-of- 


is  part  of  a group  of  critical  care  physi- 
cians and  he  also  runs  the  case  manage- 
ment and  quality  assurance  programs 
for  Methodist  Health  Care  Systems.  He 
describes  himself  as  an  objective  ob- 
server of  the  hospitalist  phenomenon. 

Hospitalists  also  provide  cost-sav- ' 
ings  for  hospitals  and  insurers.  One  of  I 
the  few  studies  that  looked  at  the  im- '' 
pact  of  hospitalists  on  inpatient  care ' 
showed  that  the  patients  had  shorter  < 
lengths  of  stay,  lower  readmission  i 


“We  all  know  how  difficult  it  sometimes  can  be 
to  get  a patient  admitted,  and  that  has  always  been 
a sore  point  for  hospitals.They  haven’t  been  able 
to  fill  that  niche  in  a way  that  makes  people  happy, 

but  hospitalists  do.” 


B 


record  for  inpatients,  during  which  time 
they  accept  ‘hand-offs’  of  hospitalized 
patients  from  primary  care  providers, 
returning  the  patients  back  to  the  care 
of  their  primary  care  providers  at  the 
time  of  hospital  discharge.” 

According  to  the  American  Academy 
of  Family  Physicians  (AAFP),  hospital- 
ists evolved  in  four  stages.  In  the  first 
stage,  primary  care  physicians  took 
care  of  their  own  inpatients.  In  the  sec- 
ond, primary  care  physicians  formed 
groups  and  everybody  took  turns  on 
call.  In  stage  three,  teams  of  inpatient 
physicians  were  established,  but  their 
use  was  optional.  In  the  last  stage,  the 
teams  became  mandatory. 

Satisfying  a need 

One  reason  hospitals  like  the  idea  of  hos- 
pitalists is  because  call  schedules  have 
always  been  a headache  for  them,  says 
San  Antonio  pulmonologist  John  R.  Hol- 
comb, MD,  who  presented  a lecture  on 
the  growth  of  hospitalists  at  TexMed  ’99. 
“We  all  know  how  difficult  it  sometimes 
can  be  to  get  a patient  admitted,  and 
that  has  always  been  a sore  point  for 
hospitals.  They  haven’t  been  able  to  fill 
that  niche  in  a way  that  makes  people 
happy,  but  hospitalists  do.”  Dr  Holcomb 


rates,  and  reduced  costs  of  care  com- 
pared with  patients  under  the  care  of 
their  primary  care  physicians. 

Researchers  followed  more  than 

3.000  patients  at  Western  Pennsylvania 
Hospital  in  Pittsburgh.  Half  of  the  pa- 
tients studied  had  been  admitted  and 
cared  for  by  primary  care  physicians 
before  a hospitalist  program  began, 
and  half  had  been  admitted  and  cared 
for  by  hospitalists.  Hospitalists’  pa- 
tients had  a median  length  of  stay  of 

5.01  days,  compared  with  6.01  days  for 
the  prehospitalist  group.  The  patients 
of  hospitalists  had  a 14-day  readmis- 
sion rate  of  4.64  per  100  admissions, 
compared  with  9.9  per  100  admissions 
for  the  prehospitalist  patients. 

The  average  cost  of  care  per  patient  for 
hospitalists  was  $5,258,  compared  with 
$6,275  for  the  nonhospitalist  physicians. 

Although  the  research  is  meager,  it 
has  been  persuasive  enough  to  con- 
vince health  plans,  university  sys- 
tems, and  large  physician  groups  to 
use  hospitalist  programs. 

Far  from  booting  patients  out  of  hos- 
pitals prematurely  to  save  a few  bucks, 
hospitalists  shorten  stays  mainly  by  al- 
ways being  right  there  at  the  hospital, 
says  Galveston  internist  and  hospitalist 
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ij  Michael  O’Malley,  MD.  “If  an  x-ray  is 

i ordered  in  the  morning  and  is  read  by 

ii  10  am,  I can  go  see  that  x-ray  and,  if 
( needed,  schedule  a biopsy  for  that 
Y morning.  Whereas  typically,  the  pri- 

' mary  care  physician  might  not  come 
back  to  the  hospital  until  5 pm  and 
may  have  to  scrap  around  to  get  the 
;i  biopsy  done,  perhaps  having  to  wait 
( until  the  next  day.  That’s  where  we 
.|  shave  off  hospital  days.” 

; Not  only  do  hospitals  and  insurers 
want  shorter  stays,  “you  have  to  remem- 
ber that  patients  especially  don’t  like  be- 
ing in  the  hospital  any  longer  than  is 
absolutely  necessary,”  Dr  O’Malley  added. 

Another  justification  for  hospitalists 
follows  the  “practice  makes  perfect” 
adage.  “Theoretically,  they’re  better 
trained  to  treat  acute  disease  than  the 
average  generalist,”  said  Houston  in- 
ternist Robert  L.  Donald,  MD,  who  says 
he  is  delighted  that  hospitalists  have 
I freed  him  to  concentrate  solely  on 
I clinic  work,  now  his  favorite  way  to 
i|  practice  medicine.  “I  believe  that  adage 
)i  bears  out  in  most  cases,  because  it  only 
I makes  sense  that  someone  who  treats 
j acute  disease  day  in  and  day  out  will 
; become  more  accomplished  at  it.” 

I Wait  a minute,  though 

II  Many  physicians  have  echoed  the  con- 
cents  that  generalists  could  ultimately 

i suffer  an  erosion  of  their  clinical  skills 
j|  as  a result  of  the  growth  of  hospitalists 
II  and  that  the  whole  idea  sacrifices  pa- 
)|  tient  satisfaction  and  continuity  of 
[I  care.  The  AAFP  and  ACP-ACIM  have 
;j  deliberated  on  this  matter  for  the  last 
few  years,  publishing  numerous  arti- 
I cles  about  the  issue  in  their  specialty 
journals  (see  the  AAFP  Web  site  at 
))  www.aafp.org,  the  ACP-ACIM  Web  site 
^ at  www.acponline.org,  and  the  NAIP 
; Web  site  at  www.naiponIine.org). 
ij  The  AAFP  conducted  several  mem- 
li  ber  surveys  and  in  one  1998  survey  of 
(j  its  constituent  chapters  found  that 
j 73%  of  the  respondents  were  con- 
cerned that  if  some  family  practition- 
(j  ers  voluntarily  gave  up  their  inpatient 
g privileges,  other  family  physicians 
;|  might  be  negatively  affected, 
j In  another  minisurvey,  the  AAFP 
5 found  that  53%  of  family  physicians 
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had  not  been  affected  by  the  hospitalist 
trend.  The  bottom  line  so  far,  said  AAFP 
President-Elect  Bruce  Bagley,  MD,  is 
that  “most  family  physicians  who 
dropped  their  privileges  did  so  volun- 
tarily, and  they’re  not  upset  about  it.” 

Again,  although  a patient  poll  hasn’t 
been  undertaken,  patients  seem  to  not  be 
all  that  bothered  by  hospitalist  care. 
Many  of  them  know  well  ahead  of  time 
that  if  they  are  hospitalized,  their  primary 
care  doctors  won’t  be  treating  them. 


capitated  physicians  draw  $11.98  per 
member  per  month  and  no  reimburse- 
ment for  a hospital  visit,  while  the  fee- 
for-service  physician  draws  $63.47  per 
inpatient  visit. 

“Those  figures  are  truly  eye-opening,” 
Dr  Holcomb  said.  “But  you  have  to  re- 
member that  somebody  has  to  pay  the 
hospitalist.”  In  some  models,  the  capi-' 
tated  physician  might  surrender  a per-i 
centage  of  capitation  or,  in  other  models, 
a multispecialty  clinic  might  pay  the  hos- 


“That’s  the  biggest  challenge  for  the 
growing  hospitalist  movement. 
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Dr  Donald’s  patients  are  all  Medicare 
patients,  who  are  all  told  up-front  about 
the  clinic’s  hospitalist  system.  “Some- 
times they  don’t  like  the  idea,  but  most 
do  not  object  strenuously,”  he  said.  Dr 
O’Malley  says  he  rarely  faces  indignant 
patients.  “Every  now  and  then  a patient 
will  say,  ‘You  mean  my  doctor’s  not  com- 
ing to  see  me?’  And  I’ll  tell  that  patient 
that  his  or  her  doctor  might  come  by,  but 
that  we  specialize  in  taking  care  of  peo- 
ple who  need  to  be  in  the  hospital.  Pa- 
tients are  usually  okay  with  it  after  that.” 

Surprising  dollars  and  cents 

Amid  concerns  about  physicians  losing 
revenue  from  hospital  care  comes  a re- 
port that  shows  in  cold,  hard  numbers 
that  referring  patients  to  hospitalists 
actually  earns  physicians  money, 
whether  they’re  in  fee-for-service  or 
capitated  arrangements. 

According  to  market  surveys  by  the 
Health  Care  Advisory  Board,  a Wash- 
ington, DC,  health  care  think  tank,  a 
typical  physician  in  a capitated  con- 
tract stands  to  gain  some  $46,775  per 
year  by  not  visiting  the  hospital  and  us- 
ing that  time  to  see  more  outpatients.  A 
fee-for-service  physician  would  gain 
about  $53,478  annually  doing  the 
same.  Those  amounts  are  based  on  a 
15-minute  one-way  trip  to  the  hospital 
to  make  9.6  visits  for  4.5  hours  per 
week.  Those  gains  also  assume  that 


pitalist  a salary.  “Everybody  typically  still 
comes  out  ahead,”  he  added. 

“That’s  the  biggest  challenge  for 
the  growing  hospitalist  movement,”. 
Dr  O’Malley  said.  “Who’s  going  to  pay] 
for  the  services?”  I 

Eventually,  the  emerging  hospitalist] 
specialty  will  attract  peer-reviewed] 
study,  and  Dr  O’Malley  welcomes  the  fo-j 
cus.  He  says  that  hospitalists’  availability^ 
to  patients  and  their  constant  attention 
to  critical  care  guidelines  will  likely  re- 
duce the  kind  of  variability  in  critical 
care  that  compromises  quality.  ★ 
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The  models  for  assessing  Texas’  physician  workforce 
supply  and  demand  are  as  baffling  as  the  blueprints 
for  the  space  shuttle.  It  literally  takes  a computer  to 
unravel  the  input  variables  and  interpret  the  output 
data  to  come  up  with  a number  that  is  followed  im- 
mediately by  a series  of  parenthetical  determinants. 
Conditional  statements  abound,  with  the  biggest, 
most  problematic  being  “if  all  else  stays  the  same.” 

But  nothing  stays  the  same  in  Texas,  a geographic  area  so 
large  it  has  two  time  zones  and  takes  a full  day  of  light  to  cross. 
Texas  is  the  second-fastest  growing  state 
in  the  country  and,  in  30  years,  the  face  of 
its  population  will  be  markedly  different. 

In  every  aspect  of  their  lives,  not  just  in 
health  issues,  Texans  can  either  feebly  ad- 
dress emerging  challenges  with  the  same 
tired  tools  or  study  the  issues  and  em- 
power themselves  with  new  tools  that 
meet  these  challenges  head  on. 

Assessing  physician  workforce  needs,  though  certainly 
daunting,  is  the  first  step  in  confronting  this  issue.  It’s  not 
Just  a matter  of  counting,  but  rather  a series  of  projections 
based  on  the  best  estimations.  Determining  how  to  supply 
that  demand  is  the  second  step.  In  this  endeavor,  the  chal- 
lenges are  substantial,  the  biggest  being  money.  Somehow, 
through  huge  mathematical  efforts,  the  Texas  Medical  Asso- 
ciation has  been  able  to  project  the  state’s  physician  require- 
ments through  2005  — if  only  the  story  stopped  there. 
Behind  this  seemingly  innocuous  projection  are  controversial 
methods,  results,  and  predictions  that  many  believe  are  open 
to  interpretation.  After  all,  it’s  not  just  that  the  number  of 
physicians  is  right  but  also  that  the  right  kinds  of  physicians 
with  the  right  skills  are  in  the  right  places  and  at  the  right 
price.  And  the  chance  of  getting  20  million  Texans  to  agree 
on  what  is  the  right  way  to  meet  their  physician  require- 
ments is  about  as  good  as  the  chance  of  getting  them  all 
aboard  that  space  shuttle. 

The  latest  projections 

Early  this  year,  TMA’s  Division  of  Medical  Education, 
at  the  request  of  the  TMA  House  of  Delegates,  com- 
pleted a study  on  the  physician  workforce  needs  of 
the  future  and  their  implications  for  medical  educa- 
tion, making  use  of  the  latest  computer  model  for 
projecting  physician  requirements  (see  “Modeling 
the  Future,”  opposite  page).  For  a copy  of  the  study, 
call  (800)  880-1300,  ext  1434,  or  (512)  370-1434. 

According  to  that  study,  recent  licensing  trends  and  attiition 
rates  indicate  that  by  2005  Texas  will  have  37,587  physicians.  Us- 
ing the  model  to  predict  physician  requirements,  TMA  found  that 
Texas  will  need  35,973  physicians.  According  to  these  numbers, 
Texas  will  have  1,614  more  physicians  than  it  needs  come  2005. 

This  conclusion  caused  the  House  of  Delegates  in  May  to 
reaffirm  its  workforce  policy  of  no  new  medical  schools  and 
no  increases  in  class  size.  The  study  was  passed  along  to  the 
Texas  Legislature  to  offer  guidance  on  its  policy  decisions. 


This  supply  prediction  assumes  that  the  number  of  those  en- 
tering medical  school,  the  number  acquiring  residency  train- 
ing, the  num.ber  obtaining  tlieir  licenses,  and  the  number 
remaining  in  the  state  after  training  — per  year  — will  remain 
the  same.  Also,  the  demand  prediction  is  offset  by  the  projec- 
tion of  physician  assistants,  advanced  practice  nurses,  podia- 
trists, optometrists,  psychologists,  clinical  social  workers, 
chiropractors,  and  acupuncturists.  If  projections  for  these  pro- 
fessions were  removed  from  the  model,  the  state  would  need 
an  additional  9,300  physicians  in  2005. 

people  should  have  access  to  health  care 


Even  this  slight  growth  in  the  number  of  practicing  physi- 
cians — 17%  between  1998  and  2005  — is  significant,  espe- 
cially when  you  consider  that  the  population  rate  of  increase  in 
that  same  period  is  approximately  16%,  according  to  numbers 
from  the  US  Census  Bureau  and  the  “Texas  State  Health  Plan: 
1999-2004.”  Historically,  the  growth  rate  in  the  number  of 
physicians  has  surpassed  the  growth  rate  of  the  population. 
Looking  back  further,  between  the  years  1973  and  1998,  the 
growth  rate  in  the  number  of  physicians  in  Texas  was  170%;  for 
those  same  years,  the  growth  rate  for  the  population  was  64%. 

Concern  over  an  oversupply  of  physicians  is  a national  is- 
sue. In  1997,  the  American  Medical  Association  led  a coali- 
tion of  five  medical  and  physician  organizations  to  address 
physician  workforce  and  funding  through  the  Medicare  pro- 
giam.  The  AMA  feared  an  ovei  supply  of  physicians  would 
lead  to  “the  underemployment  and  unemployment  of  physi- 
cians,” according  to  the  February  1997  consensus  statement. 

Marcia  Collins,  director  of  medical  education  policy  for 
TMA,  says  the  bigger  problem  would  be  underemployment. 
“When  physicians  can’t  maintain  a practice,  it  becomes  hard 
for  them  to  maintain  their  skills,”  Ms  Collins  said.  Another 
dangerous  scenario  can  occur  if  physicians  begin  to  generate 
a higher  demand  for  their  specialties  just  because  they’re 
there.  As  Janies  Rohack,  MD,  of  Temple,  cardiology  professor 
at  Texas  A&M  University  College  of  Medicine  and  president- 
elect of  TMA,  explained,  “This  can  lead  to  the  utilization  of 
services  that  may  not  be  absolutely  necessary.” 

Some  believe  that  as  uiban  markets  become  saturated  with 
physicians,  the  underused  doctors  will  trickle  down  to  the  rural, 
underserved  areas.  But  Ms  Collins  says  that  occurs  less  often 
than  one  would  think  “because  the  problems  with  operating  a 
practice  in  the  rural  areas  still  exist.” 

An  indisputable  fact  of  oversupply  is  that  it  produces 
skilled  professioirals  — at  a high  cost  to  taxpayers  — who 
aren’t  needed.  In  1997,  Medicare  paid  $6.8  billion  to  teach- 
ing hospitals  for  direct  and  iirdirect  costs  associated  with  in- 
tern and  resident  trainirrg  programs.  In  a 1997  report  titled 


“We  believe 

within  20  to  30  miles  of  their  homes,  but  we  realize 
that  in  some  parts  ofTexas  that  is  just  not  possible.” 
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“The  Balanced  Budget  Act:  Implications  for  Graduate  Med- 
ical Education,”  supported  by  The  Commonwealth  Fund,  au- 
thor James  A Reuter,  ScD,  of  Georgetown  University,  wrote 
that  Medicare’s  open-ended  subsidies  for  graduate  medical 
education  (GME)  were  a major  factor  in  the  oversupply  of 
physicians.  The  Balanced  Budget  Act  attempts  to  use 
Medicare  payments  to  reduce  the  growth  and  total  number 
of  GME  training  slots,  while  maintaining  the  current  levels  of 
training  for  primary  care  physicians.  Based  on  the  provisions 
of  the  act,  the  Congressional  Budget  Office  expects  a 3%  re- 
duction in  the  number  of  residency  slots  receiving  Medicare 
funds.  Dr  Reuter’s  report  said  this  number  is  “extremely  mod- 
est,” considering  that  projections  by  such  organizations  as 
the  Council  on  Graduate  Medical  Education  suggested  the 
need  to  reduce  these  slots  by  one  quarter  to  one  third. 

When  having  enough  isn’t  enough 

Predicting  the  absolute  number  of  physicians  Texas  will 
have  and  need  in  the  coming  years  is  well  and  good, 
but  the  state’s  unique  demands  require  Texans  to  delve 
further  into  what  they  need.  When  the  state  is  broken 
down  into  groups  of  individuals,  each  with  different 
needs,  and  those  numbers  are  compared  with  the  physi- 
cians in  the  workforce  who  can  address  those  needs,  the 
differences  are  significant  enough  to  warrant  special  attention. 

Historically,  providing  medical  access  for  people  who  live  in 
rural  areas  has  been  a problem.  Only  15%  of  Texans  live  in  ru- 
ral areas,  but  these  3 million  people  are  spread  across  82%  of 
Texas’  land.  The  TMA  report  found  that  only  8%  of  Texas  physi- 
cians practice  in  rural  areas,  which  would  lead  one  to  believe 
the  state  should  get  more  physicians  out  there  fast.  But  many 
of  these  areas  have  too  few  people  for  a physician  to  maintain 
a practice,  so  alternative  methods  of  health  care  are  often  used. 

The  authors  of  the  TMA  study  found  that  22  Texas  counties 
did  not  have  a full-time  physician,  but  that  13  did  have  either 
a physician  assistant  or  advanced  practice  nurse  at  a health 
clinic  supervised  by  a physician  part  of  the  time.  They  also 
found  physicians  or  other  health  care  professionals  practicing 
in  neighboring  counties.  This  led  members  of  the  Gommittee 
on  Physician  Distribution  and  Health  Gate  Access  to  look  into 
defining  areas  — not  necessarily  accounting  for  county  lines  — 
as  primary  care  service  areas.  “We  believe  people  should  have 
access  to  health  care  within  20  to  30  miles  of  their  homes,”  said 
emergency  medicine  specialist  Diana  Fite,  MD,  of  Houston,  for- 
mer chair  of  the  committee,  “but  we  realize  that  in  some  parts 
of  Texas  that  is  just  not  possible.” 

Recently,  interest  in  placing  training  programs  in  rural  or  un- 
derserved areas  has  increased.  At  press  time,  legislation  adding 
an  extension  campus  in  Laredo  of  The  University  of  Texas 
Health  Science  Center  in  San  Antonio  and  an  allied  health  cam- 
pus, being  developed  by  the  Nueces  County  Medical  Society 
and  the  Texas  A&M  University  System  Health  Science  Center, 
in  Corpus  Christi,  was  awaiting  the  governor’s  signature. 

The  problems  associated  with  practicing  in  rural  areas  are 
well  known.  Physicians  who  practice  there  can  lack  support, 
such  as  a referral  network  of  health  care  professionals.  Physi- 


cians usually  have  more  intimate  relationships  with  their  pa- 
tients, who  also  are  their  neighbors.  Because  of  this,  they  of- 
ten work  longer  hours,  sometimes  treating  and  advising 
patients  when  they’re  off-duty  and  out  of  the  office. 

“Historically,  and  it’s  probably  true  to  this  day,  when  we 
talked  about  recruitment  and  retention  of  physicians  to  rural 
areas,  we’ve  probably  really  meant  just  recruitment,”  said  Sam 
Tessen,  executive  director  of  the  Center  for  Rural  Health  Ini- 
tiatives. “Only  recently  have  we  begun  to  recognize  that  there 
are  a lot  of  factors  that  can  proactively  influence  retention.” 

Of  the  center’s  many  programs  to  encourage  students  to 
choose  rural  areas  for  their  residencies  or  practices,  the  ones 
Mr  Tessen  believes  will  be  most  effective  in  influencing 
physicians  to  stay  in  the  rural  areas  are  those  that  encourage 


Modeling 
the  future 


Computer  models  for  predicting  physician  workforce  re- 
quirements date  back  20  years.  When  the  Texas  Medical 
Association  decided  to  try  one  out  for  Texas,  it  chose 
the  latest,  most  technologically  advanced  and  easiest 
to  use:  the  Integrated  Requirements  Model-Release  2.0 
developed  by  Vector  Research,  Inc,  with  a contract 
through  the  federal  Bureau  of  Health  Professionals. 
TMA  is  among  the  first  in  the  nation  to  use  this  model. 

The  Integrated  Requirements  Model  has  a number 
of  advantages  over  previous  models.  For  one,  this  is 
the  first  to  be  adapted,  and  adaptable,  for  state  use. 
Also,  it  runs  on  a personal  computer,  comes  preloaded 
with  Texas  and  national  data  that  can  be  changed  by 
the  user,  and  includes  the  ability  to  run  projections  for 
not  only  physicians  but  also  for  12  other  health  pro- 
fessionals in  18  specialty  areas. 

The  output  data  rely  heavily  on  future  state  demo- 
graphics, which  TMA  acquired  from  the  Texas  State 
Data  Center  at  Texas  A&M  University.  The  model  takes 
into  account  a person’s  age,  gender,  geographic  loca- 
tion, and  health  insurance  status,  and  integrates  this 
information  with  historical  data  on  the  people  in  these 
various  categories  to  predict  a person’s  health  status 
and  ability  to  access  health  care  services.  It  then  takes 
historical  physician  supply  data  from  the  Texas  State 
Board  of  Medical  Examiners  and  insurance  data  from 
Medicare,  Medicaid,  private  insurance,  and  the  unin- 
sured and  throws  this  information  into  the  equation. 

Because  TMA  was  among  the  first  to  use  the 
model,  it  had  to  work  through  a number  of  bugs, 
which,  according  to  Marcia  Collins,  director  of  med- 
ical education  policy  forTMA,  didn’t  affect  the  overall 
program.  “We  really  took  the  model  for  what  it  was," 
she  said.  “It  wasn’t  perfect  but  it  was  far  better  than 
any  of  the  other  models  available  at  the  time." 
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local  community  involvement.  “What  we’re  discovering  is 
that  health  care  is  an  integral  part  of  the  economic  infra- 
structure,” Mr  lessen  explained,  “and  when  the  community 
gets  involved  with  the  recruitment  process,  it  becomes  in- 
vested in  the  physician.  This  can  help  the  doctor  build  his  or 
her  practice,  and  help  the  retention  potential.” 

Mr  lessen  also  believes  medical  schools  should  be  obligated 
to  explain  the  unique  challenges  of  practicing  in  rural  areas 
and  maybe  even  expose  students  early  to  these  areas.  He  also 
recommends  that  the  state  recognize  the  hnancial  limitations 
of  rural  areas  that  are  struggling  to  keep 
public  schools  open  and  work  with  the  com- 
munities to  retain  physicians  after  the  costly 
process  of  recruiting  them.  Mr  lessen  pre- 
dicts the  state  might,  in  some  way,  develop 
a physician  relief  service  that  would  send 
stand-in  doctors  to  these  rural  areas  so  that 
the  presiding  doctor  can  take  continuing 
medical  education  courses  or  maybe  even  a 
vacation.  Also,  the  recent  development  of  rural  community- 
based  health  networks  may  signal  a change  in  the  approach 
these  areas  are  taking  to  health  care. 

The  physician  of  the  future 

It  stands  to  reason  that  with  the  growth  of  managed  care 
in  Texas  comes  the  need  for  more  primary  care  physi- 
cians. For  years,  physician  workforce  studies  have  em- 
phasized the  need  to  increase  the  number  of  primary 
care  doctors.  Nationally,  many  groups  have  set  the  goal 
of  a 50:50  ratio  for  primary  care  to  non-primary  care 
physicians.  The  1998  IMA  study  shows  that  Texas  had  a 
44:56  ratio  and  that  medical  students  are  showing  more  in- 
terest in  training  in  primary  care  specialties.  Compared  with 
1995,  the  number  of  family  practice  residency  slots  hlled  in 
the  1999  match  process  has  increased  by  25. 

The  provisions  of  the  Balanced  Budget  Act  of  1997  may 
marginally  increase  the  number  of  primary  care  residency 
slots.  Those  provisions,  once  fully  implemented,  will  expand 
the  types  of  entities  eligible  to  receive  Medicare  direct  medical 
education  (DME)  funds  to  include  rural  health  clinics,  com- 
munity centers,  and  Medicare  managed  care  plans,  which  tra- 
ditionally have  more  primary  care  physicians  than  specialists. 
In  the  past.  Medicare  DME  funds  could  only  be  made  to  hos- 
pitals, but  since  these  host  a large  number  of  specialists,  this 
method  could  have  been  supporting  indirectly  the  imbalanced 
ratio  of  the  number  of  specialists  to  primary  care  physicians. 

So  as  Texas  begins  to  incrementally  gain  more  primary  care 
physicians  and  place  them  in  rural  areas,  will  its  needs  be  met? 
Some  say  they  won’t.  Just  as  they  like  their  political  represen- 
tatives to  reflect  the  population  of  the  state,  some  Texans  also 
like  their  physicians  to  share  their  cultural  backgrounds.  More 
than  any  other  physician  workforce  issue,  determining  the 
number  of  physicians  to  serve  the  racial  and  gender  makeup  of 
the  state  is  contentious.  Some  people  look  at  the  discrepancies 
of  representation  among  gender,  race,  and  other  categories, 
and  believe  that  ideally  Texas  should  have  more  female  His- 


panic primary  care  physicians  practicing  in  rural  areas. 

Within  the  past  10  years,  a gradual  gender  shift  in  thei 
number  of  physicians  has  occurred  (13%  female  in  1988 
compared  with  18%  female  in  1998),  and  this  year  about  4! 
out  of  every  10  medical  students  are  women.  As  for  the  race 
issue,  the  explosion  in  the  Texas  Hispanic  population  wilb 
soon  prompt  us  to  reconsider  our  definition  of  “minority.” 
The  Texas  State  Health  Plan,  produced  by  the  Statewide 
Health  Coordinating  Council,  predicts  that  by  2010  the  Texas 
population  will  be  40%  Hispanic  and  10%  African  American. 


In  1998,  the  state’s  population  was  30%  Hispanic,  with  only 
10%  of  physicians  being  Hispanic.  Black  representation  fared 
worse,  with  only  3%  of  the  physician  workforce  being 
African  American,  compared  with  11%  of  the  population. 

The  1996  Hopwood  ruling  no  longer  allows  medical  schools 
to  use  race  as  a factor  for  admission,  so  across  the  state,  pri- 
vate scholarship  and  incentive  programs  are  being  offered  to 
qualihed  minorities.  “The  hope  is  that  these  programs  for  mi- 
norities will  address  the  ‘brain  drain’  of  talented,  qualified  mi- 
norities who  are  leaving  the  state,”  Dr  Rohack  said. 

TMA’s  Minority  Scholarship  Program  recently  awarded 
scholarships  to  three  Texas  medical  school  students.  The  po- 
tential for  aiding  Texas’  workforce  problems  by  tapping  into 
the  Hispanic  population  has  been  underused  so  far.  Histori- 
cally, physicians  who  come  from  rural  areas  are  more  prone 
to  return  there  to  practice,  and  a large  portion  of  the  bur- 
geoning Hispanic  population  is  located  in  rural  areas. 

Speaking  from  the  point  of  view  of  a Hispanic  physician 
who  sees  mostly  Hispanic  patients,  Reynaldo  Godines,  MD, 
of  Laredo,  believes  medical  schools  need  to  look  beyond  test 
scores  when  judging  students.  It  takes  more  than  the  MCAT 
(Medical  College  Admission  Test),  he  says,  to  determine 
which  students  might  choose  to  practice  in  rural  areas  and 
where  more  Hispanics  live.  “The  patient  is  not  going  to  give 
a hoot  about  test  scores  if  he  or  she  has  a physician  who  is  a 
skilled  and  devoted  practitioner,”  said  Dr  Godines. 

Supplying  the  demand  for  physicians 

Tracking  students  entering  Texas  medical  schools 
to  see  how  their  training  plays  out  would  be 
helpful.  Hopefully,  they  could  be  directed  to  ar- 
eas where  they’re  needed  most.  Instead,  the 
paths  from  their  first  year  to  where  they  take 
their  residency  training  and  where  they  choose  to 
practice  can  only  be  estimated. 

As  of  1998,  only  43%  of  Texas  physicians  were  trained  in 
Texas,  and  the  number  of  physicians  produced  by  Texas  medical 


“The  hope  is  that  these  programs  for  minorities 
will  address  the ‘brain  drain’ of  talented,  qualified 
minorities  who  are  leaving  the  state.” 
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1998  physician  workforce 
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Texas-licensed  physicians  with  an  active  in-state  practice 

32,101 

1 Patient  care  physicians 

28,956  (90%) 

S Primary  care  physicians 

14,209  (44%) 

H Non-primary  care  physicians 

17,892  (56%) 

1 Physicians  in  solo  practice 

10,748  (34%) 

H Physicians  in  group  practice 

14,328  (46%) 

H Osteopathic  physicians 

1,759  (5%) 

H Physicians  in  rural  areas 

2,472  (8%) 

ED  Percent  of  population  in  rural  areas 

15% 

S Physicians  in  urban  areas 

29,629  (92%) 

H Percent  of  population  in  urban  areas 

85% 

H Percent  of  Texas  land  considered  nonurban 

82% 

H Number  of  Texas  counties  without  a full-time  physician 

22  (9%) 

H Graduates  of  Texas  medical  schools  43% 

S Graduates  of  other  US  schools  35% 

I Graduates  of  international  medical  schools  22% 


H Rate  at  which  the  number  of  practicing  physicians 

in  Texas  has  grown  since  1973  170% 

S Rate  at  which  the  Texas  population  has  grown  since  1973  64% 


1 Hispanic  physicians 

3,096  (10%) 

ED  Percent  of  Hispanics  in  Texas  population 

30% 

^ Female  physicians 

5,913  (18%) 

1 Percent  of  females  in  Texas  population 

51% 

H African  American  physicians 

987  (3%) 

H Percent  of  African  Americans  in  Texas  population 

11% 

Physician  education  pipeline 


6,000 


H Fall  1998  total  enrollment  in  Texas  medical  schools 

5,155 

H Fall  1998  entering  class 

1,274 

^ 1997-1998  graduates 

1,231 

H Total  Hispanic  enrollment 

697  (14%) 

H Hispanic  entering  class 

159  (13%) 

H Total  African  American  enrollment 

240  (5%) 

O African  American  entering  class 

57  (4%) 

H Total  1997-1998  residents  in  training 

5,492 

H First-year  residents 

1,327  (24%) 

H Primary  care  residents 

2,564  (47%) 

All  numbers  prepared  by  the  Texas  Medical  Association,  February  1999. 
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schools  has  been  declining  for  the  past  5 years.  On  the  other 
hand,  Texas  medical  schools  rank  in  the  top  10  nationally  for  the 
number  of  graduates  who  plan  to  practice  in  the  state  in  which 
they  are  trained.  In  addition,  the  Texas  State  Board  of  Medical 
Examiners  reports  that  the  number  of  out-of-state  physicians 
seeking  licenses  to  practice  here  will  continue  to  increase. 

In  addition  to  the  licensed  physicians  trained  in  Texas  and 
other  states,  it’s  important  not  to  overlook  the  health  care  be- 
ing provided  by  physicians-in-training,  who  serve  an  important 
population  in  our  state  — the  growing  number  of  uninsured. 
In  1994,  Texas  had  the  highest  number  of 
uninsured  in  the  country,  and  that  group  has 
come  to  rely  on  academic  health  science 
centers  for  their  health  care. 

Here  lies  the  problem:  In  the  past,  health 
science  centers  have  been  able  to  shift  to  pri- 
vate insurers  the  cost  of  caring  for  the  unin- 
sured or  underinsured.  According  to  the  study 
performed  by  Dr  Reuter,  a congressional  com- 
mission found  that  in  1995,  academic  hospi- 
tals charged  private  insurers  almost  24% 
more  than  actual  costs.  But  as  health  maintenance  organizations 
(HMOs)  become  more  aggressive  in  entering  the  market,  their 
practice  of  negotiating  smaller  payment  rates  with  in-network 
physicians  and  hospitals  has  stripped  teaching  hospitals  of  pa- 
tients. Without  having  insurers  that  reimburse  at  fee-for-service 
rates,  fewer  funds  are  available  to  pay  for  those  who  can’t  or  to 
pay  to  train  physicians. 

The  1997  Balanced  Budget  Act  didn’t  help.  By  reducing 
the  amount  of  money  that  Medicare  provides  these  schools, 
the  act  in  effect  is  forcing  them  to  cut  back  on  research,  train- 
ing, and  the  care  provided  to  indigents.  “The  Balanced  Bud- 
get Act  has  had  a tremendous,  deleterious  effect  on  academic 
health  centers,”  said  John  Stobo,  MD,  president  of  The  Uni- 
versity of  Texas  Medical  Branch  (UTMB)  at  Galveston.  In 
April,  UTMB  reported  that  it  would  have  to  cut  its  costs  for 
fiscal  year  1999  by  $40  million.  UTMB  may  be  unique  in 
Texas  in  that  it  is  the  only  UT  health  component  that  owns 
its  hospital  and  cannot  raise  taxes  from  a health  district  to 
cover  its  expenses.  This  might  be  why  UTMB  is  feeling  the 
hits  from  the  Balanced  Budget  Act  hrst.  “But  I can  assure  you 
that  everybody’s  going  to  feel  it,”  said  Dr  Stobo. 

This  year,  the  UTMB  hospital  closed  170  beds  and  laid  off 
341  employees.  ‘’We  have  this  historical  mission  of  providing 
health  care  to  the  poor  of  Texas,”  said  Dr  Stobo,  “but  given  the 
financial  climate,  we  no  longer  have  the  income  to  offset  that 
cost.”  Dr  Stobo  reports  that  last  year,  UTMB  treated  uninsured 
patients  from  236  Texas  counties,  adding  that  of  its  70,000 
outpatient  visits,  43%  were  uninsured,  and  of  the  37,000  in- 
patient discharges,  23%  were  uninsured.  In  the  Houston- 
Galveston  region,  one  out  of  every  three  persons  is  uninsured. 

“One  of  the  problems  here  has  been  that  the  major 
driver  for  the  training  programs  in  residencies  and  fellow- 
ships has  been  the  clinical  load,  not  educational  objec- 
tives,” said  Dr  Stobo.  “The  discussion  concerning  the 
source  of  monies  for  training  hopefully  will  force  pro- 


grams to  define  their  educational  objectives  and  size  their 
programs  to  fit  those  objectives.” 

UTMB  is  setting  up  alternative  systems  with  the  Galveston 
County  Health  Department  for  caring  for  indigent  patients , 
that  would  allow  patients  to  obtain  their  primary  care  off  the 
UTMB  campus,  then  go  to  the  health  science  center  for  sec-  i 
ondary  and  tertiary  care.  In  the  meantime.  Dr  Stobo  says  the 
school  is  beginning  to  rethink  the  number  of  residents  it 
trains.  Relying  on  Medicare  for  the  bulk  of  funding  for  grad- 
uate medical  education  has  been  a mistake,  he  says. 


As  goveinment  agencies  and  medical  schools  rethink  this 
method,  one  possible  solution  to  the  problem  has  been  posed. 
Called  the  “all-payer”  mechanism,  this  proposal  would  set  up  a 
trust  fund  to  finance  physician  specialty  training.  Contributions 
from  Medicare,  Medicaid,  HMOs,  and  other  insurers  would 
make  up  the  trust  fund.  But,  as  Dr  Stobo  explains,  this  would 
bring  up  two  potentially  contentious  situations.  First,  you  would 
have  to  know  the  cost  of  medical  education,  which  he  says  is 
high  enough  to  take  some  people  by  surprise.  Second,  you  would 
have  to  make  these  programs  accountable  to  those  who  would 
be  funding  them.  “If  you’re  doing  something  for  the  public  good, 
you  have  to  have  public  accountability.  That’s  appropriate,  and  I 
think  it’s  going  to  shape  academic  health  centers  in  the  future.” 

Thinking  locally 

Recognizing  the  need  to  balance  Medicare’s  tradi- 
tional funding  of  non-primary  care  physician  train- 
ing with  the  need  for  more  primary  care  doctors, 
state  programs  are  seeking  other  methods  of  fund- 
ing primary  care  graduate  medical  education.  The 
Texas  Higher  Education  Coordinating  Board  asked 
this  year’s  legislature  for  about  $28  million  for  each 
hscal  year  2000  and  2001  for  six  programs  that  historically 
have  provided  funding  for  primary  care  residency  program 
enhancements.  The  money  will  allow  state  support  of  grad- 
uate medical  education  to  continue  at  about  the  same  rate  as 
the  current  biennium.  The  governor  was  expected  to  sign  the 
bill  before  June  20. 

According  to  Dr  Stobo,  having  to  rethink  the  issue  of  how 
to  pay  for  the  cost  of  educating  Texas  physicians  may  not  be 
such  a negative  thing.  “I  think  over  the  next  3 to  4 years,  in- 
stitutions like  ours  are  going  to  be  forced  to  examine  what 
they’re  all  about  and  reshape  the  way  they  carry  out  their 
academic  missions.”  ★ 


“If  you’re  doing  something  for  the  public  good, 
you  have  to  have  public  accountability. 
That’s  appropriate,  and  I think  it’s  going  to 
shape  academic  health  centers  in  the  future.’’ 
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East  Coast,  West  Coast, 
Third  Coast 


Misery  loves  company,  and  it's  good  to  know 
that  Texas  isn’t  alone  in  facing  workforce 
challenges.  Earlier  this  year,  the  Center  for 
Health  Workforce  Studies  at  the  School  of 
Public  Health  at  the  University  at  Albany, 
State  University  of  New  York  in  Rensselaer, 
prepared  a study  comparing  physician  work- 
force issues  among  Texas,  New 
York,  and  California,  using  data 
mostly  from  1997.  As  you  can  imag- 
ine, the  analysis  is  complex.  The 
country’s  three  biggest  states  are  as 
similar  as  they  are  different. 

When  comparing  the  three,  it’s 
important  to  remember  that  Califor- 
nia has  a significantly  higher  popu- 
lation count  — about  32.2  million,  compared  with  Texas 
(19.4  million)  and  New  York  (18.1  million).  It’s  also  impor- 
tant to  note  that  populations  in  Texas  and  California  are 
growing  at  about  the  same  rate,  while  New  York’s  re- 
mains relatively  stable.  Taking  population  size  and 
growth  into  account,  the  study  shows  that  none  of  the 
states  need  to  increase  the  number  of  physicians  they 
must  train  in  the  coming  years.  It  did  note  that  Texas 
seemed  to  have  a relatively  limited  medical  education 
system,  but  countered  that  with  Texas’  large  in-migra- 
tion of  physicians  from  out  of  state. 

In  New  York,  for  example,  the  ratio  of  practicing  physi- 
cians to  population  count  in  1996  was  an  extraordinary 
255.5  per  100,000.  The  state  is  considered  a national  and 
worldwide  training  ground  for  doctors,  training  about  15% 
of  the  nation’s  medical  residents.  And  many  of  those 
trainees  stay  in  the  state,  says  the  study.  California’s  ra- 
tio of  physicians  to  population  in  1996  was  considerably 
lower  at  186.4  per  100,000.  Despite  its  relatively  limited 
medical  education  system,  the  state  has  a high  retention 
rate  and  attracts  physicians  trained  elsewhere.  Texas, 
with  a 1996  ratio  of  147.9  physicians  to  100,000  people,  also 
has  a limited  medical  education  and  training  system  on  a 
per  capita  basis,  but  the  number  of  practicing  physicians 
in  the  state  continues  to  grow  because  of  in-migration. 

The  biggest  difference  among  them  is  the  approach 
to  medical  education  and  training.  According  to  the 
study,  1997  Texas  public  medical  school  enrollment  per 
capita  was  greater  than  the  per  capita  public  medical 
school  enrollment  of  New  York  and  California  combined. 
But  New  York’s  nine  private  medical  schools  dominate 
its  system.  California’s  ratio  of  medical  students  to  pop- 
ulation is  dwindling,  but  a recently  opened  osteopathic 
medical  school  is  steadying  that  decline.  The  states  are 


similar  in  overall  enrollment,  however,  in  that  all  three 
have  far  fewer  minorities  enrolled  in  medical  school,  in 
residency  training,  and  in  actual  practice  compared 
with  the  population. 

Between  1988  and  1997,  all  three  states  experienced 
growth  in  the  number  of  residents,  but  on  a per  capita  ba- 
sis, the  ratio  for  New  York,  at  81.8  residents  per  100,000 


people,  is  about  three  times  the  ratio  for  California  and 
Texas.  This  difference  among  New  York,  Texas,  and  Cal- 
ifornia occurs  in  most  specialties  as  well.  Also  notable. 
New  York  trained  7,523  international  medical  graduates 
(IMGs)  in  1997,  almost  1,500  more  total  residents  than 
Texas  has,  and  3.5  times  the  number  of  IMG  residents  in 
Texas  and  California  combined. 

While  Texas  continues  to  grow  in  the  ratio  of  primary 
care  physicians  to  population,  its  numbers  were  below 
both  New  York  and  California.  In  1996,  the  ratio  was  57.7 
per  100,000  in  Texas,  72  per  100,000  in  California,  and  89.8 
per  100,000  in  New  York.  Texas,  however,  had  the  highest 
proportion  of  primary  care  physicians  (39%)  of  the  three 
states.  Texas  also  stands  apart  from  New  York  and  Cali- 
fornia when  the  ratio  is  broken  down  by  county.  For 
Texas,  77%  of  its  counties  have  fewer  than  100  physicians 
per  100,000  people.  In  New  York  and  California,  that  num- 
ber is  about  30%.  Compared  with  the  other  two  states, 
however,  Texas  has  a higher  percentage  of  underrepre- 
sented minorities  in  its  physician  workforce. 

According  to  the  study.  New  York  trains  signifi- 
cantly more  physicians  than  it  needs,  which  accounts 
for  its  high  physician-to-population  ratio.  However, 
New  York  sends  a number  of  physicians  to  the  rest  of 
the  country  and  the  world,  with  California  receiving 
about  14%  of  its  physicians  and  Texas  receiving  about 
9®/o  of  its  physicians  from  the  eastern  state  in  1997. 
While  California  actually  trains  fewer  doctors  than  it 
needs,  it  is  able  to  maintain  a good  physician-to-popu- 
lation ratio  because  of  its  high  in-migration  and  reten- 
tion rates.  Texas  also  takes  into  account  the  large 
in-migration  rates  when  determining  how  many  physi- 
cians it  must  train,  allowing  it  to  maintain  its  balanced 
ratio  of  physicians  to  population. 


While  Texas  continues  to  grow  in  the  ratio  of 
primary  care  physicians  to  population,  its  numbers 
were  below  both  New  York  and  California. 
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Closing  the  loophole 

Federal  court  rulings  are  narrowing  the  ERISA  gap  protecting  HMOs  from  liability 


How  many  times  do  stories  like 
this  have  to  be  told?  Alleged  neg- 
ligence by  a health  maintenance 
organization  (HMO)  leads  to 
harm  or  injury  to  a patient,  and 
that  patient  is  told  the  HMO  is 
not  liable.  As  HMOs  continue  to 
plead  to  courts  for  protection  under  what 
lawmakers  across  the  country  believe  is 
an  outdated  law,  more  and  more  federal 
judges  are  knocking  negligence  lawsuits 
against  HMOs  back  down  to  the  state 
level,  where  they  can  be  tried  and  where 
HMOs  can  be  held  liable.  > > 


By  Monica  Maldonado,  Associate  editor 
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The  trend  signifies  a growing  ac- 
ceptance among  lawmakers  that  the 
; federal  Employment  Retirement  In- 
come Security  Act  of  1974  (ERISA) 
contains  a loophole  through  which 
j HMOs  have  been  shirking  liability.  As 
many  as  30  states  are  debating 
whether  to  give  consumers  the  right  to 
sue  their  HMOs  for  damages. 

In  1997,  Texas  became  the  first  to  do 
something  about  the  loophole.  That 
year,  the  legislature  passed  the  Texas 
Health  Care  Liability  Act  (Senate  Bill 
386),  which  allows  an  individual  to  sue 
a managed  care  entity  for  damages 
caused  by  its  failure  to  exercise  ordinary 
care  when  making  a health  treatment 
decision.  Predictably,  a group  of  insur- 
. ance  companies,  led  by  Aetna  US 
i Healthcare,  challenged  that  law  by 
seeking  a declaration  that  ERISA  pre- 
empts its  provisions.  The  group  also 
i sought  to  enjoin  enforcement  of  the  act. 
At  press  time,  a federal  district  Judge 
: had  overturned  parts  of  the  act  she 
found  to  be  preempted  by  ERISA.  But  in 
the  meantime,  federal  circuit  court 
I judges  have  taken  the  matter  into  their 
' own  hands,  establishing  new  prece- 
I dents  for  trying  HMO  liability  cases. 

1 Conflict  or  complete? 

One  such  case  offers  new  hope  for 
those  who  want  to  see  the  1997  Texas 
I law  upheld.  The  story  began  in  1996, 
before  the  Texas  law  was  put  to  paper, 
when  9-year-old  Alex  Giles,  son  of 
Bridgett  Giles,  of  Houston,  died  after 
his  doctors  allegedly  failed  to  diagnose 
an  enlarged  heart.  Ms  Giles  sued  NYL- 
Care  (her  HMO),  two  physicians,  and 
OneCare,  a medical  group  that  em- 
ployed one  of  the  two  doctors.  She 
sued  in  state  court  for  negligence,  vi- 
carious liability,  breach  of  contract, 
misrepresentation,  and  breach  of  war- 
( ranty.  NYLCare,  however,  sought  to 
j have  the  case  moved  to  federal  court 
I on  the  grounds  that  her  charges  were 
I preempted  by  ERISA, 
j Though  originally  set  up  to  protect 
! nongovernment  employees  with  em- 
: ployer-sponsored  insurance  and  retire- 
I ment  plans,  ERISA  has  been 
I interpreted  by  courts  to  prohibit  people 
! from  availing  themselves  of  state  con- 
j sumer  protection  laws.  Charges  such  as 
I wrongful  death  and  personal  injury. 


which  fall  under  state  jurisdiction,  are 
preempted  by  ERISA,  thus  protecting 
HMOs  and  other  insurers  that  make 
cost-cutting  decisions  that  adversely  af- 
fect patient  care  from  damages.  When 
an  HMO  is  found  guilty  of  a federal 
ERISA  grievance,  it  pays  only  the  cost 
of  the  procedure  it  denied  in  the  first 
place,  not  any  other  damages  available 
under  state  law. 

Knowing  her  suit  would  be  dis- 
missed under  the  ERISA  preemption. 


Ms  Giles  amended  her  charges,  drop- 
ping all  but  the  negligence  and  vicari- 
ous liability,  and  moving  for  a remand 
to  state  court.  NYLCare  appealed  a 
lower  court  judge’s  ruling  sending  the 
case  back  to  the  state,  but  in  April,  the 
three-judge  US  5th  Circuit  Court  of  Ap- 
peals upheld  the  original  ruling.  Its  de- 
cision was  based  on  what  many  legal 
experts  call  a difficult  legal  concept. 

A multisectioned  clause  in  ERISA  — 
Section  514  — provides  that  all  state 
laws,  as  they  relate  to  any  employee 
benefit  plan,  are  superseded  by  ERISA. 
The  words  “relate  to”  are  the  key  words 
that  have  led  to  the  majority  of  ERISA 
case  law  on  preemption.  Courts  have 
been  interpreting  the  “relate  to”  clause 
literally,  which  has  resulted  in  these 
cases  being  tried  at  the  federal  level 
and,  therefore,  falling  prey  to  ERISA 
preemption.  An  exception  to  that  clause 
is  the  issue  of  “conflict  preemption.” 

In  a 1998  paper  presented  by  attor- 
neys Gary  Howell,  JD,  and  Natalie  Ca- 
david,  JD,  for  the  American  Medical 
Association,  the  authors  wrote:  ‘“Con- 
flict preemption’  will  be  present  wher- 
ever there  is  a contention  that 
application  of  state  law  ‘relates  to’  an 
ERISA  plan.  The  crux  is  whether  the  re- 
lief that  is  being  sought  can  be  charac- 
terized as  only  available  under  ERISA. 
If  so,  then  the  procedural  doctrine  of 
‘complete’  preemption  will  apply  and 


the  case  will  be  heard  in  federal  court. 
If  not,  the  state  law  claims  may  be 
made,  and  preemption  (i.e.  ‘conflict 
preemption’)  will  be  argued  as  a de- 
fense against  application  of  state  law.” 

This  means  that  if  a federal  court  de- 
termines that  the  doctrine  of  “complete” 
preemption  does  not  apply  but  that 
there  is  still  the  question  — as  in  the 
Giles  case  — of  whether  the  state  law 
relates  to  an  ERISA  plan,  then  the  fed- 
eral court  may  remand  the  case  to  state 


court.  The  defendant  — in  this  case, 
NYLCare  — can  argue  its  case  there. 

The  5th  Circuit  Court  decided  that 
because  Ms  Giles  amended  her  com- 
plaint to  eliminate  completely  pre- 
empted claims,  “only  arguably 
conflict-preempted  claims  remain.”  It 
continued,  “Ms  Giles  has  brought  state 
common  law  causes  of  action  that,  in 
their  application,  relate  to  the  regula- 
tion of  health  care  — an  area  of  tradi- 
tional state  regulation.  NYLCare  does 
raise  a federal  law  defense  of  ERISA 
preemption.  But  state  courts,  being  of 
equal  dignity  with  federal  courts,  are 
equally  competent  to  address  that  po- 
tential defense,”  he  said. 

“The  key  point  of  this  case  is  that  it 
is  the  first  time  the  5th  Circuit  has  al- 
lowed a quality-of-care  claim  to  go  for- 
ward in  a state  court,”  said  George 
Parker  Young,  JD,  Ms  Giles’  attorney. 
“In  the  past,  it  has  almost  consistently 
adopted  ERISA.”  He  added  that  he 
doesn’t  think  NYLCare’s  conflict  pre- 
emption argument  is  going  to  stick  in 
state  court  once  it  comes  to  trial.  “I  be- 
lieve Ms  Giles’  claims  are  not  pre- 
empted,” said  Mr  Young.  “We’ll  see  if 

Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  infor- 
mation on  selected  topics.  These  articles  are  pub- 
lished with  the  understanding  thatTMA  is  not  engaged 
in  providing  legal  advice.  When  dealing  with  specific 
legal  matters,  readers  should  seek  assistance  from 
their  attorneys. 


When  an  HMO  is  found  guilty  of  a federal 
ERISA  grievance,  it  pays  only  the  cost  of 
the  procedure  it  denied  in  the  first  place, 
but  no  other  damages  or  penalties. 
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the  judge  agrees  with  me.  And  the  5th 
Circuit  Court  gives  a strong  hint  that 
the  judge  will  agree  with  me  because  in 
the  body  of  his  opinion  he  calls  these 
‘traditional  state  regulations.’” 

A nationwide  trend 

Other  federal  court  rulings  have  sent 
similar  cases  back  to  their  respective 
states.  In  a recent  case,  the  US  Supreme 
Court  remanded  a case  to  a California 
state  court,  saying  that  ERISA  should 
not  preempt  state  laws  that,  by  com- 
mon sense,  apply  to  insurance  compa- 
nies. In  the  case  of  Unum  Life  Insurance 
Co  V John  E.  Ward,  a man  filed  a claim 
for  disability  well  after  his  insurance 
company’s  18-month  deadline,  yet  his 
attorney  argued  that  his  claim  w'as  valid 
because  a state  law  prohibits  an  insurer 
from  denying  a claim  on  the  basis  of 
lateness  unless  the  insurer  can  prove  it 
was  prejudiced  by  the  delay.  The 
Supreme  Court  upheld  the  ruling  of  a 
lower  court  that  ERISA  should  not  pre- 
empt the  state  law  in  this  case. 

The  court  wrote  that  the  three  re- 
quirements under  ERISA’s  savings 
clause  (a  subsection  of  Section  514) 
“are  considerations  to  be  weighed  . . . 
and  none  is  determinative  in  itself.”  Un- 
der this  clause,  the  state  law  is  pre- 
empted by  ERISA  if  it  relates  to  an 
ERISA  plan  unless  it  “regulates  insur- 
ance,” a measure  tacked  on  to  ERISA 
that  aims  to  preserve  states’  right  to  reg- 
ulate “the  business  of  insurance.”  To  be 
considered  “the  business  of  insurance,”  ! 
a practice  must  do  three  things:  spread 
or  transfer  a policyholder’s  risk,  be  an 
integral  part  of  a policy  relationship  be- 
tween the  carrier  and  the  insured,  and 
be  limited  to  legal  entities  within  the 
insurance  industry.  In  the  past,  courts 
have  determined  the  clause’s  applicabil- 
ity based  on  whether  the  practice  met 
all  three  requirements.  The  court’s  rul- 
ing in  essence  relaxes  the  precedent 
that  all  three  should  be  considered. 

Many  believe  the  Supreme  Court’s 
decision  will  allow  states  more  room  in 
introducing  laws  that  focus  on  regulat- 
ing health  insurance.  Harold  Ereeman,  , 
TMA’s  assistant  director  of  legislative] 
affairs,  says  this  is  another  example  of 
the  narrowing  of  the  ERISA  loophole. 
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Room  for  the  Texas  law 

Mr  Young  believes  the  Giles  case  will  af- 
fect the  final  decision  on  Aetna’s  appeal 
of  a US  District  Court’s  1998  decision  on 
the  Texas  Health  Care  Liability  Act.  In 
that  case,  Aetna  sought  a declaration 
that  the  act  was  preempted  by  ERISA  and 
the  Federal  Employees  Health  Benefit 
Act  (FEHBA).  The  Texas  Department  of 
Insurance  wanted  the  Aetna  appeal  dis- 
missed, arguing  that  the  act  seeks  to  reg- 
ulate the  “quality”  of  care  an  HMO 
provides,  not  how  HMOs  make  benefit  or 
coverage  determinations  — a matter  the 
i law  leaves  to  the  federal  government. 

Then  Aetna  pulled  out  the  “relates 
I to”  clause,  claiming  the  act  applies  to 
ERISA  plans.  The  US  District  Court 
ruled  that  the  act  could  be  cut,  remov- 
ing those  portions  it  deemed  to  fall  un- 
der the  ERISA  preemption,  while 
leaving  the  rest  of  the  statute  in  place. 

: As  a result  of  this  ruling,  a plaintiff 
i could  challenge  the  quality  of  benefits 
received  without  challenging  the  de- 
' nial  of  benefits  or  the  way  the  HMO 
' handled  a medical  claim  — still  leaving 
: gray  area  but  leaving  the  interpretation 
■ of  that  area  to  the  state.  According  to 
Mr  Young,  who  is  also  an  attorney  rep- 
resenting the  state  in  Aetna’s  appeal  of 
this  ruling,  oral  arguments  in  the  case 
will  be  heard  in  the  fall  of  2000. 

But  he  is  optimistic  about  the  state’s 
eventual  decision  in  this  case.  “I  think 
the  Giles  case  does  send  a good  signal, 
but  it  may  not  be  outcome  determina- 
tive,” Mr  Young  said.  “It  is  going  to  be 
helpful,  though.” 

TMA’s  General  Counsel  Donald  P. 
Wilcox,  JD,  is  also  optimistic.  “The 
Giles  decision,  coming  from  the  5th 
Circuit,  is  a sign  that  the  state  of  Texas 
has  a good  chance  of  successfully  de- 
fending the  TMA-supported  Health 
Care  Liability  Act.”  The  AMA  and  TMA 
filed  a joint  amicus  curiae  brief  at  the 
5th  Circuit  this  spring  in  support  of  the 
legislation.  Oral  arguments  of  the 
Aetna  appeal  are  expected  to  begin  in 
the  fall  of  1999.  ★ 
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Upping  the  ante 

How  might  stricter  HMO  solvency  requirements  change  the  health  care  market? 


Hi  H health  maintenance  organ- 
Hi  n iz^hons  (HMOs)  in  Texas  have 
11  mI  been  losing  money  since  1996. 
llWjfl  The  industry  lost  more  than 
I Hf  I $333  million  last  year.  Recog- 
I w I nizing  that  Texas  has  had  the 
H V B most  lax  reserve  requirements 
of  any  state  for  HMOs,  state  officials  are 
playing  catch-up. 


According  to  a new  Texas  Department  of  Insurance 
(TDI)  report  that  evaluated  the  1998  financial  perform- 
ances of  licensed  HMOs,  37  of  the  state’s  50  basic  service 
HMOs  lost  money  last  year.  One  small  HMO  headquartered 
in  San  Antonio,  WellChoice,  recently  went  belly-up,  strand- 
ing more  than  20,000  patients  (see  “Standing  on  Shaky 
Ground,”  May  1999  Texas  Medicine,  pp  32-34).  At  least  one 
other  is  precariously  close  to  insolvency. 

Although  they’re  an  overdue  necessity,  stricter  solvency  re- 
quirements likely  will  hasten  the  state’s  evolution  toward  man- 
aged care  market  “maturity,”  as  experts  call  it.  Market  maturity 
doesn’t  just  mean  HMO  saturation,  where  almost  everyone  is 
enrolled  in  an  HMO.  It  usually  also  means  that  most  of  those 
enrollees  are  divided  among  a few  large  companies. 

Catching  up 

Texas  has  been  behind  the  curve  in  regulating  the  HMO  in- 
dustry, partly  because  the  HMO  is  a whole  different  kind  of 
health  insurance  animal  and  partly  because  the  industry  grew 
quickly  after  it  burst  onto  the  scene.  Technically,  HMOs  are 
not  insurance  companies;  therefore,  a whole  new  set  of  laws 
had  to  be  fashioned  to  regulate  them.  Unfortunately,  those 
laws  omitted  some  basic  protections.  Like  insurance  compa- 
nies, HMOs  engage  in  ventures  that  involve  risk.  But  unlike 
insurance  companies,  they  haven’t  been  required  to  keep 
much  money  in  reserves.  Now,  Texas  is  rectifying  that  situa- 
tion by  applying  basic  insurance  safeguards  to  HMOs. 

During  its  recently  concluded  session,  the  Texas  Legisla- 
ture passed  a bill  that  would  apply  higher  standards  to  HMOs. 
At  press  time,  the  bill  was  awaiting  the  expected  signature  of 
Gov  George  W.  Bush.  Scott  McClellan,  Governor  Bush’s 
spokesperson,  said  the  governor  supports  the  bill  “because  it 
protects  consumers  by  ensuring  that  HMOs  are  financially 
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Medical  Economics  i| 

sound.”  HMOs  have  until  December  31,. 
2002,  to  put  the  changes  into  effect. 

The  net  worth  requirement  portion 
of  the  bill  says  HMOs  must  calculate  the  ■ 
true  level  of  their  liabilities  and  alsoi 
maintain  assets  to  cover  them.  In  tradi-;l 
tional  insurance,  the  actual  amount  ot 
liability  a company  carries  must  be ' 
shown  on  its  books,  and  it  must  main-.j 
tain  assets  against  them.  That  isn’t  theij 
case  with  HMOs.  For  instance,  if  am 
HMO  has  $7  million  in  assets  and  sub-| 
tracts  $5  million  in  liabilities,  its  netll 
worth  is  said  to  be  $2  million.  But  what 
if  $3  million  of  the  $5  million  in  liabili- 
ties is  what  an  HMO  pays  in  capitated 
contracts  to  providers  and  hospitals?  : 
The  actual  liability,  or  risk,  of  that  $3 
million  could  be  closer  to  $5  million,  j 

HMOs  can  show  a positive  net  I 
worth  in  such  cases  because  they 
haven’t  been  required  to  represent  in 
their  accounting  the  true  cost  of  carry- 
ing that  risk.  Now,  they’ll  not  only  have 
to  account  for  those  liabilities  in  their 
balance  sheets,  but  they’ll  also  have  to 
set  aside  $1.5  million  to  cover  them. 
The  bill  also  says  TDI  can  tell  HMOs  to 
set  aside  more  than  that  if  necessary. 

“Under  past  legal  requirements, 
HMOs  didn’t  have  to  count  as  a liability 
the  risk  they  transferred  to  hospitals  and 
providers,”  said  Texas  Commissioner  of 
Insurance  Jose  Montemayor.  “It  would 
be  possible  for  an  HMO  to  look  finan- 
cially healthy  even  if  it  wasn’t.” 

The  bill’s  other  significant  provision 
is  an  increase  in  the  amount  HMOs  must 
put  into  capital  reserves  relative  to  the: 
amount  of  risk  they  assume.  Before  the 
law,  when  calculating  how  much  money : 
they  were  required  to  hold  in  a reserve 
fund,  HMOs  didn’t  have  to  take  into  ac- 
count the  number  of  enrollees  they  cov- 
ered or  the  dollar  amount  of  all  the  risk 
they  were  assuming.  This  particular 
change  is  less  a response  to  how  much 
money  HMOs  have  been  losing  lately 
than  it  is  just  the  sensible  thing  to  do. 

“Basically,  we’re  asking  HMOs  to  show 
us  the  money,”  Mr  Montemayor  said. 

Mom,  dad, 

please  send  me  a check 

If  many  Texas  HMOs  didn’t  have  corpo- 
rate parents  bailing  them  out,  their  bot- 
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tom  lines  would  look  much  worse.  Mr 
Montemayor  says  some  corporate  pat- 
ients send  money  to  their  “habies”  on  a 
, quarterly  basis.  Large  corporations  are 
willing  to  sink  lots  of  money  into  an 
iemerging  market  to  gain  market  share. 

According  to  Jerry  Patterson,  who 
heads  the  Texas  Association  of  Health 
Plans,  that’s  often  just  the  cost  of  doing 


ceivership  earlier  this  year.  Its  corporate 
parent  refused  to  bail  out  WellChoice, 
and  it  went  under. 

Toward  market  maturity 

Already  the  biggest  corporate  players 
share  between  them  the  bulk  of  the 
country’s  HMO-enrollee  pie.  A recent 
report  shows  that  four  HMOs  now  cover 


“There  are  economies  of  scale  that  result  from 
mergers  and  acquisitions  that  affect  the  bottom  line 
in  a positive  manner.  I think  we’ll  see  more  of  those.” 


business.  “Some  HMOs  have  priced 
ivery  close  to  the  margin  for  market  pen- 
letration,  and  that’s  not  a bad  decision, 
j particularly  if  they’ve  got  the  financial 
wherewithal  to  accept  the  marginal  fi- 
jnancial  performance  that  results.” 

I And  losing  money  in  a year  doesn’t 
I mean  you  have  a financially  insolvent 
jHMO,  Mr  Patterson  says.  “That  distinc- 
|tion  needs  to  be  made.  An  HMO  that 
doses  money  is  not  necessarily  bad.  But 
an  HMO  that’s  broke  is  bad.” 

Last  year,  TDI  asked  HMOs  to  pony  up 
money  to  cover  losses  they  purposely  in- 
;|  cur  by  underpricing  their  products.  Cut- 
I throat  competition  has  motivated  them 
' to  charge  premiums  that  don’t  even  cover 
i!  costs.  “It’s  like  having  two  bags  of  sugar,” 
. Mr  Montemayor  said.  “One  costs  $1  and 
jone  costs  $1.50.  Which  one  will  you 
I buy?  Well,  employers  see  very  little  dis- 
jtinction  between  HMOs,  so  they  choose 
the  one  that  costs  less.” 

Rising  health  care  costs  nationwide 
have  forced  employers  to  get  as  much 
' as  possible  for  their  dollars.  Health  care 
I premiums  are  rising  7.5%  on  average  in 
■ 1999,  about  quadruple  the  rate  of  infla- 
i tion,  according  to  a Watson  Wyatt  study 
' conducted  in  conjunction  with  the 
; Washington  Business  Group  on  Health. 

But  Texas  HMOs  haven’t  followed 
the  national  trend  to  raise  premiums, 
i and  parent  company  subsidization  has 
kept  many  in  the  game.  The  lack  of  sub- 
sidization also  has  caused  some  to 
i struggle,  others  to  fold.  A case  in  point 
is  WellChoice,  which  TDI  placed  in  re- 


28.8  million  enrollees,  or  almost  30% 
of  all  HMO-covered  lives  in  the  country. 
Kaiser  Permanente  tops  the  list,  fol- 
lowed by  United  Healthcare,  Aetna  US 
Healthcare,  and  CIGNA  Healthcare,  ac- 
cording to  the  Scott-Levin  report.  Re- 
cent high-level  mergers  have  narrowed 
the  number  of  the  nation’s  corporate 
HMOs  since  1995  from  20  to  13. 

With  the  costs  of  technological  ad- 
vances, new  and  expensive  prescription 
drugs,  and  an  aging  population,  con- 
solidation has  become  a key  for  sur- 
vival in  the  health  care  market.  And 
with  Texas  imposing  higher  financial 
standards  on  HMOs,  it’s  possible  only 
the  big  guys  will  be  left  standing. 

Mr  Patterson  believes  consolidation 
and  mergers  can  be  a good  thing.  “There 
are  economies  of  scale  that  result  from 
mergers  and  acquisitions  that  affect  the 
bottom  line  in  a positive  manner.  I think 
we’ll  see  more  of  those.”  Mr  Patterson 
says  the  market  in  Texas  may  eventually 
have  two  or  three  “biggies,”  five  or  six 
moderately  sized  plans,  and  fewer  of  the 
small-niche  plans.  As  a result,  he  says, 
there  will  still  be  consumer  choice,  but 
not  consumer  confusion. 

Mr  Montemayor  says  the  new  finan- 
cial standards  may  indeed  kick  smaller 
plans  out  of  the  market,  especially 
those  that  have  been  financially  irre- 
sponsible. Other  plans  may  merge  or 
sell.  He  says  the  new  TDI  standards 
will  protect  consumers.  “We  want  con- 
sumers and  health  care  providers  to 
feel  secure  about  their  health  plans.”  ★ 
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enrollment 
in  Texas 

1997  Enrollment 
No.  (%) 

1997 

Rank 

1998  Enrollment 
No.  (%) 

1998 

Rank 

Prudential 

422,586 

(13.19) 

2 

509,902 

(13.53) 

1 

Humana/PCA 

433,004 

(13.51) 

1 

439,145 

(11.65) 

2 

NYLCare  of  the  Gulf  Coast 

384,576 

(12.00) 

3 

409,560 

(10.86) 

3 

Harris  Methodist 

283,396 

( 

8.84) 

4 

307,842 

( 

8.17) 

4 

United 

236,322 

( 

7.37) 

5 

301,144 

( 

7.99) 

5 

NYLCare  of  the  Southwest 

174,574 

( 

5.45) 

7 

204,442 

( 

5.42) 

6 

PacifiCare 

197,002 

( 

6.15) 

6 

188,997 

( 

5.01) 

7 

Rio  Grande 

115,850 

( 

3.61) 

10 

163,514 

( 

4.34) 

8 

Scott  & White 

142,451 

( 

4.44) 

8 

142,330 

( 

3.78) 

9 

Texas  HealthChoice 

17,711 

( 

0.55) 

21 

135,097 

( 

3.58) 

10 

Aetna  US  Healthcare 

63,603 

( 

1.98) 

14 

122,623 

( 

3.25) 

11 

Aetna  US  Healthcare  of  North  Texas 

93,439 

( 

2.92) 

12 

114,309 

( 

3.03) 

12 

SHA 

102,345 

( 

3.19) 

11 

105,936 

( 

2.81) 

13 

CIGNA 

71,525 

( 

2.23) 

13 

90,917 

( 

2.41) 

14 

Memorial  Sisters  of  Charity 

19,522 

( 

0.61) 

20 

82,316 

( 

2.18) 

15 

Americaid 

25,927 

( 

0.81) 

16 

65,273 

( 

1.73) 

16 

AmeriHealth  HMO 

4,215 

( 

0.13) 

37 

36,793 

( 

0.98) 

17 

Family  HC  Centers 

— 

47 

36,181 

( 

0.96) 

18 

Methodist  Care 

9,828 

( 

0.31) 

31 

31,351 

( 

0.83) 

19 

Community  First 

23,438 

( 

0.73) 

17 

28,281 

( 

0.75) 

20 

Texas  Childrens  Health  Plan 

12,058 

( 

0.38) 

30 

26,935 

( 

0.71) 

21 

One  Health  Plan 

15,459 

( 

0.48) 

25 

23,519 

( 

0.62) 

22 

West  Texas  Health  Plans 

21,476 

( 

0.67) 

18 

23,152 

( 

0.61) 

23 

Certus  Healthcare 

9,158 

( 

0.29) 

32 

22,359 

( 

0.59) 

24 

Mid-Con  Health  Plans 

15,815 

( 

0.49) 

24 

19,772 

( 

0.52) 

25 

HealthFirst  HMO 

12,148 

( 

0.38) 

29 

19,730 

( 

0.52) 

26 

Community  Health  Choice 

12,438 

( 

0.39) 

27 

19,503 

( 

0.52) 

27 

Vista  Health  Plan 

12,981 

( 

0.41) 

26 

15,189 

( 

0.40) 

28 

Healthplan  of  Texas 

8,731 

( 

0.27) 

33 

10,957 

( 

0.29) 

29 

Foundation  Health 

20,491 

( 

0.64) 

19 

10,827 

( 

0.29) 

30 

Presbyterian  Health  Plan 

12,171 

( 

0.38) 

28 

10,616 

( 

0.28) 

31 

Seton  Health  Plan 

7,577 

( 

0.24) 

34 

9,489 

( 

0.25) 

32 

Exclusive  Healthcare 

16,998 

( 

0.53) 

22 

8,986 

( 

0.24) 

33 

Parkland  Community  Health  Plan 

— 

46 

8,836 

( 

0.23) 

34 

Mercy  Health  Plans  of  Missouri 

5,383 

( 

0.17) 

36 

6,530 

( 

0.17) 

35 

Amil 

1,988 

( 

0.06) 

39 

6,410 

( 

0.17) 

36 

Valley  Baptist  Health  Plan 

— 

43 

5,119 

( 

0.14) 

37 

Unicare 

1,081 

( 

0.03) 

40 

2,620 

( 

0.07) 

38 

Anthem  Health  Plan 

4,141 

( 

0.13) 

38 

1,391 

( 

0.04) 

39 

Universal  Healthplan 

— 

44 

1,152 

( 

0.03) 

40 

Texas  Universities  Health  Plan 

— 

45 

531 

( 

0.01) 

41 

Physicians  Care  HMO 

124 

— 

41 

208 

( 

0.01) 

42 

Principal 

38,992 

( 

1.22) 

15 

— 

43 

Kaiser  Foundation  Health  Plan 

130,690 

( 

4.08) 

9 

— 

44 

Healthsource  North  Texas 

16,356 

( 

0.51) 

23 

— 

45 

FHP  of  New  Mexico 

— 

42 

— 

46 

Comprehensive  Health  Services 

7,428 

( 

0.23) 

35 

— 

47 

Total  3,204,998  (100.0)  3,769,784(100.0) 

Source:  Texas  Department  of  insurance 
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Searching  for  preventable  causes  of  child  mortality  in 
Texas:  trends  in  the  major  causes  from  1987  through  1996 

GEORGE  R.  KERR,  MD 
DAVID  J.  RAMSEY,  PHD 
WILLIAM  SPEARS,  PHD 


We  ranked  the  underlying  causes  of  child 
deaths  in  Texas  from  1989  through  1991 
for  the  groups  aged  1 through  4,  5 through 
9,  10  through  14,  and  15  through  19 
years.  External  causes  (injuries)  accounted 
for  66%  of  child  deaths,  and  5 accounted 
for  at  least  100  deaths  each:  motor  vehicle 
accidents,  homicide,  suicide,  drowning, 
and  burns.  Of  the  deaths  that  had  poten- 
tial for  primary  prevention,  more  than 
95%  involved  accidents,  suicide,  and 
homicide.  Of  the  smaller  number  of  deaths 
that  had  potential  for  secondary  preven- 
tion, treatment  of  infectious  conditions 
had  the  greatest  potential. 

From  1987  through  1996,  child 
deaths  from  all  causes  averaged  2498 
per  year.  Natural  causes  averaged  871 
per  year;  external  causes  averaged  1627 
per  year.  Among  the  external  causes,  an- 
nual averages  for  accidents  were  1089 
deaths;  for  motor  vehicle  accidents,  703; 
for  homicide,  334;  and  for  suicide,  187. 

We  used  linear  regression  analyses  to 
estimate  trends  in  deaths  and  mortality 
rates.  The  only  categories  that  experi- 
enced an  increased  number  of  deaths,  de- 
spite a 12%  increase  in  the  population, 
were  deaths  from  all  causes  in  the  ado- 
lescent age  groups;  from  natural  causes 
in  all  but  the  group  aged  1 through  4 
years;  from  external  causes  in  the  ado- 
lescent age  groups;  from  suicide  in  all 
but  the  group  aged  1 through  4 years; 
and  from  homicide  in  all  age  groups.  The 
increased  number  of  deaths  was  often 
lower  than  the  increase  in  the  popula- 
tion, resulting  in  lower  mortality  rates. 
The  only  mortality  rates  that  increased 
were  those  from  all  causes  in  the  group 
aged  15  through  19  years;  from  natural 
causes,  in  both  adolescent  age  groups; 
from  suicide,  in  the  group  aged  10 
through  14  years;  and  from  homicide,  in 
all  but  the  group  aged  5 through  9 years. 

These  trends  suggest  that  primary 
prevention  of  child  deaths  in  Texas 
should  focus  on  external  causes,  particu- 
larly motor  vehicle  accidents,  homicides, 
and  suicides. 


INTRODUCTION 

National  Health  Objectives  for  the 
Year  2000  (1)  include  more  than 
100  strategies  for  reducing  the 
morbidity  and  mortality  of  chil- 
dren. These  objectives  might  be 
reached  via  the  reductions  that  often 
accompany  societal  development  (2), 
but  accelerating  their  achievement  by 
some  planned  intervention  requires 
setting  priorities  for  the  causes  to  be  re- 
duced and  the  methods  to  be  used. 

The  International  Classification  of 
Diseases  (ICD)  lists  800  natural  (dis- 
ease) causes,  many  with  decimal  sub- 
codes, and  a supplemental  E code 
classihcation  (E800-E999)  for  external 
causes  such  as  accidents,  homicide,  and 
suicide  (3).  In  attempting  to  identify  and 
prioritize  causes  of  childhood  mortality 
that  offer  realistic  targets  for  prevention, 
we  examined  the  underlying  causes  of 
all  childhood  deaths  in  Texas  from  1989 
through  1991  and  trends  in  the  major 
causes  from  1987  through  1996. 

METHODS 

The  major  causes  of  infant  mortality  in 
Texas  that  offer  potential  for  either  pri- 
mary or  secondary  prevention  already 
have  been  reported  (4).  But  the  causes 
of  death  change  markedly  after  infancy, 
and  this  report  deals  with  the  underly- 
ing causes  of  death  of  Texas  children 
aged  1 through  4,  5 through  9,  10 
through  14,  and  15  through  19  years. 

The  Bureau  of  Vital  Statistics  (BVS), 
Texas  Department  of  Health,  provided  us 
with  computer  tapes  listing  the  ICD 
codes  for  the  underlying  cause  of  each 
childhood  death  that  occurred  in  Texas 
from  1989  through  1991.  Deaths  for 
each  ICD  code  were  totaled,  and  mean 
yearly  mortality  rates  were  calculated 
for  each  age  group,  per  100,000  popula- 
tion of  that  age  in  the  1990  census  (5). 
We  considered  any  ICD  code  that  aver- 
aged at  least  5 deaths  per  year  to  be  a 


major  cause.  Each  cause  of  death  was 
considered  with  regard  to  its  potential 
for  either  primary  prevention  (prevent- 
ing the  underlying  cause)  or  secondary 
prevention  (preventing  the  death  by 
treating  the  underlying  cause).  We  as- 
sumed that  deaths  from  congenital  ab- 
normalities, viral  and  fungal  infections, 
malignancies,  and  conditions  such  as  he- 
patic coma  and  cystic  fibrosis  were  not 
preventable,  even  though  some  might  be 
treatable  under  certain  conditions.  We 
also  identified  the  number  of  death  cer- 
tificates that  listed  ICD  codes  with  a “.9” 
suffix,  such  as  799.9  (other  unknown 
and  unspecified  causes),  which  pre- 
cluded any  speculation  on  their  poten- 
tial for  prevention. 

To  calculate  trends  in  the  major 
causes  of  mortality,  we  used  the  reports 
on  underlying  causes  of  mortality  pre- 
pared by  the  BVS,  and  the  population  es- 
timates prepared  by  the  Department  of 
Rural  Sociology,  Texas  A&M  University. 
To  blunt  the  effect  of  yearly  variation  in 
deaths  from  specific  causes,  linear  re- 
gressions were  calculated  for  deaths  and 
mortality  rates  from  1987  through  1996. 

RESULTS 

Results  are  presented  in  Tables  1 
through  7.  The  codes  shown  in  Tables  1 
through  4 reflect  averages  of  at  least  5 
deaths  per  year. 

Major  causes  of  death  of  children  aged 
1 through  4 years,  1989  through  1991 
Of  a total  of  1772  deaths  in  Texas  from 
391  individual  ICD  codes,  23  codes  ac- 
counted for  roughly  half  of  the  total 
(Table  1).  Injuries  accounted  for  44%  of 


Drs  Kerr  and  Ramsey,  School  of  Public  Health,  The 
University  of  Texas-Houston  Health  Science  Cen- 
ter, Houston,  Tex;  and  Dr  Spears,  Texas  Health 
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University  of  Texas-Houston  Health  Science  Cen- 
ter, PO  Box  20186,  Houston,  TX  77225. 
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all  deaths.  Potential  existed  for  primary 
prevention  of  45.9%  of  the  total  deaths, 
with  injuries  accounting  for  95%  and  the 
remainder  representing  a few  cases  of 
human  immunodeficiency  virus  (HIV) 
infection,  measles,  and  neural  tube  de- 
fects. Potential  existed  also  for  second- 
ary prevention  of  10.8%  of  the  total 
deaths  by  treating  the  underlying  causes 
— bacterial  infections,  asthma,  bronchi- 
tis, metabolic  and  seizure  disorders,  and 
surgical  conditions  such  as  Meckel’s  di- 
verticulum and  intussusception. 

Major  causes  of  death  of  children  aged 
5 through  9 years,  1989  through  1991 
Of  the  997  deaths  from  247  individual 
ICD  codes,  12  codes  accounted  for  43% 
of  the  total  deaths  (Table  2).  Injuries 
accounted  for  49%  of  all  deaths.  Poten- 
tial existed  for  primary  prevention  of 
51%  of  the  total  deaths,  with  injuries 
accounting  for  97%  and  the  remainder 
representing  a few  cases  of  HIV  infec- 
tion, congenital  syphilis,  spina  bifida, 
and  protein-calorie  malnutrition.  Po- 
tential existed  also  for  secondary  pre- 
vention of  7.2%  of  the  total  deaths  by 
treating  the  underlying  causes,  espe- 
cially bacterial  infections. 

Major  causes  of  death  of  children  aged  10 
through  14  years,  1989  through  1991 
Of  the  1107  deaths  from  286  individ- 
ual ICD  codes,  14  codes  accounted  for 
43%  of  the  total  deaths  (Table  3).  In- 
juries accounted  for  53%  of  all  deaths. 
Potential  existed  for  primary  preven- 
tion of  53.2%  of  the  total  deaths,  with 
injuries  accounting  for  98.8%  and  the 
remainder  representing  a few  cases  of 
HIV  infections  and  spina  bifida.  Poten- 
tial existed  also  for  secondary  preven- 
tion of  6.8%  of  the  total  deaths  by 
treating  the  underlying  causes,  espe- 
cially bacterial  infections. 

Major  causes  of  death  of  children  aged  15 
through  1 9 years,  1 989  through  1 991 
Of  the  3769  deaths  from  419  individ- 


Table 1.  Major  causes  of  mortality  of  Texas  children  aged  1 through  4 years,  1989  through  1991. 


ICD* 

Cause 

Deaths/3  Years 

1.  E910.8 

Other  accidental  drowning 

97 

2.  E814.7 

MVA;t  pedestrian 

93 

3.  E890.2 

Other  fire/smoke  causes 

82 

4.  E812.1 

MVA;  collision  with  MV 

78 

5.  746.9 

Unspecified  anomaly  of  heart 

56 

6.  E822.7 

MVA;  collision;  moving  object 

41 

7.  E910.9 

Accidental  drowning,  unspecified 

39 

8.  E968.9 

Assault,  unspecified  means 

36 

9.  799.9 

Other  unknown,  unspecified  cause 

29 

10.  194.0 

Malignant  neoplasm,  adrenal 

28 

11.  343.9 

Unspecified  cerebral  palsy 

26 

12.  486 

Pneumonia,  unspecified  cause 

25 

13.  485 

Bronchopneumonia,  unspecified  cause 

22 

14.  E816.1 

MVA;  loss  of  control 

21 

15.  E910.4 

Accidental  drowning,  bathtub 

21 

16.  770.7 

Chronic  respiratory;  perinatal 

20 

17.  E890.3 

Burns 

20 

18.  204.0 

Acute  lymphoid  leukemia 

19 

19.  E911 

Suffocation/choking;  food 

19 

20.  38.9 

Unspecified  septicemia 

18 

21.  191.9 

Malignant  neoplasm,  brain 

15 

22.  427.5 

Cardiac  arrest 

15 

23.  E967.9 

Battering,  unspecified  person 

15 

Deaths/3  years,  23  major  causes 

835 

% total  deaths/3  years 

47.1 

TOTAL  deaths,  all  391  causes 

1772 

TOTAL  mortality  rate,  all  391  causes 

52.5:1; 

Deaths  with  primary  prevention  potential 

814 

Deaths  from  injury  (E-code  deaths) 

773 

Deaths  with  secondary  prevention  potential 

192 

Deaths  from  bacterial  infections 

128 

* International  Classification  of  Disease  code;  E-code  causes  of  death  are  indicated  by  bold  type. 

t MVA  = motor  vehicle  accidents 

j:  Yearly  average,  per  100,000  in  the  1990  Census. 


ual  ICD  codes,  37  codes  accounted  for 
75%  of  the  total  deaths  (Table  4).  In- 
juries accounted  for  83%  of  all  deaths. 
Potential  existed  for  primary  preven- 
tion of  83.4%  of  total  deaths,  with  in- 
juries accounting  for  99%  and  the 
remainder  representing  a few  deaths 
from  HIV  infection,  substance  abuse, 
and  measles.  Potential  existed  also  for 
secondary  prevention  of  1.5%  of  the  to- 
tal deaths  by  treating  the  underlying 
causes,  especially  bacterial  infections. 


Deaths  from  external  causes,  Texas 
children,  1989  through  1991 
Table  5 summarizes  the  5039  child 
deaths  attributed  to  external  causes 
from  1989  through  1991.  These  ac- 
counted for  66%  of  all  deaths,  rising 
progressively  with  age,  and  more  than 
80%  of  the  deaths  of  children  aged  15 
through  19  years.  Of  the  various  causes 
of  death,  5 categories  (motor  vehicle 
accidents,  homicide,  suicide,  drown- 
ing, and  burns)  each  accounted  for 
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Table  2.  Major  causes  of  mortality  of  Texas  children  aged  5 through  9 years,  1989  through  1991. 


ICD* 

Cause 

Deaths/3  Years 

1.  E814.7 

MVA;t  pedestrian 

80 

2.  E812.1 

Other  MVA;  collision  with  MV 

63 

3.  E890.2 

Other  fire,  smoke 

51 

4.  E910.8 

Other  accidental  drowning 

48 

5.  191.9 

Malignant  neoplasm,  brain 

32 

6.  343.9 

Unspecified  cerebral  palsy 

29 

7.  204.0 

Acute  lymphoid  leukemia 

27 

8.  E813.6 

MVA;  collision;  other  vehicle 

23 

9.  277.0 

Cystic  fibrosis 

19 

10.  E965.4 

Assault;  unspecified  firearm 

19 

11.  E910.2 

Accidental  drowning,  recreation 

18 

12.  E910.9 

Accidental  drowning,  unspecified 

15 

Deaths/3  years,  12  major  causes 

424 

% total  deaths/3  years 

43.4 

TOTAL  deaths,  all  247  causes 

977 

TOTAL  mortality  rate,  all  247  causes 

23  At 

Deaths  with  primary  prevention  potential 

498 

Deaths  from  injury  (E-code  deaths) 

483 

Deaths  with  secondary  prevention  potential 

70 

Deaths  from  bacterial  infections 

31 

* International  Classification  of  Disease  code;  E-code  causes  of  death  are  indicated  by  bold  type, 
t MVA  = motor  vehicle  accidents 
t Yearly  average,  per  100,000  in  the  1990  Census. 


more  than  100  deaths  during  the  3- 
year  period. 

Motor  vehicle  accidents  (E810-E825) 
accounted  for  27.8%  of  total  deaths  and 
42.1%  of  deaths  from  external  causes. 
Homicide  accounted  for  13.4%  of  total 
deaths  and  20.3%  of  deaths  from  exter- 
nal causes.  Suicide  accounted  for  7.8% 
of  total  deaths  and  1 1 .8%  of  deaths  from 
external  causes.  Drowning  claimed  5.8% 
of  the  total  and  8.8%  of  all  deaths  from 
external  causes.  Eirearms  were  involved 
in  1366  deaths:  17.9%  of  all  deaths, 
27.1%  of  deaths  from  external  causes, 
69.7%  of  suicide  deaths,  73.8%  of  homi- 
cide deaths,  and  47.6%  of  deaths  of  un- 
determined intent. 

Trends  in  deaths  and  mortality  rates 
from  all  causes,  Texas  children,  1 987 
through  1996 

During  the  decade  from  1987  through 


1996,  the  total  number  of  child  deaths 
averaged  2498  per  year,  with  almost 
half  in  the  group  aged  15  through  19 
years  (Table  6).  Linear  regression  esti- 
mated a reduction  of  44  deaths  per  year 
over  the  decade,  the  net  of  150  fewer 
deaths  per  year  among  children  aged  1 
through  4 years,  31  fewer  deaths  in 
those  aged  5 through  9 years,  and  in- 
creases of  69  and  68  deaths  per  year  in 
the  groups  aged  10  through  14  years 
and  15  through  19  years.  The  total  pop- 
ulation of  children  increased  by  12.4%. 
Linear  regression  estimated  an  annual 
reduction  of  7 deaths  per  100,000  chil- 
dren over  the  decade,  with  reductions 
in  all  groups  except  the  children  aged 
15  through  19  years  (Table  7). 

Trends  in  deaths  and  mortality  rates 
from  natural  causes,  Texas  children, 
1987  through  1996 


Deaths  from  natural  causes  (ICD  001- 
799)  averaged  871  per  year  (34.9%)  of 
all  deaths  (Table  6).  Linear  regressions 
estimated  an  increase  of  28  deaths  per 
year  over  the  decade.  Table  7 shows 
linear  regression  estimates  of  reduc- 
tions in  the  mortality  rate  over  the 
decade  for  the  younger  age  groups  but 
increases  for  the  groups  from  10 
through  19  years. 

Trends  in  deaths  and  mortality  rates 
from  external  causes,  Texas  children, 
1987  through  1996 

Deaths  from  external  causes  (ICD 
E800-E999)  averaged  1627  (65.1%) 
per  year  of  all  deaths  (Table  6).  Linear 
regression  estimated  fewer  deaths  over 
the  decade  among  the  populations 
aged  1 through  9 years,  and  increases 
for  those  aged  10  through  19  years. 
Table  7 shows  linear  regression  esti- 
mates of  reductions  in  the  mortality 
rates,  with  the  largest  being  in  children 
aged  1 through  4 years.  Even  though 
deaths  increased  in  the  populations 
aged  10  through  19  years,  the  rate  of 
increase  was  less  than  that  of  the  pop- 
ulation growth. 

Trends  in  deaths  and  mortality  rates 
from  accidents,  Texas  children,  1987 
through  1996 

Deaths  from  accidents  (ECD  E800-E949) 
averaged  1089  (43.58%)  per  year  of  all 
deaths.  Linear  regression  estimated  284 
fewer  deaths  per  year  over  the  decade 
(Table  6) . Linear  regression  estimated  re- 
ductions in  deaths  and  in  the  mortality 
rate  (Table  7)  over  the  decade  for  all  age 
groups. 

Trends  in  mortality  rates  from  some 
major  causes  of  accident  deaths,  Texas  j 
children,  1987  through  1996  : 

Table  6 shows  deaths  and  linear  regres-  i 
sions  for  burns  and  fire  (E890-E899),  I 
drowning  (E910),  aspiration  and  suffo-  i 
cation  from  food  and  other  items] 
(E911-E915),  and  firearm  missile  acci-j 
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Table  3.  Major  causes  of  mortality  of  Texas  children  aged  fO  through  14  years,  1989  through  1991. 


ICD* 

Cause 

Deaths/3  Years 

1.  E812.1 

Other  MVA;t  collision  with  MV 

63 

2.  E965.4 

Assault;  unspecified  firearm 

61 

3.  E814.7 

MVA;  pedestrian 

51 

4.  E922.9 

Accidental  gunshot  wound,  NOS$ 

43 

5.  E955.4 

Suicide;  unspecified  firearm 

41 

6.  E813.6 

MVA;  collision  with  MV 

35 

7.  E816.3 

MVA;  loss  of  control 

33 

8.  E910.8 

Other  accidental  drowning 

33 

9.  343.9 

Unspecified  cerebral  palsy 

26 

10.  204.0 

Acute  lymphoid  leukemia 

25 

11.  191.9 

Malignant  neoplasm,  brain 

18 

12.  493.9 

Asthma;  unspecified 

17 

13.  E910.2 

Accidental  drowning,  recreation 

16 

14.  746.9 

Unspecified  congenital  anomaly;  heart 

15 

Deaths/3  years. 

14  major  causes 

477 

% total  deaths/3  years 

43.1 

TOTAL  deaths,  all  286  causes 

1107 

TOTAL  mortality  rate,  all  286  causes 

28.6  § 

Deaths  with  primary  prevention  potential 

589 

Deaths  from  injury  (E-code  deaths) 

582 

Deaths  with  secondary  prevention  potential 

75 

Deaths  from  bacterial  infections 

25 

* International  Classification  of  Disease  code;  E-code  causes  of  death  are  indicated  by  bold  type, 
t MVA  = motor  vehicle  accidents 
NOS  = not  otherwise  specified 
§ Yearly  average,  per  100,000  in  the  1990  Census. 


dents  (E922).  The  mortality  rates  from 
these  causes  all  declined  over  the 
decade. 

Trends  in  deaths  and  mortality  rates 
from  motor  vehicle  accidents,  Texas 
children,  1987  through  1996 
Child  deaths  from  motor  vehicle  acci- 
dents (E810-E825)  averaged  703,  or 
28.2%,  per  year  of  all  deaths  and  64.6% 
of  all  accident  deaths  (Table  6).  Linear 
regressions  estimated  reductions  in 
deaths  of  all  groups  except  for  a slight 
increase  in  deaths  of  children  aged  10 
through  14  years,  and  reductions  in  the 
mortality  rates  for  all  age  groups. 

Trends  in  deaths  and  mortality  rates 
from  suicide,  Texas  children,  1987 
through  1996 

Deaths  from  suicide  (E950-E959)  aver- 
aged 187  (7.5%)  per  year  of  all  deaths 
(Table  6).  The  largest  proportion 
(86.7%)  was  in  the  population  aged  15 
through  19  years,  but  13%  occurred 
among  children  aged  10  through  14 
years.  Linear  regressions  estimated  an 
increase  in  suicide  deaths  over  the 
decade  in  the  groups  aged  10  through 
19  years.  Linear  regression  for  mortal- 
ity rates  (Table  7)  estimated  a slight  re- 
duction as  the  rate  of  increase  was  less 
than  the  rate  of  population  growth,  ex- 
cept in  the  group  aged  10  through  14 
years. 

Trends  in  deaths  and  mortality  rates 
from  homicide,  Texas  children,  1987 
through  1996 

Deaths  from  homicide  (E960-E969) 
averaged  334  (13.3%)  per  year  of  all 
deaths  (Table  6).  Linear  regression  esti- 
mated an  increase  in  deaths  over  the 
decade  for  all  age  groups.  Firearms  and 
explosives  were  involved  in  177  of  the 
208  homicide  deaths  in  the  population 
aged  15  through  19  years  in  1996.  Lin- 
ear regression  for  homicide  rates  (Table 
7)  estimated  an  increase  in  all  groups 
except  for  ages  5 through  9 years. 


DISCUSSION 

Vital  statistics  reflect  the  number  of 
deaths  in  relation  to  the  size  of  the 
population.  A lower  mortality  rate  may 
reflect  a lower  incidence  of  the  prob- 
lem, fewer  deaths,  increased  popula- 
tion growth,  or  some  combination  of 
the  three.  A higher  mortality  rate,  con- 
current with  population  growth,  re- 
flects increased  deaths  and  usually 
indicates  a priority  public  health  issue. 
Mortality  rates  tend  to  decline  with  so- 
cietal development,  probably  the  result 
of  population  growth,  and  static  or 
fewer  deaths  mediated  by  increased  so- 
cioeconomic status,  reduced  environ- 
mental hazards,  and  increased  ability 
to  prevent  and  treat  specific  diseases. 

The  earliest  vital  statistics  indicated 


that  the  major  causes  of  death  were  in- 
fectious and  contagious  diseases  (6,7). 
Only  as  these  were  prevented  or 
treated  did  other  causes  of  death,  such 
as  preterm  birth,  congenital  abnormal- 
ities, and  injuries,  move  up  in  the  order 
of  causes  of  child  death. 

In  the  United  States,  the  first  na- 
tional data  on  causes  of  death  in  child- 
hood were  reported  in  the  7th  census 
of  1850  (8).  In  ranked  order,  the  causes 
of  death  of  children  aged  1 through  4 
years  were  diarrhea  and  dysentery, 
scarlet  fever,  croup,  “fever,”  whooping 
cough,  pneumonia,  cephalitis,  and  ac- 
cidents. For  children  5-9  years,  the  ma- 
jor causes  were  diarrhea  and  dysentery, 
scarlet  fever,  “fever,”  accidents,  typhoid 
fever,  croup,  dropsy,  cephalitis,  pneu- 
monia, and  consumption.  For  children 
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Table  4.  Major  causes  of  mortality  of  Texas  children  aged  15  throughl9  years,  1989  through  1991. 


ICD- 

Cause 

Deaths/3  Years 

1.  E965.4 

Assault;  unspecified  firearm 

576 

2.  E955.4 

Suicide;  unspecified  firearm 

303 

3.  E812.0 

Other  MVA;t  collision  with  MV  (driver) 

214 

4.  E815.0 

Other  MVA;  collision,  highway  (driver) 

184 

5.  E812.1 

Other  MVA;  collision  with  MV  (passenger) 

182 

6.  E815.1 

Other  MVA;  collision,  highway  (passenger) 

158 

7.  E816.0 

MVA;  no  collision 

143 

8.  E814.7 

MVA;  collision;  pedestrian 

104 

9.  E953.0 

Suicide;  hanging 

90 

10.  E816.1 

MVA;  loss  of  control 

88 

11.  E922.9 

Accidental  firearm,  shotgun 

79 

12.  E966 

Assault;  cutting/piercing 

78 

13.  E910.8 

Other  drowning 

69 

14.  E965.1 

Assault;  shotgun 

53 

15.  E812.2 

Other  MVA;  collision  with  MV 

46 

16.  E910.2 

Accidental  drowning,  recreation 

44 

17.  E819.9 

MVA;  unspecified 

43 

18.  E955.1 

Suicide;  shotgun 

34 

19.  204.0 

Acute  lymphoid  leukemia 

28 

20.  E815.2 

Other  MVA;  collision,  highway  (motorcyclist) 

25 

21.  359.1 

Hereditary  muscular  dystrophy 

24 

22.  E963 

Assault;  hanging/strangulation 

21 

23.  191.9 

Malignant  neoplasm;  brain 

20 

24.  205.0 

Acute  myeloid  leukemia 

19 

25.  E955.0 

Suicide;  handgun 

19 

26.  E968.9 

Assault;  unspecified 

19 

27.  343.9 

Unspecified  cerebral  palsy 

18 

28.  E810.0 

MVA;  collision  with  train  (driver) 

18 

29.  E812.9 

Other  MVA;  collision  with  MV 

17 

30.  E813.6 

MVA;  collision;  MV 

17 

31.  E950.3 

Suicide;  tranquilizers 

17 

32.  E985.4 

Injury;  unspecified  firearm 

17 

33.  799.9 

Other  unknown,  unspecified 

16 

34.  425.4 

Other  primary  cardiomyopathy 

15 

35.  493.9 

Unspecified  asthma 

15 

36.  E810.1 

MVA;  collision  with  train  (passenger) 

15 

37.  E816.9 

MVA;  loss  of  control 

15 

Deaths/3  years,  37  major  causes 

2843 

% total  deaths/3  years 

75.4 

TOTAL  deaths,  all  419  causes 

3769 

TOTAL  mortality  rate,  all  419  causes 

95.51: 

Deaths  with  primary  prevention  potential 

3144 

Deaths  from  injury  (E-code  deaths) 

3113 

Deaths  with  secondary  prevention  potential 

55 

Deaths  from  bacterial  infections 

19 

* International  Classification  of  Disease  code;  E-code  causes  of  death  are  indicated  by  bold  type, 
t MVA  = motor  vehicle  accidents 
i Yearly  average,  per  100,000  in  the  1990  Census. 


aged  10  through  19  years,  the  main 
causes  were  diarrhea  and  dysentery, 
consumption,  typhoid  fever,  “fever,”  ac- 
cidents, pneumonia,  dropsy,  cephalitis, 
and  scarlet  fever. 

Between  1850  and  1900,  mortality 
rates  fell  from  2395  to  1629  per 
100,000  children  aged  1 through  4 
years;  from  669  to  414  per  100,000  chil- 
dren aged  5 through  9 years;  and  from 
528  to  400  per  100,000  children  aged 
10  through  19  years  (9).  Infectious  dis- 
eases remained  the  major  causes  of 
death,  but  accidents  and  injuries  were 
moving  up  in  the  ranking  of  causes. 

By  1960,  primary  prevention  of 
many  contagious  diseases  had  been  ac- 
complished through  immunization, 
and  secondary  prevention  through  im- 
proved medical  and  surgical  therapies 
had  prevented  many  deaths  (10).  Be- 
tween 1900  and  1960,  mortality  rates 
fell  from  104  to  27  per  100,000  chil- 
dren aged  1 through  4 years;  from 
1629  to  109  per  100,000  children  aged 
5 through  9 years;  and  from  400  to  135 
per  100,000  children  aged  10  through 
19  years.  Accidents  were  the  leading 
cause  of  death  at  all  ages  except  in- 
fancy. And  suicide  and  homicide  had 
become  increasingly  important  as 
causes  of  death  in  adolescence. 

Between  1960  and  1990,  childhood 
mortality  rates  continued  to  fall  in  the 
United  States,  with  deaths  either 
falling  or  rising  at  a slower  rate  than 
the  growth  rate  of  the  population  (11). 
In  Texas,  total  childhood  deaths  fell 
from  10,212  to  4561  (mainly  reflecting 
a reduction  of  deaths  in  infancy  from 
7214  to  2080)  (12,13).  Deaths  of  chil- 
dren aged  1 through  4 years  fell  also 
from  1240  to  511;  of  children  aged  5 
through  9 years,  from  574  to  354;  and 
of  those  aged  10  through  14  years, 
from  477  to  363.  However,  deaths  ofj 
children  aged  15  through  19  years  rose 
from  707  to  1263.  | 

Another  value  of  vital  statistics  is  the  j 
ability  to  prioritize  specific  causes  of| 
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death  and  disease  for  prevention.  Sev- 
eral years  ago  (4),  we  examined  the  po- 
tential for  prevention  of  deaths  of  Texas 
infants,  concluding  that,  of  the  2545  in- 
fant deaths  that  occurred  during  1990, 
potential  existed  for  primary  prevention 
of  at  least  some  of  783  deaths: 

• By  having  infants  sleep  in  the  supine 
position  to  prevent  some  deaths 
from  sudden  infant  death  syndrome; 

• By  administering  Surfactant  to  pre- 
vent some  deaths  from  respiratory 
complications  of  preterm  birth; 

• By  administering  paraconceptual 
folic  acid  to  prevent  some  deaths 
from  neural  tube  defects; 

• By  increased  parental  supervision  to 
prevent  some  deaths  from  accidents 
and  injury;  and 

• By  optimal  preventive  practices  to 
prevent  some  infant  deaths  from  ob- 
stetric/neonatal causes. 

Potential  existed  also  for  secondary 
prevention  of  at  least  some  of  1127  in- 
fant deaths: 

• By  optimal  therapy  for  neonatal 
conditions; 

• By  optimal  antibiotic  therapy  for 
bacterial  infections; 

• By  therapeutic  Surfactant  for  respi- 
ratory complications  of  preterm 
birth;  and 

• By  optimal  therapeutic  management 
of  obstetric,  medical,  and  surgical 
conditions. 

The  present  study  followed  the 
same  protocol.  The  main  conclusion 
was  that,  after  infancy,  relatively  few 
causes  of  mortality  were  open  to  pri- 
mary prevention,  and,  as  with  national 
statistics  (14,15),  most  of  these  in- 
volved external  causes  such  as  acci- 
dents, suicide,  and  homicide.  Even 
fewer  were  open  to  secondary  preven- 
tion, with  treatment  of  infectious  dis- 
eases offering  the  greatest  potential. 


'/tihle  5.  Child  deaths  from  external  causes,  Texas,  1989  through  1991. 


Id):  E-code 

Causes 

1-4 

Ages  (Years) 

5-9  10-14 

15-19 

Total 

Accidents  (E800-E949) 
E800-807 

Railway 

3 

2 

3 

14 

22 

E810-819 

Motor  vehicle  accident 

229 

216 

267 

1345 

2057 

.0 

Driver 

1 

3 

22 

565 

591 

.1 

Passenger 

125 

100 

95 

460 

780 

.2 

Motorcyclist 

- 

8 

87 

95 

.3 

Motorcyclist  passenger 

- 

1 

36 

14 

51 

.6 

Pedal  cyclist 

2 

23 

37 

17 

79 

.7 

Pedestrian 

93 

80 

51 

105 

329 

.5, .8,. 9 

Others,  unspecified 

8 

9 

18 

97 

132 

E820-825 

Motor  vehicle,  non-traffic 

44 

7 

8 

6 

65 

E826-829 

Other  road  vehicle  accident 

3 

3 

6 

3 

15 

E830-845 

Water,  air,  space  transport 
(except  E830,832) 

0 

0 

4 

11 

15 

E850-869 

Poisoning 

13 

1 

7 

57 

78 

E870-879 

Medical  misadventures 

6 

2 

3 

2 

13 

E880-888 

Falls 

14 

4 

4 

21 

43 

£890-899,924,926 

Burns 

113 

62 

19 

14 

208 

E900-909 

Natural  causes 

8 

9 

7 

6 

30 

E910,  830,832 

Drownings 

163 

88 

62 

129 

442 

E911-913 

Inhalation/stiffocation 

45 

14 

13 

12 

84 

E914-929 

Other  accidents 

35 

41 

74 

154 

304 

(with  firearm  missiles) 

(4) 

(17) 

(55) 

(102) 

(178) 

All  accidents 

676 

449 

477 

1774 

3376 

Suicide  (E950-959) 

. 

2 

70 

522 

594 

(with  firearms) 

(-) 

(-) 

(47) 

(367) 

(414) 

Homicide  (E960-969) 

98 

39 

98 

787 

1022 

(with  firearms) 

(14) 

(20) 

(74) 

(646) 

(754) 

Legal  intervention  (E970-978) 

- 

- 

- 

5 

5 

Undetermined  intent  (E980-989) 

9 

1 

7 

25 

42 

(with  firearms) 

(-) 

(-) 

(3) 

(17) 

(20) 

Total  deaths  from  injury  (E-codes) 

783 

491 

652 

3113 

5039 

Total  deaths  from  all  causes 

1772 

977 

1107 

3769 

7625 

Injury  (E-code)  deaths,  % of  total 

44.2 

50.3 

58.9 

82.6 

66.1 

Five  categories  accounted  for  more 
than  100  child  deaths  each  from  1989 
through  1991: 

• Motor  vehicle  deaths  (2122  deaths). 
We  do  not  know  what  proportion  of 
these  “accidents”  involved  alcohol  or 
other  substance  abuse,  but  national 


estimates  suggest  that  as  many  as 
one  third  of  adolescents  involved  in 
fatal  crashes  may  be  intoxicated 
(16).  National  estimates  suggest  also 
a high  frequency  of  nonuse  or  mis- 
use of  safety  belts  (16). 

• Homicide  (1022  deaths).  Firearms 
were  involved  in  73.8%  of  those 
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Table  6.  Trends  in  deaths  from  major  causes  in  Texas  children,  1987  through  1996. 


10-Year  Average  Deaths 
and  Linear  Regressions, 

1987-1996* 

Ages  (Years) 

All 

1-4 

5-9 

10-14 

15-19 

All  causes 

566 

330 

368 

1234 

2498 

Regression  over  decade 

-150 

-31 

-1-69 

-t68 

-44 

Natural  causes 

308 

168 

157 

238 

871 

Regression  over  decade 

-78 

+ 7 

-t-54 

-1-46 

1-28 

External  causes 

258 

162 

211 

906 

1537 

Regression  over  decade 

-72 

-37 

-1-15 

-1-22 

-72 

Accidents 

222 

147 

151 

569 

1089 

Regression  over  decade 

-86 

-41 

-13 

-145 

-284 

Fire 

65 

Regression  over  decade 

-32 

Drowning 

139 

Regression  over  decade 

-41 

Inhalation/suffocation 

27 

Regression  over  decade 

-13 

Firearm  accidents 

49 

Regression  over  decade 

-25 

Motor  vehicle  accidents 

87 

81 

88 

447 

703 

Regression  over  decade 

-20 

-6 

0 

-106 

-131 

Suicide 

0 

1 

24 

162 

187 

Regression  over  decade 

0 

•t-0.3 

-t-14 

+ 6 

1-20 

Homicide 

32 

15 

33 

254 

334 

Regression  over  decade 

+ 12 

+3 

+ 12 

-t-154 

-1180 

* Regressions  indicate  change  in  numbers  of  deaths  per  year  over  the  decade. 


deaths  (84%  of  teen  homicides  na- 
tionally) (16).  The  toll  from  firearm- 
associated  homicides  in  African 
Americans  aged  15  through  19  years 
(335  deaths  over  the  3-year  period) 
reflects  a particularly  urgent  public 
health  problem. 

Suicide  (594  deaths).  In  Texas, 
firearms  were  used  in  69.7%  of  the 
suicides  from  1989  through  1991 
(compared  with  67%  of  juvenile  sui- 
cides nationally)  (16). 

Drowning  (442  deaths,  mostly  acci- 
dental drowning  in  swimming 
pools)  and  burns  (208  deaths).  The 


last  2 priority  causes  of  childhood 
deaths  are  drowning  and  burns. 
Their  reductions  over  the  past 
decade  suggest  that  preventive 
strategies  should  focus  on  the  top  3 
causes  (motor  vehicle,  homicide, 
and  suicide). 

Analysis  of  the  trends  in  major 
causes  of  mortality  from  1987  through 
1996  indicated  that  deaths  from  many 
causes  have  decreased,  either  through 
primary  or  secondary  prevention.  The 
only  increases  involved  deaths  from  all 
causes  in  children  aged  10  through  14 


and  15  through  19  years;  deaths  from 
natural  causes  at  all  ages  except  1 
through  4 years;  deaths  from  external 
causes  in  children  aged  10  through  14 
and  15  through  19  years;  deaths  from 
suicide  in  all  but  the  group  aged  1 
through  4 years;  and  deaths  from 
homicide  in  all  age  groups.  Some  of 
these  increases  were  too  small  to  have 
statistical  significance. 

For  many  causes,  even  if  the  num- 
bers of  deaths  increased  over  the 
decade,  the  increase  was  lower  than 
the  population  growth,  and  the  only 
mortality  rates  that  increased  were 
those  for  all  causes  in  the  group  aged 
15  through  19  years;  for  natural  causes 
in  children  aged  10  through  14  and  15 
through  19  years;  for  suicide  in  chil- 
dren aged  10  through  14  years;  and  for 
homicide  in  all  but  the  children  aged  5 
through  9 years.  Many  of  these  in- 
creases also  were  too  small  to  have  sta- 
tistical significance.  But  the  trends 
suggest  priorities  among  child  popula- 
tions and  causes  of  death  to  be  consid- 
ered for  preventive  strategies:  those 
with  the  highest  numbers  of  deaths 
and  those  for  which  the  mortality  rates 
are  rising  most  rapidly. 

The  main  concerns  are  clearly  the 
external  causes  of  death,  which,  even  if 
the  overall  mortality  rate  is  falling,  av- 
erage more  than  1600  deaths  each 
year;  most  of  these  deaths  are  at  least 
theoretically  preventable.  Among  the 
various  external  causes,  deaths  and 
mortality  rates  for  accidents  are  de- 
creasing in  all  age  groups  but  still  aver- 
age more  than  1000  deaths  per  year. 
Deaths  and  mortality  rates  for  motor 
vehicle  accidents  also  are  decreasing  in 
all  age  groups  but  average  more  than 
700  deaths  each  year,  indicating  the 
most  urgent  need  for  both  primary  and 
secondary  preventive  strategies.  Homi- 
cide deaths  average  334  per  year  and 
are  of  particular  concern  because  homi- 
cide is  the  only  external  cause  of  death 
in  which  deaths  and  mortality  rates  are 
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rising  for  most  ages.  Suicide  deaths 
(187  deaths  per  year)  must  be  an  im- 
portant target  for  primary  prevention 
because  they  reflect  adolescent  despair 
over  the  future.  And  needing  to  be 
monitored  closely  in  the  future  are  the 
deaths  from  natural  causes  during  ado- 
lescence because  they  are  increasing 
faster  than  the  population  and  can  be 
targeted  for  secondary  prevention  by 
the  health  care  system. 

These  types  of  analyses  carry  obvi- 
ous limitations.  To  prove  by  vital  statis- 
tics that  any  individual  death  could 
have  been  prevented  is  impossible.  But 
vital  statistics  focus  on  types  of  deaths 
and,  with  sufficient  numbers,  we  can 
reasonably  conclude  that  at  least  some 
might  be  preventable.  Another  limita- 
tion involves  the  incomplete  informa- 
tion on  some  death  certificates:  in  662 
(15%)  of  the  4500  child  deaths  in 
1996,  the  ICD  code  for  the  underlying 
cause  on  the  death  certificate  ended  in 
a “.9”  suffix,  meaning  that  neither 
cause  nor  preventive  strategies  could  be 
determined.  And  of  those  662  children, 
331  (50%)  did  not  have  an  autopsy.  So, 
clearly,  the  provision  of  information  on 
death  certificates  must  be  improved  for 
vital  statistics  to  identify  potentially 
preventable  child  deaths.  A limitation 
of  linear  aggression  analysis  is  that  it 
may  mask  the  start  of  important  trends. 
For  example,  deaths  from  motor  vehicle 
accidents  increased  by  195  between 
1995  and  1996,  mostly  in  the  group 
aged  15  through  19  years.  Whether  this 
increased  mortality  reflected  the  in- 
creased speed  limit  legislated  for  Texas 
in  1996  and  whether  it  will  continue  to 
rise  must  be  determined.  And  after  a 
fairly  steady  rise  of  homicide  deaths  be- 
tween 1987  and  1994  (from  170  to  416 
deaths  per  year),  a sharp  decrease  oc- 
curred from  416  deaths  in  1994  to  379 
in  1995,  and  to  288  deaths  in  1996. 
Whether  this  gratifying  trend  will  con- 
tinue also  will  have  to  be  determined. 

Finally,  age  and  gender  differences 


Table  7.  Mortality  rates  from  major  causes  in  Texas  children,  1987  through  1996, 


10-Year  Average  Mortality  Rates  (MR) 
and  Linear  Regressions, 

1987-1996* 

Ages  (Years) 

All 

1-4 

5-9 

10-14 

15-19 

MR  from  all  causes 

46.6 

23.6 

24.3 

80.3 

46.6 

Regression  over  decade 

-18.1 

-6.5 

-0.1 

+ 1.0 

-7.0 

MR  from  natural  causes 

19.9 

12.0 

11.5 

17.1 

16.2 

Regression  over  decade 

- 9.5 

-1.6 

-11.8 

+ 2.5 

-1.6 

MR  from  external  causes 

21.1 

11,6 

15.5 

72.2 

27.3 

Regression  over  decade 

-8.7 

-4.8 

-1.9 

-2.7 

-5.4 

MR  from  accidents 

18.3 

10.5 

11.2 

40.7 

18.8 

Regression  over  decade 

-9.3 

-4.9 

-3.1 

-12.3 

-11.5 

MR  from  fire,  all  ages 

1.21 

Regression  over  decade 

-0.8 

MR  from  drowning,  all  ages 

2.59 

Regression  over  decade 

-1.1 

MR  from  inhalation/choking,  all  ages 

0.50 

Regression  over  decade 

-0.3 

MR  from  firearm  missile  accidents 

0.94 

Regression  over  decade 

-0.6 

MR  motor  vehicle  accidents 

7.1 

5.8 

6.5 

32.1 

13.4 

Regression  over  decade 

-2.5 

-1.7 

-1.2 

-9.0 

-4.3 

MR  from  suicide 

0 

.05 

1.8 

11.7 

3.5 

Regression  over  decade 

- 

0 

-10.6 

-0.1 

-0.1 

MR  from  homicide 

2.64 

1.0 

2.4 

18.4 

5.9 

Regression  over  decade 

-10.6 

0 

-10.4 

+ 10.2 

+ 2.8 

*Average  MRs  indicate  average  yearly  deaths/ 100,000  children  over  the  1987-1996  decade.  Regressions 
indicate  the  net  change  in  the  mortality  rate  per  100,000  children  over  the  decade. 


in  mortality  rates  from  specific  causes 
must  be  recognized  in  planning  pre- 
ventive strategies:  for  example,  the 
mortality  rate  for  all  external  causes  of 
Texas  adolescents  aged  15  through  19 
years  in  1996  was  67.2  per  100,000 
but  varied  from  26.6  per  100,000  in 
black  females  to  111.1  per  100,000  in 
Hispanic  males.  The  rate  for  motor  ve- 
hicle accident  deaths  was  34.5  per 

100,000  but  varied  from  13.6  per 

100,000  in  Hispanic  females  to  53.6 
per  100,000  Anglo  males.  And  the 
overall  rate  for  homicide  deaths  was 


14.0  per  100,000  but  varied  from  3.2 
per  100,000  white  females  to  50.9  per 

100.000  black  males  (13).  Such  differ- 
ences must  be  incorporated  into  the 
design  of  preventive  strategies. 
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Recent  research  on  adolescent  mothers 
and  the  age  of  their  sexual  partners  has 
stimulated  discussion  of  whether  legal 
action  should  be  taken  against  adult 
men  who  engage  in  sexual  intercourse 
with  minors.  A nonrandom  poll  that 
started  as  casual  questions  but  extended 
over  6 months  to  52  doctors  initiated 
this  review.  It  became  apparent  that  the 
primary  care  physicians  (pediatrics, 
family  medicine,  and  internal  medicine) 
had  little,  if  any,  understanding  of  some 
key  legal  facts  in  Texas  associated  with 
adolescent  sexuality  and  pregnancy,  es- 
pecially when  adult  partners  are  in- 
volved. This  article  provides  a legislative 
overview  for  practitioners  in  an  attempt 
to  clarify  the  law,  remediate  any  defi- 
ciency of  knowledge,  and  remind  physi- 
cians of  their  role  in  reporting  sexual 
abuse  of  minors. 


Dr  Smith,  professor,  and  Dr  Mumford,  professor 
and  associate  dean,  Population  Program,  Baylor 
College  of  Medicine.  Send  reprint  requests  to  Dr 
Smith,  Teen  Health  Clinic,  Baylor  College  of  Med- 
icine, One  Baylor  Plaza,  Texas  Medical  Center, 
Houston,  TX  77030. 


Legal  issues  associated  with  sexual  activity  between 
adults  and  minors  in  Texas:  a review 


PEGGY  B.  SMI  TH,  PHD 
DAVID  M.  MUMFORD,  MD 
SANDRA  FOREMAN,  JD 

INTRODUCTION 

Adolescent  pregnancy  has  an  im- 
pact on  all  segments  of  society, 
rural  and  urban,  although  the 
latter  has  been  better  docu- 
mented. In  spite  of  medical,  so- 
cial, and  educational  interventions 
targeted  at  US  inner-city  youth,  teen 
pregnancy  persists  as  an  important  so- 
cial, health,  and  legal  concern.  Al- 
though the  national  birth  rate  among 
us  teens  aged  15  to  19  years  has  de- 
clined during  the  period  1992-1995 
(1),  the  number  of  nonmarital  births  to 
teens  quadrupled  after  1960,  and  the 
number  of  marital  teen  births  has  de- 
clined substantially. 

With  welfare  reform  under  way  and 
the  desire  to  reduce  nonmarital  births, 
state  policymakers  are  evaluating  the 
legality  of  the  sexual  relations  between 
adult  men  and  minors.  Such  steps  have 
generated  policy  questions  within  the 
health  care  community  in  reporting 
such  situations.  The  purpose  of  this  pa- 
per is  to  provide  an  overview  of  con- 
temporary research  on  teenage 
pregnancy,  especially  concerning  age  of 
consent  and  the  age  of  the  male  part- 
ner. Attention  will  be  focused  on  exist- 
ing statutes  by  legal  codes  and  their 
relationship  to  child  abuse,  sexual  as- 
sault, and  statutory  rape. 

NONCONSENSUAL  SEX  WITH 
MINORS 

Until  recent  times,  the  issue  of  sexual  as- 
sault of  teenagers  has  been  underre- 
ported. This  may  be  due  in  part  to 
society’s  conflicting  attitudes  concern- 
ing consent,  sexual  intercourse,  and 
rape.  Significant  numbers  of  adolescents 
and  children,  however,  are  victims  of 
sexual  assault,  often  involving  multiple 
encounters.  Twenty-nine  percent  of  all 
forcible  rapes  occurred  when  the  victim 
was  younger  than  11  years,  while  an- 
other 32%  occurred  between  the  ages  of 


11  and  17  years.  The  Alan  Guttmacher 
Institute  (2)  reports  that  young,  sexually 
experienced  teenagers  are  likely  to  have 
had  involuntary  sex.  Seventy-four  per- 
cent of  women  who  had  intercourse  be- 
fore age  14  years  and  60%  of  those  who 
had  sex  before  age  15  years  report  hav- 
ing had  sex  involuntarily. 

CONSENSUAL  SEX  WITH  MINORS 

Not  all  sexual  encounters  among  ado- 
lescent girls,  however,  are  coerced. 
Nevertheless,  many  of  the  fathers  in- 
volved in  teenage  pregnancies  are 
adults.  Statistically,  more  adolescent 
women  than  teenage  men  become  par- 
ents each  year.  While  18%  of  women 
aged  15  to  17  years  who  have  had  in- 
tercourse become  pregnant  each  year, 
only  about  4%  of  the  fathers  are 
teenagers  (2).  Moreover,  of  the  men  in- 
volved in  pregnancies  with  women 
younger  than  18  years,  only  26%  are 
estimated  to  have  been  that  young 
themselves,  35%  are  aged  18-19  years, 
and  39%  are  at  least  aged  20  years.  No- 
table age  differences  between  partners 
raise  concerns  about  how  assertive 
adolescent  girls  can  be  in  insisting  that 
their  partners  use  condoms  to  prevent 
pregnancy  and  disease. 

TEXAS  STATUTES 

Concern  over  such  age  differences  is 
Ending  its  way  into  public  policy  and 
the  legislative  process  that  generates 
laws  covering  sexual  exploitation.  Eor 
example,  the  age  of  consent  is  set  at  17 
years,  and  sexual  relations  are  discour- 
aged between  young  adolescents  and 
adults.  However,  if  the  older  man  sup- 
ports the  young  mother  and  her  bio- 
logical parents,  does  it  make  the 
relationship  acceptable?  Does  the  ap- 
propriateness change  if  the  parents 
give  their  active  or  passive  consent  for 
such  liaisons?  What  is  an  appropriate 
age  of  consent? 
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Table  1 . Offenses  committed  against  a child. 


Offenses 

Classification 

Applies  to  children 
who  are  not  the  spouse 
of  the  actor  and  are: 

Defense 

Indency  with  a child 

Second-degree  felony 
and/or  third-degree 
felony 

Younger  than 

17  years. 

Actor  was  3 or  fewer 
years  older  and  did 
not  use  force  or  threat. 

Sexual  assault 

Second-degree  felony 

Younger  than 

17  years. 

Actor  was  3 or  fewer 
years  older  and  the 
victim  14  years  or 
older. 

Aggravated 
sexual  assault 

First-degree  felony 

Younger  than 

14  years. 

The  conduct 
consisted  of  medical 
care  for  the  child  and 
did  not  include  any 
sexual  contact. 

Prohibited  sexual 
conduct  (incest) 

Third-degree  felony 

Not  specified  in 
penal  code. 

Not  specified 
in  statute. 

In  Texas,  the  potential  answers  to 
such  questions  are  found  in  2 different 
sets  of  laws  that  sometimes  are  contra- 
dictory and  confusing.  The  first  set  of 
laws,  the  Texas  Penal  Code,  legislates 
adult  sexual  conduct  with  minors  involv- 
ing potential  prosecution  for  criminal  ac- 
tivity (3).  A second  set  of  laws,  the  Texas 
Family  Code,  protects  adolescents  from 
child  abuse  and  neglect  (4).  Child  abuse 
includes  sexual  activity  committed  by  an 
adult  with  a child  under  a specified  age 
(5).  Note  that,  unlike  the  Texas  Penal 
Code,  the  Texas  Family  Code  has  a 
mandatory  reporting  requirement  when 
a physician  believes  that  an  adult  is  hav- 
ing sexual  intercourse  with  a child  under 
a specified  age  (6). 

THE  TEXAS  PENAL  CODE  AND 
OFFENSES  AGAINST  A CHILD 

In  the  Texas  Penal  Code,  various  condi- 
tions mitigate  the  severity  of  a criminal 
offense.  First,  the  couple’s  marital  sta- 
tus affects  statute  relevancy.  For  exam- 
ple, an  adult  male  who  has  sexual 
intercourse  with  a teenager  under  a 
certain  age  may  have  committed  inde- 
cency with  a child,  sexual  assault  of  a 
child,  aggravated  sexual  assault, 
and/or  incest  (6,  note  8)  (Table  1).  A 
person  also  may  have  committed  a sec- 
ond-degree felony  and  the  offense  of 
indecency  with  a child  when  he  en- 
gages in  sexual  contact  with  a child 
younger  than  17  years  (7).  However,  if 
the  child  is  a teenager  married  to  the 
accused,  no  offense  has  occurred. 

Second,  the  span  of  the  age  differ- 
ence between  partners  is  important 
also.  For  example,  if  the  alleged  of- 
fender was  not  more  than  3 years  older 
than  his  partner  and  did  not  use  duress, 
his  act  may  be  defendable.  On  the  other 
hand,  if  the  accused  is  more  than  3 
years  older  than  the  partner,  consent  is 
no  defense.  If  the  accused  is  less  than  3 
years  older  than  the  victim  and  the  vic- 
tim is  at  least  aged  14  years,  his  act  may 


be  defendable  (7).  Ignorance  of  the 
child’s  age  is  not  a defense  (8). 

Third,  legislative  intent  affects  the 
variance  in  the  law.  Although  the  defini- 
tion of  sexual  assault  and  aggravated 
sexual  assault  of  a child  prohibits  sexual 
conduct  between  an  adult  and  a child 
younger  than  14  years,  the  consequence 
of  each  offense  differs.  By  enacting  a 
separate  provision  using  age  of  a child 
as  an  aggravating  factor,  the  legislature 
demonstrates  its  intent  to  punish  more 
harshly  those  who  sexually  assault  chil- 
dren younger  than  14  years  (9). 

Fourth,  consanguinity  complicates 
the  intent  of  the  statutes  and  intro- 
duces the  issue  of  incest.  A person  com- 
mits an  act  of  incest,  a third-degree 
felony,  when  he  engages  in  sexual  in- 
tercourse with  a person  he  knows  to  be 
one  of  the  following:  his  ancestor  or 
descendant  by  blood  or  adoption;  his 
stepchild  or  stepparent,  while  the  mar- 
riage creating  that  relationship  exists; 
his  parent’s  brother  or  sister  of  the 
whole  blood  or  half  blood;  his  brother 
or  sister  of  the  whole  or  half  blood  or 
by  adoption;  or  the  child  of  his  brother 
or  sister  of  the  whole  or  half  blood  or 
by  adoption  (10). 


THE  TEXAS  FAMILY  CODE  AND 
CHILD  ABUSE  AND  NEGLECT 

The  Texas  Family  Code,  in  an  attempt  to 
focus  on  the  broad  protection  of  chil- 
dren, may  confuse  practitioners.  Under 
the  Texas  Family  Code,  any  person  in- 
dependent of  age  can  abuse  or  neglect 
children  (11,12).  Inappropriate  sexual 
behavior,  according  to  this  code,  is  a 
form  of  child  abuse  (Table  2).  Thus,  any 
person  who  commits  indecency  with  a 
child,  sexual  assault  of  a child,  aggra- 
vated sexual  assault  of  a child,  and/or 
incest  with  a child  has  committed  child 
abuse.  The  Texas  Family  Code  states 
that  a “child”  is  a person  younger  than 
17  years  (13),  and  that  abuse  includes 
sexual  conduct  harmful  to  a child’s 
mental,  emotional,  or  physical  welfare, 
and  compelling  or  encouraging  the 
child  to  engage  in  sexual  conduct  (14). 
Therefore,  an  adult  male  who  commits 
the  foregoing  criminal  offenses  against 
a female  younger  than  17  years  has  also 
committed  child  abuse. 

Parents  or  practitioners,  under 
these  statutes,  can  unwittingly  become 
party  to  the  abuse.  Under  the  Texas 
Family  Code,  any  person  who  actively 
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Table  2.  Child  abuse  offenses. 


Acts  Committed  by  the  Parent 

Classification 

Applies  to  Children 

Defense(s) 

Injury  to  a child  that  causes 

An  offense  under  “serious  bodily 

14  years  or  younger 

Before  the  offense,  actor  notified  child  that  he 

serious  bodily  injury 

injury”  is  a first-degree  felony 

would  no  longer  care  for  him  or  her  and  notified 

when  the  conduct  is  intentional. 

in  writing  the  child’s  guardians  or  the  Department 

or 

when  reckless  by  omission. 

of  Protective  and  Regulatory  Services  that  he 

it  is  a second-degree  felony. 

would  no  longer  care  for  the  child.  Written 

bodily  injury  by  omission 

notification  must  contain  the  name  and  address 

or  commission. 

An  offense  under  “bodily  injury 

of  the  actor,  the  name  and  address  of  the  child. 

by  omission  or  commission”  is  a 
third-degree  felony  when  it  is 

and  the  date  that  care  was  discontinued. 

intentional  conduct.  When 

Affirmative  defense  to  prosecution: 

reckless  by  omission,  it  is  a state 
jail  felony. 

that  actor  was  a victim  of  family  violence  com- 
mitted by  a person  who  is  also  charged  with  an 
offense  against  the  child; 

that  actor  did  not  cause  the  condition  of  injury 
to  child;  and 

that  actor  did  not  reasonably  believe  that  at 
the  time  of  the  omission  that  an  effort  to 
prevent  the  person  also  charged  with  the 
offense  against  the  child  would  have  an  effect. 

Neglect  — an  act  or  omission  by 

No  classifications  under  the 

Younger  than  17  years 

N/A 

a person  placing  a child  in  or 
failing  to  remove  the  child  from  a 
situation  in  which  the  child  would 
be  exposed  to  a substantial  risk  of 
sexual  conduct  harmful  to  the 

child. 

Texas  Family  Code 

Abuse  — includes  the  following 
acts  or  omissions  by  a parent: 
failure  to  make  a reasonable  effort 
to  prevent  sexual  conduct  harmful 
to  child;  or  sexual  conduct 
harmful  to  child’s  mental, 
emotional,  or  physical  welfare. 

Same  as  above 

Same  as  above 

N/A 

' or  passively  approves  of  a sexual  rela- 
' tionship  between  a child  younger  than 
! 17  years  and  an  adult  commits  abuse 
I by  omission  and  neglect  (15).  Such  a 
provision  could  apply  readily  to  par- 
ents who  do  not  object  to  sexual  con- 
duct between  teenagers  younger  than 
17  years  and  adult  men.  For  instance, 
a parent  can  commit  child  abuse  by 
failing  to  make  a reasonable  effort  to 
prevent  sexual  conduct  harmful  to  a 
child  or  by  compelling  or  encouraging 
the  child  to  engage  in  sexual  conduct 


with  an  adult  (15).  Parental  neglect 
can  occur  if  the  parent  fails  to  remove 
a child  from  a situation  in  which  the 
child  would  be  exposed  to  a substan- 
tial risk  of  harmful  sexual  conduct 
(15).  Based  on  the  foregoing,  to  avoid 
committing  an  act  of  child  abuse,  a 
parent  must  make  a reasonable  effort 
to  prevent  a sexual  relationship  be- 
tween a female  aged  17  years  or 
younger  and  an  adult  male  (16,17). 
Such  knowledge  does  not  absolve  a 
practitioner  from  reporting. 


REPORTING  CHILD  ABUSE 

A physician  who  has  cause  to  believe 
that  a child  is  being  abused  or  neg- 
lected by  any  person  must  make  a re- 
port to  either  the  Texas  Department  of 
Protective  and  Regulatory  Services 
(TDPRS)  or  to  the  local  state  or  law  en- 
forcement agency  (Table  3)  (18).  The 
report  must  be  filed  within  48  hours  af- 
ter the  physician  first  suspects  that  the 
child  has  been  or  may  be  abused  or 
neglected  (19).  A physician  commits  a 
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Table  3.  A physician’s  duty  to  report  child  abuse. 


Matters  to  Report 

To  Whom  Should 
the  Physician  Report 

Contents  of  Report 

Immunity 

Penalty  for  Failure 
to  Report 

Penalty  for  a 

False  Report 

Abuse  or  neglect  by 
person  responsible  for 
child’s  care 

Texas  Department  of 
Protective  and 
Regulatory  Services 

Name  and  address 
of  the  child; 

Person  responsible 
for  care; 

Any  other  pertinent 
information 

Immune  from  civil 
or  criminal  liability 

Class  B misdemeanor 

Class  B misdemeanor 

Abuse  or  neglect  by 
person  who  is  not 
responsible  for  child’s 
care,  custody,  or 
welfare 

Local  or  state  law 
enforcement  agency 

Same  as  above 

Same  as  above 

Same  as  above 

Same  as  above 

criminal  offense,  a Class  B misdemeanor, 
if  he  has  cause  to  believe  that  a child  is 
being  abused  and  fails  to  report  to  the 
appropriate  authority  (20). 

Some  interpretations  of  the  Texas 
Family  Code  suggest  that  patient-client 
privilege  may  not  hold  up  in  court.  The 
requirement  to  report  child  abuse  ap- 
plies even  to  a physician  whose  personal 
communications  may  be  otherwise  priv- 
ileged (21).  The  identity  of  the  person 
who  reports  child  abuse  is  confidential 
and  may  be  disclosed  only  upon  a court 
order  or  to  a law  enforcement  officer  for 
the  purpose  of  conducting  a criminal  in- 
vestigation of  the  report  (22).  If  the 
abuser  was  a person  responsible  for  the 
child’s  care,  custody,  or  welfare,  then  the 
physician  must  report  the  alleged  abuse 
to  TDPRS  (23).  However,  if  the  abuser 
was  not  responsible  for  the  care  of  the 
child,  then  the  physician  should  report 
the  alleged  abuse  to  any  local  or  state 
law  enforcement  agency  (24). 

A physician  acting  in  good  faith  who 
assists  in  the  investigation  of  alleged 
child  abuse  is  immune  from  civil  or 
criminal  liability  that  might  otherwise 
be  incurred,  but  no  immunity  exists  if 
the  report  is  made  in  bad  faith  or  with 
malicious  intent.  A first  false  report  is  a 
Class  A misdemeanor;  subsequent  of- 
fenses can  result  in  a state  jail  felony 
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(25).  The  foregoing  discussion  makes 
clear  that  physicians  must  assume  their 
mandated  responsibility  in  reporting 
and  investigating  instances  of  sus- 
pected child  abuse  committed  by  adult 
men  toward  teenage  females,  espe- 
cially in  cases  in  which  the  adult  male 
impregnates  the  teenager. 

SUMMARY:  THEORY  VERSUS 
PRACTICE 

While  the  need  to  protect  minors  from 
unwanted  sexual  advances  is  an  appro- 
priate role  for  physicians,  the  technical 
aspects  of  the  Texas  Family  Code  and 
the  Texas  Penal  Code  will  continue  to 
confuse  the  medical  practitioner.  For  ex- 
ample, the  use  of  the  word  “predator” 
that  is  defined  as  a man  more  than  3 
years  older  than  the  girl  is  often  unclear. 
Therefore,  a predator  may  still  be  a 
teenager,  although  in  reality  this  is  not 
the  usual  case.  Such  technical  aspects 
may  serve  as  subtle  deterrents  to  keep 
the  physician  from  becoming  involved. 

However,  the  extent  to  which  Texas 
prosecutors  and  TDPRS  use  the  forego- 
ing statutes  to  deter  adults  from  engag- 
ing in  sexual  conduct  with  children 
appears  to  be  changing.  Past  national 
reports  suggest  that  law  enforcement 
agencies  historically  had  been  either 
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indifferent  to  the  problem  or  had  en- 
countered difficulties  in  prosecuting 
the  cases  when  the  teenagers  did  not 
cooperate  (26).  Some  states  have  re- 
newed their  interest  in  prosecuting 
men  who  commit  sexual  assault  upon  a 
child,  independent  of  the  teenager’s 
consent  or  acquiescence,  especially 
when  a pregnancy  results  (26). 
Whether  or  not  Texas  prosecutors  and 
TDPRS  will  follow  the  lead  of  such 
states  and  zealously  use  their  own 
statutes  to  deter  sexual  conduct  be- 
tween adults  and  teenagers  is  unclear. 
Regardless  of  the  action  or  inaction 
taken  by  Texas  prosecutors  or  TDPRS, 
physicians  must  still  comply  with  the 
reporting  requirements.  Moreover,  as 
future  legislative  sessions  may  further 
clarify  or  amend  these  statutes,  physi- 
cians should  keep  abreast  of  any 
changes  that  would  affect  their  role  in 
legally  deterring  sexual  intercourse  be- 
tween adolescent  girls  and  adult  men. 
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CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences,  ed  5,  rev  and  expanded. 
Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  principles 
and  techniques  of  clear,  concise  writing,  which  are  applicable  to  scientific  as 
well  as  general  topics. 

REFERENCES 

References  to  scientific  publications  should  be  listed  in  numerical  order  at 
the  end  of  the  article,  with  reference  numbers  placed  in  parentheses  at  ap- 
propriate points  in  text. 


Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 
Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the  infor- 
mation can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned  paren- 
thetically or  in  footnotes. 

ILLUSTRATIONS 

Illustrations  may  be  black  and  white  or  color  drawings  or  photographs,  with 
neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the  back  of  each  illus- 
tration should  indicate  its  number,  topic,  author’s  name,  and  title  of  article 
in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on  a 
separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

PREVIOUSLY  PUBLISHED  MATERIAL 

Written  permission  should  be  obtained  from  the  publishers  and  the  authors 
for  use  of  any  previously  published  material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations  in  the  text  may  be  used 
without  permission,  but  should  be  quoted  exactly  with  the  source  credited. 
Copies  of  permission  letters  should  be  submitted  with  manuscript. 

EDITING 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to  check  be- 
fore publication.  After  the  article  is  sent  to  the  printer,  only  minimal  revision 
may  be  made. 

REPRINTS 

Reprints  of  articles  in  the  Journal  section  are  available  directly  from  a reprint 
printer  at  an  established  schedule  of  costs.  Authors  of  peer-reviewed  articles 
automatically  receive  order  blanks  when  their  articles  are  published. 

MATERIAL  FOR  NON-JOURNAL  SECTIONS 
Commentary 

Editorial  commentary  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing.  Commentary 
will  be  published  in  the  appropriate  section  at  the  discretion  of  the  manag- 
ing editor  and  editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor  and  edito- 
rial advisors.  Length  should  be  fewer  than  400  words.  A few  references, 
preferably  less  than  five,  may  be  included.  All  letters  are  subject  to  editing 
and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medicine,  Texas  Medical  Association,  401 
W 15th  St,  Austin,  TX  78701. 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  informa- 
tion is  received. 

COPYRIGHT 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Written  per- 
mission from  the  managing  editor  must  be  obtained  before  reproducing,  in 
part  or  in  whole,  any  material  published  in  Texas  Medicine. 

POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement 
of  the  views  expressed  therein,  nor  shall  publication  of  any  advertisement  be 
considered  an  endorsement  of  or  approval  of  the  product  or  service  involved. 
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Colorectal  Cancer  Screening 
Tests  Can  Save  Lives. 


And  now.  Medicare 
helps  pay  for  them. 


Colorectal  cancer  (cancer 
of  the  colon  or  rectum) 
is  the  second'leading 
cancer  killer  in  the  U.S.  Screening 
tests  can  detect  colorectal  polyps, 
which  are  small  growths  that  may 
become  cancer  it  not  removed. 
Screening  tests  also  can  find 
colorectal  cancer  early,  when  there 
may  not  be  any  symptoms  and  when 
treatment  can  be  most  effective. 


Medicare  understands  the 
importance  of  colorectal  cancer 
screening  and  provides  coverage 
for  these  tests  for  beneficiaries. 


Talk  with  your  doctor  about  your 
screening  options. 


Yen 


1 -800-4-CANCER  ■ TTY  1 -800-332-861 5 
NCI's  Cancer  Information  Service 


(J  CDC 

CENTERS  FOR  DISEASE  CONTROL 

<1.  AND  PREVENTION 


nwri  1 

MEDICARE 'MEDICAID 

Hiiffti  r>i  riiwf  Int  AiiMnlilnlliii 


\Tiorw 
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Visit  www.cdc.gov/cancer/screenforlife  ■ www.medicare.gov 


Texas  Physicians’  Directory 


Allergy 


Corpus  Christ!  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 


Bariatric  Surgery 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Anesthesiology 


Dermatology 


Gonzales  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzales,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


Robert  F.  Bloom,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  204 
Lubbock,  Texas  79410;  (806)  797-6631 


Gynecologic  Oncology 


XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor's  only  toll-free  (888)  614-2400 


Hand  Surgery 


INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  ATherapeutic  Nerve  Blocks  David  J.  Zehr,  MD  — MicrOSUrgery 

Neurolytic  Procedures  Neuromodulation  Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Radio  Frequency  Lesioning  Paul  R.  Ellis,  MD 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082;  Diplomates  American  Board  of  Orthopaedic  Surgery 

(281)  496-1006  Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 
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Medical  Toxicology 


Orthopedic  Surgery 


OCCUPATIONAL  AND  ENVIRONMENTAL  TOXICOLOGY 
Eric  G.  Comstock,  MA,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 
Fellow,  American  College  of  Medical  Toxicology 
Fellow,  American  Academy  of  Clinical  Toxicology 

Fellow,  American  College  of  Occupational  and  Environmental  Medicine 

Consultation  by  appointment 
6910  Bellaire  Blvd.,  Suite  12 
Houston,  TX  77074 

Telephone  (713)  541-3214  Fax  (713)  271-6508 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


Neurological  Surgery 


Drs.  Smith  and  Wheeler 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530 
Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS,  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  (972)  556-7010 


Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902 
For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 
http;//home. swbell.net/fracture 

Joseph  H.  Gaines,  MD,  PA  Steven  J.  Mackey,  MD,  PA 

Stephen  L.  Brotherton,  MD,  PA  Joseph  C.  Milne,  MD,  PA 

Mayme  Richie-Gillespie,  MD,  PA 


Orthopedic  Surgery,  Pediatric 


Orthopedic  Oncology 


Mayme  F.  Richie-Gillespie,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 


Fellowship  Trained  in  Orthopaedic 
Orthopaedic  Surgery-Oncology 
Metastatic  Bone  Disease 
The  Bone  and  Joint  Clinic,  L.L.P. 
1651  W.  Rosedale,  Suite  100 
Fort  Worth,  Texas  76104 


neology 

Limb  Salvage  Surgery 
Osteomyelitis 

(817)  335-4316 

http://home.swbell.net/fracture 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children's  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


Tel  800.880.1300 
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Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Pain  Management 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

Diplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #429 
San  Antonio,  Texas  78212 
640  Madison  Oak,  #210 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


Radiation  Oncology 


J.  CARLOS  HERNANDEZ,  MD 

Clinical  Associate  Professor,  UTHSC-SA 

Gamma  Knife  Radiosurgery  for  primary  and  metastatic  brain  tumors 
Peacock  (intensity  modulated)  Radiotherapy  for  primary  brain  tumors 
Ultrasound-guided  radioactive  seed  implants  for  prostate  cancer 
LDR  and  outpatient  HDR  (Selectron)  implants  for  gyn  and  lung  tumors 
3D  Conformal  Radiotherapy 

Cancer  Therapy  and  Research  Center 

7979  Wurzbach  Road,  San  Antonio,  Texas  78229 

(210)  616-5688;  Fax  (210)  616-5613 


DIRECTORY  RATES  & DATA;  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months’  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Advertising  Production  Manager,  Texas  Medicine,  401  West  15th 
St.,  Austin,  TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 


TexasMedicine 


Here’s  what’s 
coming  in  August’s 
Texas  Medicine: 

Patient  behavior  changes 
Physician  negotiation  bill 
Disaster  response 

For  more  information,  call  Larry  BeSaw,  managing  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383, 
or  e-mail  larry_b  @ texmed.org. 

Also  consult  the  TMA  Web  site  at  www.texmed.org. 
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OPPORTUNITIES  AVAILABLE 


Family/General  Practice 


Anesthesiology 

Anesthesiologist/Board  Certified  Pain  Man- 
agement needed  for  office  work  in  Dallas/Fort 
Worth.  Contact  Lisa  Abell  at  K Clinic,  (888)  K 
CLINIC  or  fax  CV  to  (972)  256-1882. 


Emergency  Medicine 


Clinic  practice  in  Tyler  and  surrounding  area. 
Flexible  hours.  Excellent  compensation.  BE 
required.  Primary  and  moonlighting  positions 
available.  Fax  CV  to  (817)  496-9889. 

EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 

6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth,  TX  76112 
(888)  DOCS-911 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  817-496-9700) 

TEXAS:  Regional  emergency  group  has  held 
2()-year  contract  to  staff  nationally  recognized 
ED.  Contracts  range  from  14,000-60,000  pt  vis- 
its amiually.  Earn  excellent  compensation  as  an 
independent  contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice.  Fax 
(817)  496-9889  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth  TX  76112 


Longview,  Texas  - FT /PT  Emergency  Medi- 
cine experienced  BC/BP  primary  care  physicians 
needed  to  work  with  locally  owned  independent 
group.  Located  in  East  Texas,  the  community  of 
Longview  (80,000-1-  residents)  has  excellent  schools 
and  an  abundance  of  outdoor  activities  while  retain- 
ing the  convenience  of  nearby  Dallas  and  Shreve- 
port. The  position  offers  a competitive  rate  to  staff, 
a 20,000+  visit,  minor  emergency  center  located 
within  the  hospital  ED.  For  more  information,  please 
call  PSR@  (800)  346-0747,  ext.  113. 

Need  doctors  to  cover  weekends  in  rural  hospi- 
tals. Call  Jerry  at  The  Lewis  Group  for  more  infor- 
mation. (800)  460-8159. 


STAFF  PHYSICIANS 


Texas  A&M  University  is  seeking  a qualifieid  physician  to  work  in  the  student 
health  care  facility  providing  primary  care  to  students.  Requires  medical  de- 
gree, state  of  Texas  medical  license  and  experience  with  private  or  group 
medical  practice  or  equivalent.  Salary  is  negotiable,  with  excellent  benefit 
package  including  liability  coverage.  Send  a resume  and  letter  of  interest  with 
list  of  three  references  to: 


Employment  Office 
Human  Resources  Department 
Texas  A&M  University 
College  Station,  Texas  77843-1475 

An  Affirmative  Action/Equal  Opportunity  Employer  Committed  to  Diversity 


Need  FP  or  ER  physician  to  work  in  minor  emer- 
gency/OC-med  clinic,  60  miles  north  of  Dallas.  Ex- 
cellent staff,  well-equipped,  malpractice  paid.  No 
hospital.  No  call.  Send  CV  to  Medical  Care  Center, 
301  N.  Grand,  Gainesville,  TX  76240;  phone  (940) 
665-0736  (O),  (940)  668-8842  (H),  (940)  727- 
2625  (cell). 

Family  Practice  Available  to  the  right  candidate. 
No  investment  needed!  Board  Certified  FP  or  IM 
physician  is  needed  for  small  group  practice.  Two 
physicians  retiring.  Beautiful  professional  building 
adjacent  to  Charlton  Methodist  Hospital,  DeSoto, 
Texas,  just  south  of  Dallas.  Rapidly  growing  subur- 
ban community  with  the  amenities  of  the  city  and 
the  calm  space  of  the  country.  Call  Brad  McCarty  at 
(972)  298-4535  or  fax  CV  to  (972)  296-4473. 

Austin,  Texas — Employed  position  available  im- 
mediately in  well  established  primary/urgent  care 
clinics.  Board  certified  family  practice  physician  pre- 
ferred. Full  time/part  time.  Flexible  scheduling. 
Salary  and  benefits.  J-1  visa  not  available.  Please 
send  your  (TV  to:  Brennan  McNally,  PO  Box  1788, 
Austin,  Texas  78767-1788;  or  fax  to  (512)  482- 
4167. 

Longview  and  DFW:  Physician  opportunity  is 
available  in  low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Com- 
petitive salary  and  benefits.  Call  Lisa  Abell  at  1-888- 
K CLINIC  or  fax  CV  to  (972)  256-1882. 


FAMILY  MEDICINE 

The  University  of  Texas  Medical  Branch  Conroe 
Family  Medicine  Residency  Program  needs 
an  expenenced  board  certified  family  medicine 
faculty  member  (non  tenure  track,  clinical).  Ex- 
perience should  include  obstetrics,  teaching,  and 
a minimum  of  two  years  practice  experience. 
Must  have  a Texas  license.  Our  program  is  ac- 
credited and  has  21  residents.  Conroe  is  a beau- 
tiful suburban  community  located  only  40  miles 
north  of  Houston.  UTMB  is  an  EO/AA  em- 
ployer M/F/D/V  UTMB  is  a smoke  free/drug 
free  workplace.  UTMB  hires  only  individuals 
authorized  to  work  in  the  United  States. 

Please  respond  by  contacting 
Joseph  G.  Ewing,  M.D.,  Program  Director, 
University  of  Texas  Medical  Branch, 

701  E.  Davis,  Suite  C,  Conroe,  Texas  77301 . 

Applications  accepted  until  position  is  filled. 


Tel  800.880.1300 
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Back  & Neck  Pain  Center 


PRIMARY  CARE  PHYSICIAN 

Employment  opportunity  for  a physician  with  a Texas  li- 
cense, BC/BE  preferred.  This  established,  busy  practice  is 
located  in  Denton,  a college  town,  20  minutes  from  DEW 
Metroplex.  We  do  family,  accident  injury,  and  occupational 
medicine.  Competitive,  guaranteed  salary  plus  incentive 
bonus  plan  with  minimal  call.  You  are  in  control  of  your  in- 
come with  energy,  enthusiasm,  and  business  acumen.  Please 
send  CV  by  fax  to  (940)  383-4071,  Attn.  Elena  Lanz,  or  e- 
mail  ElenaL@wolskimed.com 


Family/General  Practice 


Methodist 

Hospitals  of  Dallas 

FAMILY  PRACTICE 
FACULTY 
Dallas 

Progressive,  well-establishecf  fully 
accredited  Residency  Program 
seeks  full-time  BC/BE  family 
physician.  Spacious  new  clinic  in  a 
community-based  hospital  affili- 
ated with  UT  Southwestern  Med- 
ical Center;  access  to  a variety  of 
educational,  cultural,  and  recre- 
ational opportunities.  Some  pri- 
vate practice/  teaching  preferred 
but  will  consider  entry  level  fac- 
ulty. Respon-sibilities  include  su- 
pervising residents  and  medical 
students  in  clinic  and  in-patient 
care  (including  low-risk  OB)  plus 
a mixture  of  patient  care  and  ad- 
ministrative duties  with  regular 
protected  time.  Negotiable  salary 
depending  on  experience/qualifi- 
cations; attractive  benefits  plan. 
Position  available  9/1/99. 

Direct  CVs  or  questions  to: 

Luis  Palacios,  MD 

Program  Director 
Family  Practice  Center 
Charlton  Methodist  Hospital 
3500  Wheatland  Rd. 

Dallas,  TX  75235 
Fax:  (214)  947-5425 
E-mail:  lpalacios(5^mhdcme.org 


BC/BE  FP  needed  for  family  clinic/minor  emer- 
gency center.  Best  of  Dallas  metroplex  and  suburbs. 
Fax  CV  to  Plano  Medical  Center  (972)  491-6750. 

Part-time  opportunity  in  conjunction  with  State 
agency.  1 day/week  or  1 day/month,  Saturdays  OK. 
Earn  up  to  $1,500  per  day.  Offices  state-wide.  Send 
CV  to  John  B,  1604  San  Antonio,  Austin,  TX  78701. 

Primary  Care  Physician:  Large  established  group 
seeks  full  time  family  practice/internist  to  man  our 
satellite  clinic  in  deep  East  Texas.  Excellent  location 
in  close  proximity  to  Houston  and  Dallas,  good  pub- 
lic schools  and  beautiful  recreation  area  of  lakes  and 
golf  courses.  Excellent  salary  and  benefits  package. 
Not  HPSA  area.  Reply  to  Ad- 1206,  Texas  Medicine, 
401  W.  15th  St.,  Austin,  TX  78701. 


Hospitalist 

HOPITALIST-CORPUS  CHRISTI.  Humana, 
one  of  the  nation’s  largest  managed  health-care 
companies,  offers  a 100%  hospital-based  position 
for  a board  certified  Internist  in  Corpus  Christi.  This 
is  U.S.’s  largest  dedicated  hospitalist  program.  Excel- 
lent earnings  and  benefits  with  well-defined  work 
schedule.  Must  have  active  Texas  license.  Call:  Bob 
Bowman,  National  Director  of  Physician  Develop- 
ment at  (800)  777-0938  or  fax  curriculum  vitae  to 
(502)  580-4066. 


Internal  Medicine 

Primary  care  positions  in  internal  medicine  in 

East  Texas  in  a small  rural  community  about  three 
hours  from  Houston.  Will  require  to  do  outpatient 
clinic,  inpatient  care,  and  call  coverage  in  county 
hospital  and  manage  patients  in  nursing  homes. 
Must  be  BC/BE  in  internal  medicine.  Fax  CV  to  Attn: 
Medical  Director,  (409)  283-6811. 

BE/BC  INTERNIST  with  Texas  license  to  provide 
primary  care  in  Odessa,  Texas.  Competitive  salary 
and  benefits  in  an  excellent  location  for  a family. 
Send  CV  to  Steve  Olive,  10  Desta  Drive,  Suite  190, 
Midland,  Texas  79705. 
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Classified  Directory 


Locum  Tenens 


LOCUM  TENENS 

Interim  Physicians 


We’ve  Doubled 
Your  Opportunity 
To  Find  The 
Perfect  Position. 


Tlirougli  our  acquisition 
of  HK,\  Locum  Tenens, 
we've  more  tli;m  doubled 
the  number  of  primary' 
care  ;uid  specialist 
positions  you  c;m 
choose  from. 


('.till  now  to  Ic-am  about 
our  nation;il  cLiUtee  of 
opportunities  ;uid  we'll 
find  the  perfect  match 
for  your  personal  needs 
:uid  professional  grow'tli. 

800-531-1122 


©1999,  Interim  Healthcare  Inc 
Interim  is  a registered  mark  of 
Interim  Services  Inc 


Inf  ^iiti 

P H Y S I C I A N S. 


I 


www.interimliealthcare.com 


harting  a new  career  course  , 
doesn't  have  ta  feel  like  re-discovering 
the  New  World.  Staff  Care  will  served: 
as  your  guide  to  explore  the  adventurous, ^ 
realms  of  LOCUM  TENENS.  Travel,  licen-^^ 

I f > I r-.. 

sure  and  occurrence  malpractice  insurance 
are  inclusive  in  our  total  package  designed^ 
give  you  nationwide  opportunitiesLC 

Texas  Based,  Texas  BestI  , 
Endorsed  by  Texas  Medi^^^^|^p 

^for  more  info  about  our  LOCUM  TENENS  coll;  J 

s(i(i.2ii.i!i7iJ 

.’^.yWestern  Destination^ 


INC.-i, 


fmuatJsr  tn  Locum' 

' ' •. 

' ^ Midwest  & Eastern  Destinations 

p,  V ^ www.locumsnet.com 

Unable  to  place  j i or  h-i  physicians 


OB/GYN 


Radiology 


RADIOLOGIST  VACANCY 

The  North  Texas  Veterans  Health  Care 
System  Radiology  Service  will  have  an 
opening  in  September  1999  for  a G1  ra- 
diologist at  its  state-of-the-art  Dallas  fa- 
cility. Applicant  should  be  skilled  in  all 
aspects  of  diagnostic  Gl  radiology. 

This  position  includes  an  academic  ap- 
pointment with  its  affiliate,  The  Uni- 
versity of  Texas  Southwestern  Medical 
Center,  it  also  has  a very  active  resi- 
dency program. 

Applicants  must  be  a U.S.  citizen  and 
must  possess  an  active  current  license 
to  practice  radiology  in  a State,  Terri- 
tory or  Commonwealth  of  the  United 
States,  or  in  tire  District  of  Columbia. 

Applicants  should  forward  a curricu- 
lum vitae  and  references  to: 

Ward  M.  Terry,  M.D. 

Chief,  Radiology  Service  (1 14) 
Department  of  Veterans  Affairs 
Medical  Center 
4500  South  Lancaster  Road 
Dallas,  TX  75216 
(214)  857-0185 
(214)  857-0173  (I-AX) 

An  Equal  Opportunity  Employer 
Applicants  Subject  to  Drug  Testing 
Non-Smoking  Facility 


OB-GYN  Physician 

Needed  in  the  Rio  Grande  Valley  as  locum 
tenens,  possible  long  term  basis,  No  nights,  no 
calls,  no  weekends.  Excellent  salary.  Malpractice 
insurance  provided.  Send  CV  to  PO  Box  3285, 
Harlingen, TX  78550, 


Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  R C U b C rt 

PO  Box  42314  o , 

Houston,  TX  77242-23 1 4 P r o n s i c i n 
FAX  281 '493-2234  & Associates 


Tel  800.880.1300 
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Other  Opportunities 

Wanted:  BC/BE  Internists,  FPs,  Psychia- 
trists, and  other  subspedalties  for  Moonlighting 
opportunity  in  several  locations  across  Texas.  $60- 
$80/hour.  Please  call  Quality  Care  Medical  Group, 
(210)  614-3063. 


POSITIONS  WANTED 

Family  physician  residency  trained  with  10 
years  experience  in  family  practice,  desiring  reloca- 
tion in  Texas.  U.S.  citizen.  Texas  licensed.  Please  re- 
ply to  Ad-1207,  Texas  Medicine,  401  W.  15th  St., 
Austin,  TX  78701,  or  call  (800)  556-9965.  No  re- 
cruiters. 

FOR  SALE  OR  LEASE 
Practices 


PRACTICE  FOR  SALE 


Financial  security  awaits  you  in  this  prominent, 
well  established,  and  veiy  busy  solo  Psychiatric 
practice.  Located  in  a beautiful  metropolitan 
area  on  the  Texas  gulf  coast.  90%  Medicare,  Med- 
icaid, private  pay  patient  base  ensures 
future  stability.  Retiring  principal  will  work 
temporarily  for  smooth  transition. 

Contact  owner 
PO  Box  721434 

Corpus  Christi,  Texas  78472-1434 


Office  Space 


CLINIC 

Great  Opportunity 

Ready  to  operate  clinic 
space  for  lease  just  west 
of  Houston. 

Call  (409)  885-4140 

and  ask  for  Tony 




Office  Equipment 

Instrumentarium  Alpha  RT  Mammography 
System.  Excellent  condition  Low  usage.  All  acces- 
sories for  complete  diagnostic  mammography  suite. 
Dwayne,  (972)  434-2660. 


LEGAL  SERVICES 


CRIMINAL  INVESTIGATION 
DEFENSE 

25-yr5.  experience  - National  lecturer  and  author  on 
defeating  medical  fraud  investigations  ~ Board-certified 
in  criminal  law  - National  Association  of  Criminal  De- 
fense Lawyers  - Former  President  Dallas  County  Crimi- 
nal Bar  Association  - Voted  "Best  Criminal  Defense 
Lawyer"  - Has  handled  cases  in  14  states. 

Arch  C.  McColl,  III 

1601  Elm  Street.  2000  Thanksgiving  Tower 
Dallas.  Texas  75201 
http;//www.physicianfraud.eom 
Telephone  (888)  979-1112 
Pager  (800)  251-9978-3-# 


Advertising  Rates  8i  Data  — Regular  classified  ad- 
vertising sells  for  $2  per  word,  minimum  25  words  or 
$50,  per  issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  type- 
faces, logos,  and  borders  may  be  used  in  display  clas- 
sified ads.  Discounts  are  available  for  display 
classified  ads  5 inches  and  larger. 

5 to  9 '/2  inches  $85/inch 

10  to  19  '/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can  be 
substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings caimot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Copy 
deadline  is  the  1st  of  the  month  (or  the  closest  busi- 
ness day)  preceding  publication.  Send  copy  to 
Advertising  Production  Manager,  Texas  Medicine, 

401  W.  15th  St.,  Austin,  TX  78701. 


Advertising  Directory 


Aberdeen  Medical  Insurance  Service 52 

Air  Force  Health  Professions 34 

American  Association  of  Medical 

Review  Officers 10 

American  Physicians  Insurance  Exchange.... 28 

Autoflex  Leasing Inside  Front  Cover 

Autolease  USA 14 

Caliber  Learning  Network 12 

Casey  -I-  Casey 34 

Cook  Children’s  Medical  Center 15 

Cunningham  Group 25 

e-DOCS.net 37 

Millbrook  Corporation 8 

Scott  8c  White Back  Cover 

Simply  Wireless 5 

Southwest  Leasing 35 

Superior  Leasing 7 

Tew,  Brian,  MD,  JD 49 

Texas  Medical  Association 

Fall  Conference 6 

Foundation 35 

Texas  Medical  Association 

Insurance  Trust 1 

Texas  Medical  Liability 

Trust Inside  Back  Cover 

TIAA-CREF 11 

UT-Houston  HSC-Harris  County 

Psychiatric  Center 31 


Publication  of  an  advertisement  in  Texas  Medicine  i; 
not  to  be  considered  an  endorsement  or  approval  bj 
the  Texas  Medical  Association  of  the  produa  or  ser 
vice  involved. 
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Educational 

Opportunities 


ULTRASOUND  EDUCATION 


Emergency  Medicine 

July  22-24 

Advanced  Emergency 
Medicine 

July  9-10 
November  5-6 

Endovaginal 

August  20-21 

Echocardiography 

July  12-19 

OB/GYN  (3  Day) 

August  12-14 

Abdominal  (5  Day) 

July  26-30 

OB/GYN  (5  Day) 

August  2-6 

Prostate 

August  7 

Ultrasound  for 
Surgeons 

August  27-29 

Courses  listed  above  are 

held  in  Houston,  TX. 

Contract  courses  can  be  brought  to  your  loca- 
tion; minimum  enrollment  required.  Call 
(800)  239-1361  for  more  information  and/or  a 
free  catalog. 

Advanced  Health  Education  Center 
8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  AMA  Category  I credit 


w w vv . a h e c 0 n M n e . c 0 m 


Fifth  Annual  Breast  Care  Advances  and 
SCMIS  BioskillsTraining  Conference,  August 
21-22,  1999.  Sponsored  by  UT  Southwestern  Med- 
ical Center  at  Dallas,  Department  of  Surgery.  Sim- 
mons Biomedical  Research  Building,  Excellence  in 
Education  Foundation  Auditorium,  Dallas.  Course 
Directors:  R.  Rohrich,  MD,  G.  Peters,  MD,  M.  Leitch, 
MD,  E.  Frenkel,  MD,  and  D.  Jones,  MD.  CME  credit 
offered.  Contact  Chelsea  Yost,  (214)  648-2200. 

Women's  Healthcare  Nurse  Practitioner  Pro- 
gram: “22nd  Annual  Seminar  in  Women's 
Healthcare,”  July  19-22,  1999.  Sponsored  by  UT 
Southwestern  Medical  Center  at  Dallas.  Westin  Gal- 
leria Dallas  Hotel.  CME  credit  offered.  Course  Direc- 
tor: Cynthia  Allen.  Contact  Carron  Hare,  (214) 
648-2136. 

The  Alliance  for  Medical  Management  Educa- 
tion Degree  and  Certification  Program: 
Strategic  Management  of  Healthcare  Organi- 
zations (Module  #6),  August  1-7,  1999.  Spon- 
sored by  UT  Southwestern  Medical  Center  at  Dallas 
and  the  University  of  Dallas  School  of  Management. 
American  Airlines  Training  and  Conference  Center, 
Dallas.  CME  credit  offered.  Course  Directors:  J. 
Burnside,  MD  and  J.  McCracken,  PhD.  Contact  Paul 
Krawietz,  (214)  648-3705. 

Uro-Gynecology  Update,  August  7,  1999.  Spon- 
sored by  the  UT  Southwestern  Medical  Center  at 
Dallas.  The  Melrose  Hotel,  Dallas.  CME  credit  of- 
fered. Course  Director:  J.  Schaffer,  MD.  Contact  Jim 
O’Reilly,  (214)  648-3794. 

What's  New  is  Gastroenterology  & Hepatol- 
ogy, Sept.  18,  1999.  Sponsored  by  UT  Southwest- 
ern Medical  Center  at  Dallas.  Renaissance  Dallas 
Hotel.  CME  credit  offered.  Course  Directors:  W.  Pe- 
terson, MD  and  D.  Thiele,  MD.  Contact  Lisa  Dunlevy 
(214)  648-9532. 


Southwestern  Center  for  Minimally  Invasive 
Surgery:  Laparoscopic  Management  of  Com- 
mon Bile  Duct  Stones,  July  23-24.  Sponsored  by 
Department  of  Surgery  and  SCMIS.  Located  in  the 
Simmons  Biomedical  Research  Building,  Excellence 
in  Education  Foundation  Auditorium.  CME  credit  of- 
fered. Course  director:  Robert  V.  Rege,  MD.  Contact 
Leah  Cannon,  (214)  648-3792. 

New  Approaches  to  Macular  Degeneration, 
August  21.  Sponsored  by  UT  Southwestern  Medical 
Center  at  Dallas  Department  of  Ophthalmology,  Ex- 
cellence in  Education  Foundation  Auditorium,  Sim- 
mons Biomedical  Research  Building.  Course 
director:  A.  Edwards,  MD.  CME  credit  offered.  Con- 
tact: Stacey  Novotny,  (214)  648-3784. 

Southwestern  Center  for  Minimally  Invasive 
Surgery:  Stereotactic  Breast  Surgery,  August 
21-22.  Sponsored  by  UT  Southwestern  Medical  Cen- 
ter at  Dallas,  Excellence  in  Education  Foundation 
Auditorium,  Simmons  Biomedical  Research  Build- 
ing. Course  director:  A.  M.  Leitch,  MD.  CME  credit 
offered.  Contact:  Leah  Cannon,  (214)  648-3792. 


Plastic  Surgery  for  the  Pediatrician,  Sept.  25, 
1999.  Sponsored  by  UT  Southwestern  Medical  Cen- 
ter at  Dallas.  Harold  C.  Simmons  Biomedical  Re- 
search Building,  Excellence  in  Education 
Auditorium,  Dallas.  CME  credit  offered.  Course  Di- 
rectors: H.  S.  Byrd,  MD  and  P.  C.  Hobar,  MD.  Con- 
tact Jim  O’Reilly,  (214)  648-3794. 

6th  Annual  Paul  C.  Peters  Day  in  Urology, 
Oct.  1-2,  1999.  Sponsored  by  UT  Southwestern 
Medical  Center  at  Dallas.  Harold  C.  Simmons  Bio- 
medical Research  Building,  Excellence  in  Education 
Auditorium,  Dallas.  CME  credit  offered.  Course  Di- 
rector: J.  McConnell,  MD.  Contact  Leah  Cannon, 
(214)  648-3792. 

LOOKING  AHEAD-RADIOLOGY  CME  Diag 
nostic  Radiology  Update,  Oct.  29-31,  1999.  Course 
Directors:  George  Curry,  MD  and  Helen  Redman, 
MD.  CME  credit  offered.  Presented  by  UT  South- 
western Medical  Center  at  Dallas,  the  accredited 
sponsor,  and  Parkland  Radiology  Alumni  Associa- 
tion. Contact  Dolly  Christensen,  (214)  648-8013; 
fax  (214)  648-2678;  dchris@mednet.swmed.edu. 


Fifth  AmiAi  Breast  Care  Advances  .and 
SCMIS  Bio  Skills  Training  Conference 

AUGUST  31-22,  1999 
DALLAS,  TIXAS 

' Coursa  Choir:  Rod  Rohrich,  M.D. 

. Course  Directors:  Eugene  Frenkei,  M.D., 
A.  Moriiyn  Leitch,  M.D.,  George  Peters, 
. M.D.,  and  Dnniei  Jones,  M.D. 

Southwestern  Center 


for 


at 

The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas 


CO-SPONSORED  BY: 

The  UT  Southwestern  Center  for  Breast 
Care,  The  Southwestern  Center  for 
Minimally  Invasive  Surgery,  The  Susan 
G.  Komen  Breast  Cancer  Foundation, 
The  Wendy  and  Emery  Reves  Breast 
Cancer  Diagnostic  & Treatment  Center 
at  Zale  Lipshy  University  Hospital,  and 
The  American  Cancer  Society 

PLACE: 

Excellence  in  Education  Foundation 
Auditorium,  Harold  C.  Simmons  Bldg., 
UT  Southwestern  Medical  Center  at  Dallas 

DESCRIPTION: 

Unique  opportunity  for  a comprehen- 
sive, multi-disciplinary  update  of  the 
latest  advances  in  the  diagnosis  and 
treatment  of  common  breast  problems. 
The  update  will  include  information  in 
the  areas  of  radiological,  oncological 
and  gynecological  advances. 

A variety  of  formats  have  been  designed 
for  both  physicians  and  surgeons  and 
will  include  lectures,  equipment 
demonstrations,  live  surgeries,  and 
hands-on  workshops. 

SUNDAY  - For  Surgeons  Only: 
Opportunity  for  hands-on  experience 
in  stereotactic  breast  lab. 

FEE:  PART  I:  (Saturday) 

$85.00  Phys;  $75.00  UT  Alumni; 

$40.00  Nurses 

PART  II:  (Saturday  & Sunday) 

$300.00  Phys;  $275.00  UT  Alumni; 
$150.00  Nurses 

CME  credit  offered 
CONTACT: 

Continuing  Education;  UT  Southwestern 
Medical  Center  at  Dallas 
Phone:  214/648-2166, 

1/800/688-8678,  Fax:  214/648-2317 

http://www.swmed.edu/home_ 

pages/cme/cemain.html 

M 

Zai£  Upshy  University  Hospital 

At  Southwestern  Medical  Center 


Tel  800.880.1300 
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Question 

What  improvements  would  you  suggest 
for  future  TMA  annual  meetings? 

What  activities  would  you  like  to  see  again? 


The  following  are  anonymous  responses  to  physician  sur- 
veys given  atTexMed  '99,  this  year's  annual  meeting. 

“More  would  come  to  TexMed  if  it  were  held  in  different 
facilities  in  which  locations  of  talks  were  easy  to  find.  More 
would  come  if  it  didn’t  take  them  away  from  their  practices.” 

“If  you  are  a [House]  delegate,  you  cannot  get  CME  readily. 
These  need  to  be  separated  in  time  so  that  delegates  meet 
when  CME  is  not  being  offered  and  they  do  not  miss  as  much.” 

“Change  time  — too  many  conflicts  with  children’s  school. 
Consider  offering  early  and  late  programs  for  those  who 
would  like  to  do  things  with  their  families.” 

“What  happened  to  the  ER  courses?” 

“[The  meeting  needs]  more  focus  on  nursing  home  care.” 

“Continue  with  more  diabetes  teaching  over  the  state  to 
family  practice  and  internal  medicine.” 

“Continued  talks  about  being  a physician  and  its  unique 
challenges.” 

“Hotel  fees  are  very  high  considering  doctors’  shrinking  col- 
lections in  their  offices.” 

“I  believe  all  programs  should  be  at  one  venue.” 

“Have  the  meeting  on  Saturday  and  Sunday,  not  Thursday 
and  Friday.  These  are  working  days  for  doctors.” 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  In- 
terest. Physicians  are  polled  by  telephone,  fax,  or  e-mail.  We  welcome  syggestions 
for  future  topics.  Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX 
78701;  fax  them  to  (512)  370-1632;  or  e-mail  them  to  larry_b@texmed.org. 


On  the  psychiatry  continuing  medical  education  (CME)  track: 
“We  need  sessions  like  this  next  year  — ethics  and  medicine.” 
On  the  technology  CME  track: 

“This  needs  to  be  repeated  year  after  year,  as  we  need  to 
update  our  knowledge.  We  are  fast  beginning  to  learn  this.” 

On  the  family  practice  CME  track: 

“Please,  please,  make  it  clinical!  We  are  not  researchers  by 
choice.  We  are  on  the  frontlines  of  medicine  — little  time 
with  many  patients  to  serve.  Give  us  signs,  symptoms,  and 
treatment  ideas.  Save  your  pie  charts,  and  instead  fill  our 
stomachs  with  clinical  pearls  and  case  studies.  Your  audito- 
rium will  be  overflowing  if  you  do  this.” 

On  the  allergy,  asthma,  and  clinical  immunology  CME  track: 

“Clinically  oriented  and  useful  in  day-to-day  practice.” 

On  the  alternative/complementary  practices  CME  track: 

“This  course  was  quite  good  — I would  recommend  repeat- 
ing it  next  year.” 

On  the  speakers: 

“[The  Sotiles]  should  be  an  annual  invite  and  a prerequisite 
for  medical  marriages.” 

“I  missed  several  of  the  lectures  because  I was  in  the  [House 
of  Delegates]  meeting.  It  would  be  very  helpful  if  we  could 
have  handouts  from  all  of  the  speakers.” 
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How  to  help  end  patients’  unhealthy  behaviors 


Physician  negotiations  • Aetna  merger  • Payment  advocacy 

PexasMedi  cine 


Texas  Medical  Association 
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k x4utotlex  Leasings  we  don’t  make  ears... We  Make  Car  Leases!  And  lots  of  them.  In  faet,  we  have  over  ,50  different 
leases  to  choose  from  on  every  vehicle.  Chances  are  you’ll  save  money  with  our  Flexlease.  A lot  of  yonr  [leers  have. 
Call  Today.  xM'ter  all,  why  would  you  get  a lease  from  a ear  company  when  you  can  get  a lease  from  a lease  company? 


Ifs  their  future... 


How  well 


have  you 
helped  to 
protect  them? 


Unless  you  have  a lot  of  money  saved, 
you  may  need  life  insurance  to  help 
protect  your  loved  ones  in  case  you 
die  unexpectedly.  The  amount  of 
life  insurance  you  need,  however, 
may  increase  as  your  family  and 
lifestyle  change. 

To  help  find  out  if  you  have  enough 
life  insurance  in  case  the  unthinkable 
happens  to  you  or  your  spouse,  request 
free  information  today  from  TMAIT: 


1 800  880-8181  Dept.  2208 

Weekdays  between  7:30  a.m.  and  5:30  p.m. 


Endorsed  by 


^Tex 

tt 


TexasMedical 

Association 


Administered  by 

Texas  Medical  Association 
Insurance  Trust 

Created  and  endorsed  by  the  Texas  Medical  Association 


Big  responsibilities. ..Big decisions. . . 

Get  solid  financial  protection  for  your 
family  from  TMA. 

Term  Life  Insurance  is  underwritten  by  The  Prudential 
Insurance  Company  of  America,  751  Broad  Street, 
Newark,  Nf  07102.  A Booklet/Certificate,  with 
complete  plan  information,  including  limitations 
and  exclusions,  will  be  provided. 

This  Plan  is  available  only  to  TMA  members  who  reside 
in  Texas.  Contract  Series  83500.  INSTA000627 


Counseling  patients 

Have  you  talked  to  your  patients  lately  about  changing  unhealthy 
lifestyles,  such  as  overeating,  smoking,  drinking  too  much,  or  not 
getting  enough  exercise?  If  not,  you’re  probably  not  alone.  Al- 
though the  diseases  that  kill  more  people  than  any  other  are 
largely  preventable,  many  physicians  don’t  counsel  their  patients 
on  changing  their  ways. 

By  Johanna  Franke 


Cover  illustration  by  Sean  Ternamian 


The  Journal 


Departments 


Chart  documentation  of 
clinical  preventive  services 
at  9 Texas  clinics 

By  Michele  Murphy  Smith,  MA,  RN,  RD; 

Nell  H.  Gottlieb,  PhD;  Barbara  Meyer,  MS; 

Philip  Huang,  MD,  MPH;  Patricia  Goodson,  PhD 
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Plano  • Raloxifene’s  benefit  • TWU  regents  • Foundation 
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I Legislative  Affairs 

Antitrust  defense  28 

I The  Texas  Medical  Association  has  scored  another  major  legislative  victory  in  its 
efforts  toward  fairness  for  physicians  and  their  patients  with  passage  of  the  Physi- 
I cian  Negotiation  Bill  in  the  recent  session  of  the  legislature.  Passed  with  help  from 
I the  American  Medical  Association  and  the  TMA  Alliance,  the  bill  makes  Texas  the 
j first  state  to  give  physicians  a defense  when  insurers  threaten  antitrust  action. 

I By  Ken  Ortolon 


Medical  Economics  Page  42 

Medical  Economics 


The  Aetna  battle  42 

Organized  medicine  could  have  stood  by  and  done  nothing  when  Aetna  US 
Healthcare  announced  plans  to  merge  with  Prudential  and  dominate  the  health 
care  market.  It  didn’t,  and  as  a result,  federal  and  state  regulators  have  ordered 
Aetna  to  sell  some  of  its  Texas  holdings. 

By  Teri  Moran 


Medical  Economics 

Payment  advocacy  46 

Fed  up  with  being  hassled  by  insurance  companies  over  reimbursement  for  treating 
patients?  Judging  by  the  increase  in  Hassle  Factor  Log  complaints  TMA  has  received, 
many  of  you  are.  TMA  has  a payment  advocacy  team  that  gets  results.  Their  efTorts, 
along  with  a tougher  new  prompt  payment  law,  may  make  your  life  a little  easier. 

By  Teri  Moran 


Medical  Economics  Page  46 


Law 

Suing  Blue  Cross 

and  Blue  Shield  52 

Disputes  with  physicians  over  the  procedures  it  uses  for  reimbursing  doctors  for  their 
services  have  landed  Blue  Cross  and  Blue  Shield  in  court  in  two  separate  lawsuits. 
By  Monica  Maldonado 


Law  Page  52 
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Volume  95  it  Numbers 
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List 


Mode 


Low  Maintenance 


High  Tech 


A few  of  the  many  features  on  the  /1 000 

Turbo  Diar*^  is  one  touch  dialing-just  press  and  hold  a numeric 
button  on  the  keypad  that  corresponds  to  one  of  the  first  8 
programmed  numbers  in  your  phone  list 

Quickstore  instantly  adds  phone  numbers  and  Private  IDs  to  your 
personal  directory 

Data  Capable  and  Internet  Ready  for  the  Nextel  Online^f^ 
services  to  come** 

Speakerphone:  for  easy  hands-free  cellular  calling 

See-through  display  allows  you  to  see  voice  mail  and  paging 
icons,  view  Caller  ID  info,  identify  Nextel  Direct  Connect  callers  and 
use  the  speakerphone  without  opening  the  flip 

Consolidated  Phone  and  Private  ID  List  Programming 

allows  you  to  enter  the  phone  number.  Private  ID  and  a name  at  one 

time 

3-Way  Calling:  provides  the  convenience  of  conference  calling  with 
two  other  people 

Alternate  Line  Service:  gives  you  the  option  of  keeping  your 
business  and  personal  lines  separate 

Multiple  Languages:  choose  between  English,  French,  Spanish 
and  Portuguese  menus 

1 Year  Manufacturer's  Warranty 

**  Applies  to  Nextel  Online  Wireless  Internet  Services;  future  availability 


/1 000 


Nextel  phones  are  manufactured  by  MoromoLA 


NEXTEL 

AUTHORIZED  REPRESENTATIVE 


[Austin] 

8235  Shoal  Creek  B1  Ste.  3 
512-453-9600 

[San  Antonio] 

8626  Tesoro  Dr.  Ste.  802 
210-822-7900 


[Ei  Paso] 

1840  Lee  Trevino  Ste.  407 
915-590-9900 

[Houston] 

1225  North  Loop  Blvd.  Ste  914 
713-933-0111 


neSoi  k(  E 

Your  one  and  only  source  for  wireless. 


1999  Nextel  Communications,  Inc.  All  rights  reserved.  Nextel,  the  Nextel  logo,  Nextel  Business 
Networks,  and  Nextel  Direct  Connect  are  trademarks  and/or  service  marks  of  Nextel  Communications,  Inc. 
©Motorola,  iDEN,  1390,  1600,  and  ilOOO  are  trademarks  and/or  registered  trademarks  of  Motorola,  Inc. 
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iasic  Training 
iCD/CPT 


Tex 

MX 


TexasMedical 

Association 


We  are  looking  for  a few  good  men  and  women. 
Recruits  who  want  to  arm  themselves  with  tools 
they  need  to  hill  for  medical  services  accurately 
and  appropriately.  So  join  TMA  for  basic  training 
in  ICD-9-CM  and  CPT-4  coding  techniques. 


Austin;  August  3 
Fort  Wortti:  August  4 
San  AntoniO:  August  5 
Beaumont:  August  17 
McAllen:  August  18 
Houston:  August  19 
Comus  Christi;  August  20 
Texarkana;  August  31 
Dallas;  September  1 
iVler:  September  2 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


We  are  a dedicated  group  of 
professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


Ji 


Ab^^eN 

5^^ 

Medical  Insurance  Services 

For  additional  information,  contact: 

Barbara  E.  Gaffney,  Healthcare  Director 
Aberdeen  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialn-  Practices  • Outpatient  Surgery  Centers 
,\nibulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 


Editor’s 

Note 


I need  to  lose  weight  ...  a lot  of  it. 
But  my  primary  care  physician  has 
never  raised  the  subject.  The  only 
time  we  talk  about  weight  loss  is 
when  I initiate  the  conversation.  A 
coworker  says  his  doctor  doesn’t  talk  to 
him  about  quitting  smoking.  The  same 
goes  for  one  of  our  magazine  designers. 

While  admittedly  only  anecdotal, 
these  cases  back  up  an  unfortunate  dis- 
covery Associate  Editor  Johanna  Franke 
made  while  researching  this  month’s 
cover  story,  “Choosing  Change,”  pp 
34-41.  Even  though  many  public  and 
private  health  groups  recognize  the  im- 
portance of  physicians’  encouraging  pa- 
tients to  stop  the  risky  behavior  that 
leads  to  heart  disease,  cancer,  and 
stroke,  most  physicians  don’t. 

It’s  not  that  physicians  don’t  care.  It 
seems  that  lack  of  time,  resources,  and 
counseling  skills  keep  them  from  hav- 
ing meaningful  heart-to-heart  talks 
with  their  patients. 

Johanna’s  story  delves  into  the  issue 
of  convincing  patients  to  mend  their 
ways  and  offers  some  valuable  tips  on 
how  to  discuss  unpleasant  subjects. 

Also  in  this  issue.  Senior  Editor  Teri 
Moran  and  Associate  Editor  Ken  Ortolon 
tell  how  TMA  and  AMA  won  two  major 
victories  for  physicians  and  patients. 
Teri  reports  on  organized  medicine’s 
successful  efforts  to  persuade  federal 
and  state  regulators  to  order  Aetna  to 
sell  its  holdings  in  Houston  and  Dallas 
before  buying  Prudential.  And,  Ken  goes 
behind  the  scenes  to  detail  how  the 
Physician  Negotiation  Bill  was  passed  by 
the  Texas  Legislature  despite  strong  op- 
position from  the  insurance  industry. 


Larry  BeSaw 

Managing  Editor 
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ANY  MAKE,  ANY  MODEL 

We  leave  the  prescription  writing  to  the  people  who  do  it  best.  Prescribe  yourself  any 
make  and  model  of  vehicle  you  desire  at  Superior  Leasing. 

Superior  Leasing  means  Superior  Service. 


S^UPERIOR^ 

—=fF.ASINa= 

of  Texas  ^ 


CALL  TOLL  FREE 

800-988-0994 

(972)  994-0994 

www.superiorleasing.com 


Get  a second  opinion 
from... 

SUPERIOR  LEASING,  M.p, 


IhadlwohmMunfttmhMlea^^^^^ 

Iwas  able  to  temimfe  those  leases  and  lease  two  neiv  cars  ofmtj  choice  including  a 
\fyiA^-BMWMil.  They  were  delwered  to  my  pont  door  in  jidtivo  days!  Thafswhatlcall 

'creative jmttcing'!  Tom, 

1 'iir  Superior  Leasing  mans  Superior  Service!!"  . ' ^ 


Miguel  Cintron,  MD 
Harlingen,  TX 


High  or  low  miles,  none  or  multiple  security  deposits,  no  or  max.  down  regardless  of  credit... 
Superior  Leasing  Medical  Division  will  provide  a custom  tailored  lease  to  best  fit  your  needs. 


^999  Superior  Leasing 


Thousands  of  physicians’  offices  of  every  type  and  siz« 

are  making  the  paradigm  switch  from  yesterday’s  UNIX 
and  DOS-based  software  to  the  world’s  leading  Windows- 
based  practice  management  software:  award-winning 
Millbrook  Paradigm. 


4 FULLY  Y2K  COMPLIANT! 

4 Thousands  of  users  nationwide  in  practices 

OF  ALL  SIZES  AND  SPECIALTIES 

4 INCREASES  OFFICE  PRODUCTIVITY  AND  EFFICIENCY 

INTEGRATES  ALL  OFFICE  PROCESSES  INTO  ONE  EASY 
TO  INSTALL  SYSTEM; 


• SCHEDULING 

• PATIENT  INFORMATION 

• BILLING 

• MANAGED  CARE 

• REPORTING 


ACCOUNTS 

RECEIVABLES  AND 

Collections 

Electronic  Claims 
Submission  and 
Administration 


a 

a 

«r 


Designed  from  the  ground  up  on  Microsoft 
Windows  NT  and  sol  Server 


integrates  WITH  MICROSOFT  OFFICE 
AND  WORKS  WITH  ANY  MICROSOFT 
APPLICATION 


Designed  for 

Microsoft* 

BackOffice* 


The  same  look  and  feel  as  the 
PC  YOU  USE  AT  HOME 

THE  MOST  FLEXIBLE  COMPUTING 
ENVIRONMENT  FOR  THE  PHYSICIAN’S 
OFFICE 


a VASTLY  MORE  EFFICIENT  THAN  UNIX, 

DOS  OR  Windows  “look-alike"  systems 


4 Can  be  shipped  preloaded  on  dell  Computers  - 
Visit  dell’s  web  site  or  call  800-274-1550  for  a 
SPECIAL  limited  TIME  OFFER 


No  other  practice  management  solution  equals  Millbrook 
Paradigm.  In  meeting  the  diverse  needs  of  a physician’s 
office,  it  is  the  nation’s  premier  “Best  of  Class”  solution. 
Millbrook  Paradigm  will  reduce  or  eliminate  duplication, 
minimize  errors  and  turn  patient  visits  into  cash  faster 
than  ever  before. 


To  find  out  more  or  to  register  for  a free  Millbrook/ 
Microsoft  seminar,  call  at  (800)  645-0985  or  visit  our 
web  site  at  www.milIbrook.com.  End  of  problem. 


MlLLBRflDK 

PAR/^IGM" 

www.millbrook.com 

BE  DIRECT' 

D^L 

www.dell.com/healthcare/millbrook 

Miax}sott^ 


www.microsoft.com/industry/heaIth 


From  Your  President 


An  open  letter  to  Texas 
Medical  Association  and 
;|county  medical  society 
members  and  staff 


By  Alan  C.  Baum,  MD,  TMA  president 

My  dad  taught  me  early  in  life 
that  a good  start  is  the  key  to 
success  in  any  endeavor.  If  the 
first  6 weeks  of  my  term  as 
TMA  president  are  any  indica- 
tion, the  next  year  will  be  a banner 
year  for  this  association,  the  physicians 
of  Texas,  and  our  patients. 

And  you  deserve  all  the  credit. 

Our  biggest  success  to  date  — the 
partial  derailing  of  Aetna  US  Health- 
care’s plans  to  merge  with  Prudential 
Healthcare  — has  truly  been  a team  ef- 
fort ...  a team  success.  Physicians  and 
staff  from  the  TMA,  the  county  societies, 
and  the  American  Medical  Association 
collaborated  in  almost  unprecedented 
fashion.  The  federation  of  medicine 
made  the  Department  of  Justice  listen  to 
— and  act  upon  — our  very  grave  and 
significant  concerns  over  the  anticom- 
petitive imbalance  this  merger  would 
create  for  our  patients  and  for  our  prac- 
tices. 


Patients  in  Houston  and  Dallas,  and 
the  physicians  who  care  for  them,  are 
the  winners  in  the  proposal  for  Aetna  to 
sell  off  its  NYLCare  health  plans  in  those 
two  cities  before  it  is  allowed  to  gobble 
up  Prudential  in  Texas  and  nationwide. 
We  have  broken  new  ground  in  that  the 
litmus  test  for  future  health  industry 


mergers  will  be  not  only  the  size  of  the 
plans  involved  but  also  their  conduct 
and  patient-friendly  performance. 

All  of  this  came  just  2 weeks  after 
the  close  of  the  Texas  legislative  ses- 
sion, which  was  a tremendous  success 
for  Texas  medicine.  The  landmark 
Physician  Negotiation  Bill  passed  the 
House  and  Senate  in  landslide  fashion, 
and  Gov  George  W.  Bush  signed  the  bill 
into  law.  It  will  finally  give  independent 
physicians  some  leverage  in  negotiating 
fair  and  patient-friendly  contracts  with 
the  investor-driven  managed  care  plans. 
Once  again,  Texas  leads  the  nation  in 
establishing  health  care  policy  that  hon- 
ors the  patient-physician  relationship. 

Other  significant  legislative  ad- 
vances on  behalf  of  physicians  and  pa- 
tients include: 


• Expanding  the  Children’s  Health  In- 
surance Program  to  cover  all  chil- 
dren aged  18  and  younger  whose 
families  earn  less  than  200%  of 
poverty. 

• Requiring  health  plans  to  pay  clean 
claims  within  45  days  and  imposing  a 
$l,000-a-day  fine  for  late  payments. 


• Ensuring  that  physicians  in  group 
practices  continue  to  have  access  to 
their  patients  even  if  they  leave  the 
group. 

• Protecting  the  confidentiality  of 
physicians’  Social  Security  numbers 
on  file  with  state  agencies  and  re- 
stricting the  use  of  physicians’  fed- 
eral DEA  numbers  to  their 
appropriate  purpose. 

• Limiting  optometrists’  independent 
treatment  options  and  prohibiting 
them  from  performing  surgery. 

• Designating  the  $1.8  billion  first  in- 
stallment of  the  state’s  tobacco  law- 
suit settlement  for  major  public 
health,  antismoking,  research,  and 
other  health  care  initiatives. 

• Setting  new  net  worth  and  solvency 
requirements  for  health  mainte- 
nance organizations. 


Our  biggest  success  to  date  — 
the  partial  derai  ing  of  Aetna  US  Healthcare’s  plans 
to  merge  with  Prudential  Healthcare  — 
has  truly  been  a team  effort ...  a team  success. 
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From  Your  President 


^ ^ili®l0SS  about 

I binding  OII0  hour 

of  ethics  CNE? 

It's  no  mystery  - contact  TMA  Library! 

To  order  a copy  ofTMA  Library ’s  Medical  Ethics 
and  Professionalism  module,  call  (800)  880-1300, 
ext.  1 54 1 , or  (5 1 2)  370- 1 54 1 , or  fax  (5 1 2)  370- 1 634, 
or  e-mail:  tma_library@texmed.org 


BECAUSE  YOU  WENT  TO  MED  SCHOOL 
NOT  LAW  SCHOOL. 


Maybe  it's  time  you  took  on  a few  new 
partners.  A group  that  can  help  with  your 
medical  liability  program  while  you  do  what 
you  were  trained  for— practicing  medicine. 
Call  today  for  our  custom-tailored  liability 
programs  and  coverage  at  competitive  prices. 


http://www.amph.com/api 

1.800.252.3628 


American  Physicians  Insurance  Exchange  and  Florida  Physicians  Insurance  Company.  Inc. 
have  joined  forces  co  offer  nacional  experience,  local  service,  srabilicy  and  commitment. 


For  fear  of  leaving  someone  out,  I’m 
hesitant  to  thank  by  name  those  physi- 
cians and  staff  members  whose  hard 
work  made  all  of  this  possible.  But  I’ll 
take  that  risk  because  the  following 
people  really  do  need  to  be  recognized 
and  publicly  appreciated: 

• The  Council  on  Socioeconomics  un- 
der the  leadership  of  Dr  Bohn  Allen, 
of  Arlington,  and  Dr  Paul  Handel,  of 
Houston; 

• Dr  Bob  Sloane,  of  Fort  Worth,  and 
the  members  of  the  Council  on  Leg- 
islation; 

• Dr  Robert  Gunby,  Dr  Gordon  Green, 
and  Michael  Darrouzet  and  the  staff 
of  the  Dallas  County  Medical  Soci- 
ety; 

• Dr  Carlos  Hamilton  and  Greg  Ber- 
nica  and  the  staff  of  the  Harris 
County  Medical  Society; 

• Dr  Randy  Smoak,  Dr  Donald 
Palmisano,  and  Dr  Andy  Anderson 
and  the  AMA  staff; 

• The  dedicated  staff  in  TMA’s  Office 
of  General  Counsel  and  divisions  of 
Public  Affairs,  Medical  Economics, 
and  Communication;  and 

• All  the  physicians  and  alliance 
members  who  called,  wrote,  and 
visited  their  state  representatives 
and  senators  and  answered  our  sur- 
veys about  how  the  Aetna-Pruden- 
tial merger  would  affect  your 
practice. 

I want  to  personally  thank  each  of 
you  — and  all  the  others  — for  work- 
ing so  hard  and  cooperating  so  well  to 
make  all  of  this  happen.  These  are 
tremendous  examples  of  the  power  in 
the  voice  of  36,000  TMA  members 
speaking  in  unison. 

Qjlc^  C. 

Alan  C.  Baum,  MD 

TMA  president 
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Join  Us  for  This  Blockbuster  Conference! 


TNA  FALL 

Conference 

Turning  Points  in  Medicine 

September  18,  1999 

Renaissance  Austin  Hotel 


Knowledgeable  Speakers 

■ Thomas  R.  Reardon,  MD,  Portland,  Oregon 
President,  American  Medical  Association 

■ John  M.  Eisenberg,  MD,  Rockville,  Maryland 
Director,  Agency  for  Health  Care  Policy  and  Research 

■ John  Daly,  PhD,  Austin  (invited) 

Amon  Carter  Professor  of  Communication,The  University  of  Texas  at  Austin 

■ Clyde  W.Yancy  Jr.,  MD,  Dallas  (invited) 

Associate  Professor  of  Medicine;  Director,  Congestive  Heart  Failure  Program, 

The  University  ofTexas  Southwestern  Medical  School  at  Dallas 

■ Robert  M.Tenery  Jr.,  MD,  Dallas,Texas 

Immediate  Past  Chair,  Council  on  Ethical  and  Judicial  Affairs,  American  Medical  Association 


Outstanding  Features 

■ Review  of  significant  health  care  legislation  by  key  leaders  of  the  Texas  Legislature 

■ Dawn  Duster  Session, “Medical  Ethics:  Present  Conflicts  and  Issues” 

■ Luncheon  courtesy  ofTexas  Medical  Liability  Trust 

■ Afternoon  risk  management  seminar,“Was  It  Something  I Said?  The  Underlying  Psychology  of 
Medical  Malpractice”  (Seminar  fee  required) 

■ AMA  Internet  Technology  Health  Day  Program,  Friday,  Sept.  1 7, 8 a.m.  to  4:30  p.m. 

■ Networking  Reception,  Friday,  4;30  to  7 p.m. 

■ TMA  committee,  council,  board  and  section  meetings.  Sept.  17  and  18 

Exciting  Extras 

■ Valuable  AMA  PRA  Category  I CME  credit 

■ Free  registration  forTMA  members,  including  the  AMA  Internet  Technology  Health  Day 

■ On-site  child  care  available 

■ Austin  area  attractions,  including  UT  vs.  Rice  football  — call  (800)  982-BEVO  for  tickets 


Tex 


TexasMedical 

Association 


For  more  information  , call  (800)  880-1300,  ext.  1 346, 

or  (512)  370-1346, 

or  visit  TMA’s  Web  site  at  www.texmed.org. 


the  changing  world  of  health  care,  you  hear  about  new  health 
systems  being  formed  all  the  time.  The}’  consolidate  facilities  to  reduce 
costs.  Streamline  operations.  Improve  the  bottom  line.  All  in  order  to 
take  better  care  of  themselves. 

What  you  don 't  usually  hear  about  is  a group  of  hospitals  joining 
forces  to  take  better  care  of  people. 

Now.  that  may  seem  like  an  old  idea.  But  it’s  what  makes  CHRISTUS 
Health  so  different.  And  it's  why  the  Sisters  of  Charity  Health  Care 
System  and  Incarnate  Word  Health  System  have  come  together  in 
CHRISTUS  Health.  With  a common  name,  based  on  a mission  they've 
had  in  common  for  over  a century. 

Of  course,  that’s  not  to  say  there  aren  't  obvious  benefits  to  bringing 
our  resources  together.  We  are  a Texas-based  system  with  32  hospitals 
and  facilities  in  four  states.  And  assets  of  over  $3  billion.  All  of  which 
puts  us  among  the  top  ten  Catholic  Health  systems  in  the  countr}’. 

It’s  given  new  strength  to  an  old  idea.  Because,  together,  we  can  do  more 
for  people  than  we  could  apart.  And  that’s  going  to  make  us  all  better. 


CHRISTUS 

Health 


www.chnstushealth.org 
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Newsmakers 


Fritz  E.  Barton,  Jr,  MD,  Dallas,  was 
elected  president  of  the  American  Soci- 
ety for  Aesthetic  Plastic  Surgery. 

Jack  W.  Bonner  III,  MD,  Greenville,  SC, 
was  elected  second  vice  president  of 
the  American  College  of  Psychiatrists 
and  president-elect  of  the  Group  for  the 
Advancement  of  Psychiatry. 

F.  Charles  Brunicardi,  MD,  was  ap- 
pointed chair  of  the  Michael  E.  De- 
Bakey  Department  of  Surgery  at  Baylor 
College  of  Medicine  in  Houston. 

Dale  D.  Burleson,  MD,  El  Paso,  was 
elected  secretary-treasurer  of  the  Texas 
Society  of  Colon  and  Rectal  Surgeons. 

Houston  urologist  C.  Eugene  “Gene” 
Carlton,  MD,  received  the  Harry  M. 
Spence,  MD  Memorial  Lifetime  Service 
Award  from  the  Texas  Urological  Society. 

Anesthesiologist  Judith  L.  Craven,  MD, 
and  cardiologist  Kenneth  L.  Mattox, 
MD,  both  of  Houston,  received  Distin- 
guished Alumni  awards  from  the  Bay- 
lor Medical  Alumni  Association. 

Bay  City  internist  Ali  Tarkan  Dural, 
MD;  Austin  pediatrician  David  Grundy, 
MD;  Nacogdoches  family  practitioner 


Fritz  E.  Barton,  Jr,  MD  Dale  D.  Burleson,  MD 


Aaron  Polk,  MD;  Texas  City  family 
practitioner  John  Reeves,  MD;  and 
Longview  internist  James  W.  Sawyer, 
MD,  received  1999  Teacher  of  Distinc- 
tion awards  from  The  University  of 
Texas  Medical  Branch’s  School  of  Med- 
icine, the  Office  of  Primary  Care  Edu- 
cation, and  the  East  Texas  Area  Health 
Education  Center. 

Houston  pediatric  infectious  disease  spe- 
cialist Ralph  D.  Feigin,  MD,  and  his  wife, 
Judith  Eeigin,  EdD,  were  honored  for 
their  contributions  to  pediatric  medicine, 
the  medical  profession,  their  community, 
and  the  State  of  Israel  at  the  State  of  Is- 
rael Maimonides  Award  Dinner. 

Infectious  disease  specialist  Stephen  B. 
Greenberg,  MD,  and  pediatric  nephrol- 
ogist L.  Leighton  Hill,  MD,  both  of 
Houston,  were  recognized  as  Distin- 
guished Faculty  by  the  Baylor  Medical 
Alumni  Association. 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
section  areTMA  membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
tion; or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  People,  Texas  Medicine, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry  b@texmed.org. 


John  Hunt,  MD  Gary  Purdue,  MD 


Robert  Munford,  MD  Stanley  S.  Wang,  JD 


Temple  plastic  surgeon  Peter  C. 
Grothaus,  MD,  received  a humanitar- 
ian award  from  the  National  Secretary 
of  the  Family,  a government  agency  in 
El  Salvador,  for  10  years  of  service  to 
the  children  of  El  Salvador  through  the 
Austin  Smiles  program. 

The  1999-2000  Texas  Dermatological 
Society  officers  include  William  R. 
Holder,  MD,  Baytown,  president;  David 
Madorsky,  MD,  MPH,  San  Antonio,  pres- 
ident-elect; Toni  Funicella,  MD,  Austin, 
vice  president;  and  D.  Scott  Miller,  MD, 
Fort  Worth,  secretary-treasurer. 

John  Hunt,  MD,  and  Gary  Purdue,  MD, 

both  general  surgeons  from  Dallas,  re- 
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ceived  1998  Parkland  Memorial  Hospi- 
tal Distinguished  Physician  awards. 

Azle  family  practitioner  Frank  Loner- 
gan,  MD,  was  selected  as  a 1999  Physi- 
cian of  the  Year  by  the  VistaCare 
Foundation,  a national  nonprofit  or- 
ganization that  provides  support  and 
advocacy  for  patients  and  families  fac- 
ing life-limiting  illnesses. 

Internist  Edward  C.  Lynch,  MD,  and  pe- 
diatric radiologist  Edward  B.  Singleton, 

MD,  both  of  Houston,  were  among  the 
first  winners  of  The  Corbin  and  Barbara 
Robertson  Presidential  Award  for  Excel- 
lence in  Teaching,  which  recognizes  Bay- 
lor College  of  Medicine  faculty  members 
who  have  made  long-standing,  consis- 
tent, and  highly  valued  contributions  to 
Baylor’s  educational  mission. 

Dallas  internist  Robert  Munford,  MD, 
was  elected  to  the  Association  of  Amer- 
ican Physicians,  a 114-year-old  non- 
profit professional  organization 
founded  to  advance  scientific  and  prac- 
tical medicine. 

Austin  cardiothoracic  surgeon  John  D. 
Oswalt,  MD,  was  named  1999  Cardiac 
Care  Provider  of  the  Year  by  the  Amer- 
ican Heart  Association. 

Austin  pathologist  Maureen  A.  Riopel, 
MD,  received  the  1998  International 
Society  of  Gynecological  Pathologists 
award  for  a meritorious  publication  in 
the  International  Journal  of  Gynecologi- 
cal Pathology. 

Tibor  Ruff,  MD,  Temple,  was  elected 
president  of  the  Texas  Association  of 
Otolaryngology. 

The  1999-2000  Texas  Urological  Soci- 
ety officers  include  Gary  W.  Smith, 
MD,  Houston,  president;  Jonathan  Vor- 
dermark,  MD,  Fort  Worth,  president- 
elect; and  Michael  Dragun,  MD, 
Midland,  secretary-treasurer. 

Stanley  S.  Wang,  JD,  a third-year 
medical  student  at  The  University  of 
Texas  Southwestern  Medical  School  at 
Dallas,  won  the  1999  Student  Writing 


Competition  of  the  State  Bar  of  Texas’ 
Health  Law  Section  for  his  paper  on  the 
Food  and  Drug  Administration’s  regula- 
tion of  off-label  drug  uses. 

Deaths 

Robert  Cary  Atmar,  MD,  96;  San  Anto- 
nio; Baylor  College  of  Medicine-Dallas, 
1929;  died  May  23,  1999. 

Jac  k Willi  am  Avery,  MD,  77;  Fort 
Worth;  The  University  of  Texas  South- 
western Medical  School  at  Dallas, 
1951;  died  May  24,  1999. 

Joe  Weldon  Bailey,  MD,  84;  Austin; 
Baylor  College  of  Medicine-Dallas, 
1939;  died  May  20,  1999. 

Byron  Duke  Braly,  MD,  69;  Irving;  Bay- 
lor College  of  Medicine,  1954;  died 
May  7,  1999. 

Melbourne  J.  Cooper,  MD,  97;  Boerne; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1927;  died  April  26, 
1999. 

James  Robert  Crisp  Ml,  MD,  64;  Lub- 
bock; University  of  Tennessee  College 
of  Medicine-Memphis,  1966;  died  May 
31,  1999. 

Robert  Burl  Elliott,  MD,  79;  Houston; 
University  of  Iowa  College  of  Medicine, 
1943;  died  May  27,  1999. 

Tracy  Davis  Gage,  MD,  74;  Lubbock; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1955;  died  May  20, 
1999. 

Will  iam  Thomas  Gordon,  Jr,  MD,  67; 

San  Angelo;  University  of  Oklahoma 
College  of  Medicine,  1958;  died  May  6, 
1999. 

Roy  Henry  Desmond  Harris,  MD,  73; 

Houston;  University  of  Alberta  Faculty 
of  Medicine,  1957;  died  May  1,  1999. 

Joseph  MacGalashan  Hill,  MD,  94; 

Dallas;  State  University  of  New  York  at 
Buffalo,  1928;  died  May  21,  1999. 


Alexander  Giboney  Juden,  Jr,  MD,  68; 

San  Antonio;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1956; 
died  June  4,  1999. 

Leonard  Meltzer,  MD,  83;  Houston; 
Louisiana  State  University  School  of 
Medicine-New  Orleans,  1941;  died 
June  6,  1999. 

Richard  John  Puls,  MD,  73;  Dallas; 
Washington  University  School  of  Medi- 
cine-St  Louis,  1950;  died  June  1,  1999. 

Beverly  Lee  Reynolds,  MD,  76;  Dallas; 
University  of  Virginia  School  of  Medi- 
cine, 1952;  died  May  21,  1999. 

Mario  Jesus  Sanchez,  MD,  75;  Hous- 
ton; Havana  College  of  Medicine, 
1951;  died  May  27,  1999. 

E.B.  Sanford,  MD,  91;  Palacios;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1942;  died  May  28,  1999. 

William  Kemp  Strother  III,  MD,  61; 

Dallas;  Duke  University  School  of  Med- 
icine, 1962;  died  May  25,  1999. 
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Providing  A Critical  Resource 
For  The  Referring  Physician:  Cook  Childrens 
Talks  With  Dr.  David  E Turheville. 


Dr.  David  F.  Tdrbeville  — Medical  Director  Of  Neonatology 


Dr.  Tdrbeville,  many  hospitals  have  neonatology 
UNITS.  Why  no  referring  physicians  prefer  the 
Cook  Children’s  neonatology  unit  over  others? 
We  respond  rapidly  and  thoroughly  to  the  requests  of  referring  physicians. 
When  they  need  help,  ii’c  try  to  get  it  to  them  as  soon  as  possible.  We 
often  hare  our  transport  team  en  route  within  15  minutes  of  their  requests. 
In  addition.  Cook  has  a "Level  4" NICU  with  multiple  specialists 
available  to  us.  This  expertise  gives  our  patients  exposure  to  the  most 
sophisticated  care  available. 


Cook  Children’s  is  known  for  having  one  of  the 
best  neonatal  transport  teams  in  the  country. 

What  sets  them  apart  from 
other  transport  teams? 
The  team  is  made  up  of  highly 
trained  physicians,  nurses  and 
respiratory  therapists  who  are 
experts  in  newborn  stabilization 
and  care.  Our  team  pioneered  the 
use  of  jet  ventilators  for  transport  use. 
We  can  transport  by  ground 
ambulance,  helicopter, 
and  airplane  as 
needed.  We 
have  the  only 
jet  plane  in 
the  country 
dedicated  to 
transport  of 
pediatric 


patients.  This  allows  us  to  get  to  the  patient  as  rapidly  as  possible. 
Because  of  our  speed,  ii’c  are  frequently  able  to  get  to  a referring  hospital 
in  time  to  attend  many  high-risk  deliveries. 

Dr.  Turbeville,  in  your  opinion,  what  is  it  that 
REFERRING  PHYSICIANS  WANT  MOST  FROM  THEIR 
RELATIONSHIP  WITH  A SPECIALIST? 

Confidence  that  his  needs  and  his  patients ' needs  will  be  met.  The 
referring  physician  can  depend  on  us  to  respond  rapidly  and  with  quality 
care.  The  referring  physician  also  wants  adequate  follow-up.  Theref  ore, 
we  make  frequent  calls  back  to  the  referring  hospitals,  and  when  the  baby 
is  discharged,  we  send  a fax  to  the  referring  physician  which  details  the 
baby's  hospital  stay. 

Can  you  relate  an  interesting  case  that 
EXEMPLIFIES  THE  TRUST  A REFERRING  PHYSICIAN  PUTS 
IN  WHAT  YOU  DO  HERE? 

iMSt  year  we  had  a mother  from  a referring  hospital  who  nwi  in  the  throes 
of  early  labor.  We  were  called  and  made  it  to  the  hospital  in  time  for 
the  delivery  of  a very  small  baby  (500  grams).  The  baby  n'rti  incubated 
and  given  Survanta  by  our  team  and  then  transported  hack  to  Cook. 

The  hospital  stay  here  U'fl5  about  two  months  and  u'rti  characterized 
by  respiratory  distress,  infections,  and  PDA  surgery.  The  baby  was 
transferred  back  to  his  community  hospital  weighing  1600  grams  and 
was  then  discharged  in  healthy  condition  and  weighing  1900  grams. 

Cook  Children’s  Medical  Center  is  located  in  Fort  Worth, 
Texas.  For  more  information  about  Dr.  Turbeville  and  our  other 
Neonatologists  — Cody  Arnold,  Samual  Juliao,  Richard  A. 
Sidebottom,  Kim  G.  Smith,  Michael  D.  Stanley  and  Michael  J. 
Stevener  — call  1-800-COOK517. 


CookChildren’s 

Medical  Center 


AMA  votes  for  negotiating  unit 
in  stormy  session 

By  Steve  Levine,  TM  A communication  director 


In  a move  that  engendered  both  ex- 
citement and  disappointment  from 
physicians  and  the  public,  the  Amer- 
ican Medical  Association  House  of 
Delegates  voted  to  create  national 
labor  organizations  for  employed 
physicians  and  for  house  staffs  as 
part  of  its  strategy  to  help  doctors 
regain  control  of  their  profession.  This 
historic  vote  took  place  at  AMA’s  148th 
annual  meeting  June  20-24  in  Chicago. 

The  Texas  delegation  to  the  AMA  op- 
posed the  move,  which  does  little  to  im- 
mediately improve  the  negotiating 
power  of  self-employed  physicians,  who 
comprise  an  estimated  64%  of  postresi- 
dency physicians.  The  Texans  unsuccess- 
fully urged  the  House  to  rely  primarily 
upon  the  “state  action  doctrine”  of  an- 
titrust law  to  bolster  physicians’  joint 
standing  at  the  negotiating  table,  as  the 
Texas  Legislature  recently  approved. 
(See  “Antitrust  Defense,”  pp  28-32.) 

Both  sides  in  the  passionate  debate 
argued  that  a labor-oriented  move  would 
have  significant  impact  on  AMA’s  dwin- 
dling membership  roles.  Both  sides  ar- 
gued for  the  primacy  of  physicians’ 
professional  standing  in  the  community. 
All  agreed  that  the  stakes  have  grown  too 
large  for  organized  medicine  to  ignore. 


“American  physicians  are  angry,  frus- 
trated, and  exhausted  over  the  intru- 
sions of  managed  care  organizations  into 
the  day-to-day  practice  of  medicine,” 
said  Austin  internist  William  G.  Gamel, 
MD,  chair  of  the  Texas  delegation,  at  the 
opening  of  the  debate.  “And  they  are 
looking  to  us  — their  representatives  at 
the  local,  state,  specialty,  and  national 
levels  — to  help  them  find  a way  to  prac- 


tice their  profession  as  they’ve  been 
trained.  They’re  looking  to  us  to  help 
them  find  a way  to  take  back  medicine 
for  themselves  and  for  their  patients.” 

The  Texas  way 

The  Texas  delegation  stood  strong  in 
support  of  the  AMA  Board  of  Trustees’ 
initial  recommendation  that  the  AMA 
“not  form  or  sponsor  any  ‘labor  organi- 
zation’ [as  defined  by  the  National  La- 
bor Relations  Act].” 

“None  of  us  really  want  a union  or 
anything  that  sounds  like  a union,” 


said  Fort  Worth  urologist  Hugh 
Lamensdorf,  MD.  “That  strategy  will 
hurt  membership.” 

The  Texans  instead  proposed  a two- 
pronged approach  based  on  the  patient- 
physician  advocacy  projects  that  have 
worked  well  for  the  Texas  Medical  Asso- 
ciation: the  Physician  Negotiation  Bill 
(Senate  Bill  1468),  which  the  Texas  Leg- 
islature passed  by  an  overwhelming  ma- 


jority earlier  this  year,  and  TMA’s 
one-on-one  “in-the-trenches”  advocacy 
efforts  with  individual  physicians,  their 
office  staffs,  and  third-party  payers.  (See 
“Getting  Blood  from  Turnips,”  pp  46-50.) 

SB  1468  allows  independent  physi- 
cians to  jointly  negotiate  with  health 
plans  under  the  “state  action  doctrine” 
protection  from  federal  antitrust  prose- 
cution. Throughout  the  debate  on  it, 
“We  were  very  careful  to  avoid  using 
the  terms  ‘collective  bargaining,’  ‘labor 
organization,’  ‘union,’  ‘work  stoppage,’ 
or  ‘strike.’  By  avoiding  that,  we  were 


“None  of  us  really  want  a union  or  anything  that  sounds 
like  a union.  That  strategy  will  hurt  memhership.” 
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lable  to  keep  to  the  high  ground,”  said 
Arlington  surgeon  Bohn  1).  Allen,  MD. 

, Waco  internist  Joe  11.  Cunningham, 
|MD,  pointed  out  that  Texas  Gov  George 
W.  Bush  signed  SB  1468  into  law  on 
jthe  day  that  AMA’s  148th  annual  meet- 
ing convened.  “Governor  Bush  signed 
that  bill  not  because  it  was  a union  bill, 
(but  because  it  was  not  a union  bill,”  Dr 
I Cunningham  said. 

I The  bill  grew  out  of  a collaboration 
I between  TMA  and  the  AMA’s  Division  of 
! Private  Sector  Advocacy.  Although  both 
the  AMA  Board  of  Trustees’  proposal  and 
the  House  of  Delegates’  final  document 
recommended  strengthening  such  collab- 
oration, the  Texas  delegation  proposed 
that  the  AMA  place  the  private  sector  ad- 
vocacy programs  at  the  forefront. 

I Dr  Allen  pointed  out  that  TMA’s  ad- 
[vocacy  efforts  had  helped  to  slow  or 
'derail  some  insurance  companies’  at- 
tempts to  bundle  or  downcode  physi- 
cians’ claims,  to  impose  gag  clauses 
and  the  mandatory  use  of  hospitalists, 
and  to  shift  liability  for  their  negligent 
acts  to  their  contracting  physicians. 
“This  would  be  one  of  the  most  high- 
profile  AMA  benefits  that  members 
would  recognize,”  Dr  Allen  said. 

A question  of  membership 
and  professionalism 

The  House  action  that  spawned  the  most 
acrimonious  debate  and  earned  exten- 
sive, nationwide  media  coverage  was 
the  vote  for  the  AMA  to  “immediately 
implement  a national  labor  organization 
under  the  National  Labor  Relations  Act 
[NLRA]  to  support  the  development  and 
operation  of  local  negotiating  units  as  an 
option  for  employed  physicians.”  The 
AMA  estimates  that  approximately 
126,000  doctors,  or  26%  of  US  physi- 
cians who  have  completed  residencies, 
would  be  eligible  for  such  a service. 

Much  of  the  support  for  this  pro- 
I posal  came  from  young  physicians,  res- 
I idents,  and  medical  students,  and  from 
states  where  a large  proportion  of  the 
physicians  are  employed.  They  argued 
that  taking  this  action  could  help  re- 
verse the  AMA’s  precipitous  decline  in 
membership. 

“The  AMA  must  be  in  the  leadership 
of  doing  this,”  said  Gary  F.  Krieger,  MD, 
a delegate  from  California.  “I  know  it’s 


a gamble,  but  400,000  physicians  in 
America  no  longer  have  faith  in  us.  Are 
we  relevant  to  the  practicing  physicians 
of  America?  No.” 

Fort  Worth  pediatrician  Melissa  J. 
Garretson,  MD,  delegate  from  the  Young 
Physicians  Section  (YPS),  says  a national 
labor  organization  would  give  employed 
physicians  another  tool  to  help  their  pa- 
tients stand  up  to  the  abuses  of  investor- 
driven  managed  care  plans.  “1  want  this 
not  necessarily  for  money,  not  for  reim- 
bursement, but  so  I can  stand  up  and 
fight  for  my  patients,”  she  said. 


Opponents  argued  the  vote  would 
hurt  membership  by  dividing  the  AMA 
on  philosophical  grounds  and  that  media 
coverage  of  the  debate  would  damage 
both  the  AMA’s  image  among  physicians 
across  the  country  and  physicians’  image 
among  their  patients. 

“Words  do  matter,”  said  Fort  Worth 
allergist  Susan  Rudd  Wynn,  MD,  whose 
comments  to  the  House  were  carried 
by  the  national  media.  “We  are  not 
mere  laborers,  we  are  not  strikers,  we 
are  not  simply  providers.  We  are  ser- 
vants. . . . We  are  professionals,  and  if 
we  abandon  our  professionalism  in  the 
heat  of  the  moment,  we  are  lost.” 

Lost  in  the  headlines  was  a piece  of 
the  final  document  that  promised  adher- 
ence to  the  Principles  of  Medical  Ethics 
and  the  Current  Opinions  of  the  AMA 
Council  on  Ethical  and  Judicial  Affairs 
(CEJA).  Dallas  ophthalmologist  Robert 
M.  Tenery,  Jr,  MD,  immediate  past  chair 
of  CEJA,  noted  that  CEJA  guidelines  pro- 
hibit physicians  from  using  strikes,  work 
stoppages,  or  other  tactics  that  would  in- 
terfere with  patient  care. 

“We  have  our  own  standards  and 
should  engage  in  professional  advocacy 
to  serve  patients  and  the  public  health 
without  the  encumbrance  of  being  like, 
thinking  like,  or  appearing  like  a trade 


and  labor  group  — and  without  being  a 
house  internally  divided,”  Dr  Tenery  said. 

Dr  Garretson  says  that  is  exactly 
why  the  AMA  needed  to  take  immedi- 
ate action.  “Better  organized  medicine 
than  organized  labor,”  she  said. 

Antitrust  relief 

The  AMA’s  strongest  weapon  for  self- 
employed  physicians  needs  help  from 
Congress.  In  the  midst  of  the  House  of 
Delegates’  debate,  AMA  Executive  Vice 
President  E.  Ratcliffe  “Andy”  Anderson, 
Jr,  MD,  traveled  to  Washington,  DC,  to 


testify  on  behalf  of  HR  1304,  the  Qual- 
ity Health  Care  Coalition  Act  of  1999, 
introduced  by  Reps  Tom  Campbell  (R- 
Calif)  and  John  Conyers  (D-Mich). 

The  so-called  Campbell  Bill  would 
change  federal  antitrust  laws  to  allow 
independent  physicians  to  negotiate 
collectively  with  health  maintenance 
organizations  and  other  health  insurers 
just  as  labor  organizations  can  bargain 
under  the  NLRA.  The  bill  also  prohibits 
strikes  and  other  actions  that  would  in- 
terfere with  patient  care. 

“The  antitrust  laws  must  be  re- 
formed to  restore  physicians’  ability  to 
act  effectively  as  patient  advocates,”  Dr 
Anderson  told  a congressional  commit- 
tee. “The  Campbell  Bill  would  create  a 
more  level  playing  field  so  that  physi- 
cians can  carry  out  their  obligation  to 
stand  up  for  what  their  patients  need.” 

The  final  document  approved  by  the 
House  of  Delegates  calls  on  AMA  to  “be 
prepared  to  immediately  implement  a na- 
tional organization  to  support  develop- 
ment and  operation  of  local  negotiating 
units  as  an  option  for  self-employed 
physicians  and  medical  groups”  when  the 
bill  becomes  law.  AMA  legislative  strate- 
gists cautioned  that  the  bill  faces  an  up- 
hill fight  in  Congress  without  the  support 
of  key  leaders  in  the  House  and  Senate. 


“We  are  not  mere  laborers,  we  are  not  strikers,  we 
are  not  simply  providers. We  are  servants.... We  are 
professionals,  and  if  we  abandon  our  professionalism 
in  the  heat  of  the  moment,  we  are  lost.” 
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I Support  for  residents 

CuiTently,  about  10,000  of  the  nation’s 
95,808  resident  physicians  belong  to 
unions.  The  National  Labor  Relations 
Board  (NLRB),  however,  classifies  resi- 
dents as  students  — not  employees  — 
and  thus  not  eligible  for  protection  under 
the  NLRA.  AMA  policy  considers  resi- 
dents to  be  both  employees  and  students 
who  are  entitled  to  collectively  negotiate 
over  working  conditions  but  not  over  is- 
sues related  to  their  education. 

The  House  of  Delegates  took  the  fol- 
lowing three-part  approach  to  the  con- 
cerns of  resident  and  fellow  physicians: 


Aftermath 

Delegates  and  alternates  left  the 
Chicago  meeting  concerned  over  how 
to  explain  some  unsettling  headlines  to 
their  colleagues  and  wondering  how 
the  vote  would  be  interpreted  and  im- 
plemented. AMA  and  TMA  leaders  of- 
fered some  perspective. 

“We  regret  that  the  AMA  House  of 
Delegates  chose  to  endorse  creation  of 
a national  labor  organization,”  said 
TMA  President  Alan  C.  Baum,  MD,  of 
Houston.  “However,  we  understand 
that  the  AMA  House  of  Delegates  rep- 
resents physicians  in  every  specialty 


“I  want  this  not  necessarily  for  money, 
not  for  reimbursement,  but  so  I can  stand  up 
and  fight  for  my  patients.” 


• To  immediately  implement  a na- 
tional labor  organization  to  support 
the  development  and  operation  of 
local  negotiating  units  as  an  option 
for  resident  and  fellow  physicians 
who  are  authorized  under  state  laws 
to  bargain  collectively; 

• To  continue  to  support  the  develop- 
ment of  independent  house  staff  or- 
ganizations and  to  be  prepared  to 
implement  a national  labor  organi- 
zation should  the  NLRB  rule  that 
resident  physicians  are  employees; 
and 

• To  continue  to  work  with  the  Ac- 
creditation Council  for  Graduate 
Medical  Education  to  find  ways  to 
address  residents’  concerns  and 
grievances  and  to  develop  a model 
for  local  house  staff  organizations 
that  could  mediate  disputes  be- 
tween residents  and  their  sponsor- 
ing institutions. 

Not  surprisingly,  representatives  of 
resident  physicians  and  medical  institu- 
tions adopted  opposing  viewpoints  on 
this  question. 

“Oh,  how  I wish  the  AMA  had  some- 
thing to  offer  residents  and  fellows,” 
said  Liana  Puscas,  MD,  of  California, 
the  newly  elected  resident  physician  on 
I the  AMA  Board  of  Trustees. 


and  in  every  community  across  the  na- 
tion. Some  of  our  colleagues  in  other 
parts  of  the  country  may  find  that  the 
Texas  approach  is  inappropriate;  those 
physicians  needed  the  AMA  House  of 
Delegates  to  act  as  it  did  today.” 

TMA  is  exploring  all  options  to  rep- 
resent physicians  in  their  negotiations 
with  managed  care  organizations  and 
other  insurers,  including  the  possible 
creation  of  a TMA  “representation  unit” 
for  member  physicians  under  the  new 
state  law,  says  Louis  J.  Goodman,  PhD, 
TMA  executive  vice  president. 

Randolph  Smoak,  Jr,  MD,  chair  of 
the  AMA  Board  of  Trustees,  announced 
that  the  board  would  meet  immedi- 
ately to  plan  its  next  steps. 

“We  will  waste  no  time  in  turning 
the  delegates’  mandate  into  reality,”  Dr 
Smoak  said.  “And  we’ll  report  a full  ac- 
tion plan  within  the  next  30  days  on 
how  we  will  add  this  powerful  new  op- 
tion to  an  already  impressive  array  of 
tools  that  AMA  physicians  are  using  all 
across  the  country  to  fight  for  their  pa- 
tients’ best  interests.”  ★ 


AMA  House  of  Delegates 
tackles  Medicare  billing, 
mammograms,  and  etbics;  | 
Texas  candidates  : 
sweep  to  victory 

Before  and  after  the  con 
tentious  debate  on  collective 
negotiating  for  physicians 
delegates  at  the  148th  Annua 
Meeting  of  the  Americar 
Medical  Association  House  ot 
Delegates  debated  anc 
adopted  policy  positions  or 
Medicare  billing  and  documentation 
guidelines,  mammography  for  women 
aged  40  to  50,  and  ethical  guidelines  foi 
the  sale  of  nonprescription,  health-re- 
lated products  from  physicians’  offices. 

More  than  60  Texas  physicians  rep- 
resenting the  Texas  Medical  Associa- 
tion and  various  sections  and  national 
specialty  societies  participated  in  the 
June  20-24  meeting  in  Chicago.  The 
House  adopted  all  or  part  of  five  of  the 
six  resolutions  carried  by  the  Texas 
doctors  and  elected  three  TMA  mem- 
bers to  AMA  offices. 

Medicare  billing  and 
documentation 

Numerous  physicians  from  all  parts  of 
the  country  spoke  out  against  what 
they  called  the  “irresponsibility”  of  the 
Health  Care  Financing  Administration 
(HCFA)  and  the  American  Association 
of  Retired  Persons  (AARP)  for  their 
misguided  efforts  to  curb  Medicare 
fraud  and  abuse.  Particularly  galling 
was  HCEA’s  policy  of  paying  a “bounty” 
to  patients  for  reporting  their  physi- 
cians suspected  of  health  care  fraud. 

The  House  voted  to  seek  an  inde- 
pendent audit  of  Medicare  Part  B ex- 
penses to  determine  the  extent  of  what 
HCFA  calls  “fraud,”  to  “express  anger 
and  outrage”  toward  HCFA  and  the 
AARP  for  undermining  the  patient- 
physician  relationship,  and  to  “use  all 
available  means”  to  have  HCFA  imme- 
diately rescind  the  “bounty”  policy. 
Delegates  also  revisited  AMA’s  1998 
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John  P.  Howe  III,  MD,  San  Antonio,  and  Joseph  P.  Annis,  MD,  Austin,  celebrate  their  election  to  AM  A council  posts. 


'.plan  for  revising  the  Medicare  evaliia- 
I tion  and  management  (E&M)  docu- 
|(mentation  guidelines.  The  House 
‘{directed  the  AMA  Board  of  Trustees  to 
lassume  responsibility  for  implementing 
jthe  changes  mandated  hy  the  1 1 -point 
:plan  and  to  work  with  HCFA  to  “imple- 
ment, test,  and  appropriately  evaluate 
lE&M  pilot  projects  prior  to  adopting  a 
new  E&M  documentation  system.”  The 
E&M  plan  includes  strong  opposition  to 
‘numeric  counting  systems”  in  the 
imedical  record  and  a request  for  HCFA 
fto  replace  random  audits  with  a fo- 
cused review  program  that  includes 
fpeer  review  of  statistical  outliers. 

New  mammogram  guidelines 

On  another  divisive  issue,  the  House 
fvoted  to  recommend  that  all  women 
;aged  40  to  50  receive  yearly  mammo- 
Igrams;  previous  AMA  policy  had  advo- 
cated a 1-2  year  timetable  for  women  in 
their  40s.  The  health  care  community  is 
split  on  the  question.  The  AMA  now  sides 
with  the  American  Cancer  Society  and 
the  American  College  of  Surgeons.  The 
American  College  of  Obstetricians  and 
Gynecologists  and  the  National  Cancer 
Institute  support  the  1-2  year  timetable. 

The  delegates  backed  a report  from 
the  AMA  Council  on  Scientific  Affairs 
that  stated,  “Current  epidemiological 
evidence  now  demonstrates  the  effi- 
cacy of  mammography  screening  for 
detecting  cancer  in  women  in  their  40s. 
Cost  effectiveness  of  screening  mam- 
mography has  been  found  to  be  within 
the  range  of  other  diagnostic  proce- 
dures when  expressed  as  marginal  cost 
per  year  of  life  saved.” 

Sale  of  health-related 
products 

The  House  once  again  debated  an  opin- 
ion from  the  AMA  Council  on  Ethical 
and  Judicial  Affairs  (CEJA)  that  lays  out 
guidelines  for  the  sale  of  health-related 
products  from  a physician’s  office.  The 
House  adopted  the  CEJA  report  that 
recommends  physicians  not  sell  health- 
related  products  whose  claims  of  med- 
ical benefits  lack  scientific  validity.  The 
guidelines  are  “designed  to  limit  con- 
flicts of  interest,  minimize  the  risk  of 
brand  endorsement,  and  ensure  a focus 
on  benefits  to  patients.” 

I Tel  800.880.1300 


Opponents  argued  that  the  guidelines 
are  confusing  and  may  further  alienate 
AMA  members  who  feel  the  sale  of  these 
products  helps  them  keep  their  practices 
afloat.  Supporters  responded  that  the 


guidelines  would  prevent  patients  from 
feeling  exploited  by  their  physicians. 
“Our  professionalism  is  being  sold  one 
bottle  at  a time,”  one  delegate  said. 

Texans  gain  AMA  posts 

All  three  Texas  candidates  for  elected  po- 
sitions at  the  AMA  won  their  elections. 
John  P.  Howe  III,  MD,  of  San  Antonio, 


won  reelection  to  the  Council  on  Scien- 
tific Affairs;  Austin  anesthesiologist 
Joseph  P.  Annis,  MD,  won  a slot  on  the 
Council  on  Medical  Service;  and  Zoltan 
Trizna,  MD,  a resident  at  The  University 


of  Texas  Medical  Branch  at  Galveston, 
claimed  the  resident  physician  position 
on  the  Council  on  Scientific  Affairs. 

Also  at  the  Chicago  meeting,  Hous- 
ton psychiatrist  Priscilla  Ray,  MD,  was 
appointed  to  a seat  on  CEJA.  Tracy  R. 
Gordy,  MD,  a psychiatrist  from  Austin, 
was  named  chair  of  the  AMA’s  Current 
Procedural  Terminology  Editorial  Panel. 


More  than  60  Texas  physicians  representing 
the  Texas  Medical  Association  and  various  sections 
and  national  specialty  societies  participated  in  the 
June  20-24  meeting  in  Chicago. 
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WHAT  YOUR  PATIENTS  ARE  READING 


By  Laura  Albrecht 


The  following  is  a collection  of  current  consumer  magazine  articles  that 
feature  health  and  medical  information.  Send  your  suggestions  and  com- 
ments to  Laura  Albrecht,  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701; 
or  e-mail  laura_a@texmed.org. 

“TEXAS  HEROIN  MASSACRE.”  Visit  the  world  of  heroin  and  its  young  vic- 
tims in  Piano.  Rolling  Stone,  5/27/99 

“DO  YOU  HAVE  HEPATITIS  C?”  Women  are  alerted  about  the  risk  of  con- 
tracting hepatitis  C through  blood  transfusions  during  cesarean  sections. 
Shape,  6/99 

“BEWARETHE  UNRULY  SUN.”  Medical  sources  chant  the  not-so-mystical 
mantra  of  prevention  and  detection.  Newsweek,  6/21/99 

"IT  CAN  HAPPEN  TO  ANYONE.”  The  highs  and  lows  of  a high-profile  bas- 
ketball player  and  her  life-threatening  opponent  — bulimia  — are  revealed. 
Sports  Illustrated  for  Women,  Summer  1999 

“HOW  SHY  IS  TOO  SHY?”  Ranking  behind  depression  and  alcoholism, 
this  mental  disorder  — shyness  — takes  over  the  lives  of  one  out  of  every 
eight  people  in  the  United  States.  US  News,  6/21/99 

“ALWAYS  BE  . . . WITH  TEA.”  A trauma  surgeon  offers  tips  on  what  to 
pack  in  first-aid  kits  before  treks  into  the  great  beyond.  Outside,  6/99 

“BOTHERSOME  BUNIONS  OUCH!”  This  pesky  foot  problem  can  bring  on 
miles  of  pain,  and  the  end  result  may  be  a conversation  with  an  orthopedic 
surgeon.  Runner’s  World,  5/99 

“7  TESTS  YOU  NEED."  The  importance  of  medical  tests  to  prevent  heart 
disease,  breast  cancer,  colorectal  cancer,  skin  cancer,  osteoporosis,  cervi- 
cal cancer,  and  hypertension  is  reviewed.  Health,  6/99 

“I  SURVIVED  A DEADLY  VIRUS.”  A New  Mexico  woman  overcomes  the 
deadly  hantavirus.  Ladies  Home  Journal,  7/99 

“THE  FORGOTTEN  CHILDREN.”  Children  cope  with  life  after  their  moth- 
ers have  died  from  AIDS.  Redbook,  7/99 


Three  Texas  physicians  served  as 
members  of  House  reference  commit- 
tees at  the  meeting.  Dallas  psychiatrist 
Byron  L.  Howard,  MD,  was  a member  of 
the  reference  committee  on  amend- 
ments to  the  AMA  constitution  and  by- 
laws; Robert  R Carroll,  Jr,  MD,  a family 
practitioner  from  Nacogdoches,  served 
on  the  reference  committee  on  medical 
service  issues;  and  Houston  neurologist 
Harris  M.  Hauser,  MD,  was  a member  of 
the  public  health  reference  committee.  ' 

Other  issues  merit  action 

Bryan  family  physician  Nancy  W. 
Dickey,  MD,  concluded  her  term  as  the 
AMAs  first  woman  president.  She  con-i 
tinned  her  call  for  the  AMA  to  cham- 
pion universal  access  to  health  care. 
“Forty-three  million  of  our  fellow  citi- 
zens lack  access  to  care  — and  a way 
to  pay  for  it,”  Dr  Dickey  told  the 
House.  “We  will  be  making  access  a vi- 
tal part  of  this  nation’s  presidential! 
platform  for  the  candidates  running  in 
the  year  2000.” 

Thomas  R.  Reardon,  MD,  a general 
practitioner  from  Boring,  Ore,  was 
sworn  in  as  the  new  AMA  president,  say- ' 
ing  the  profession  faces  “a  time  of  op-' 
portunity.”  Dr  Reardon  will  address  thei 
TMA  1999  Fall  Conference  on  Septem-  . 
ber  18  in  Austin.  The  delegates  unani- 
mously voted  to  name  Randolph  D. 
Smoak,  Jr,  MD,  a general  surgeon  from! 
Orangeburg,  SC,  and  chair  of  the  AMA* 
Board  of  Trustees,  as  president-elect. 

Delegates  addressed  various  other 
economic,  legislative,  public  health, 
and  organizational  topics.  The  House: 

• Asked  the  AMA  to  oppose  pharma- 
cists being  given  the  authority  to  ini- 
tiate or  modify  drug  treatment 
except  on  a case-by-case  basis  at  the 
specific  direction  of  a physician; 

• Encouraged  the  AMA  to  support  leg- 
islation to  prohibit  unannounced 
visits  to  physician  offices  by  govern- 
ment investigators  and  agents; 

• Advocated  that  Medicare  coverage 
of  prescription  medication  be  ad- 
dressed only  in  the  broader  context 
of  transforming  Medicare  into  a fis- 
cally solvent  program; 

• Called  on  the  AMA  to  advocate  that 
utilization  efforts  focus  on  statistical 
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outliers,  rather  than  blanket  review 
of  whole  populations  of  physicians 
or  all  instances  of  particular  services, 
and  that  managed  care  plans  restrict 
preauthorization  requests  to  physi- 
cians whose  claims  have  shown  to  be 
statistical  outliers; 

• Recommended  assessing  the  value 
of  existing  clinical  skills  assessment 
examinations  for  medical  students, 
with  support  for  a national  exami- 
nation to  test  clinical  skills; 

• Encouraged  physicians  to  partici- 
pate in  the  development  and  use  of 
immunization  registries  for  their 
communities;  and 

• Called  on  state  medical  licensing 
boards  to  require  a full,  unrestricted 
license  to  practice  telemedicine  in 
their  states. 

Action  on  Texas  resolutions 

[The  Texas  delegation  carried  six  resolu- 
tions to  Chicago.  Three  of  the  resolu- 
Itions  — on  Medicare  reform,  on  the 
ireform  of  federal  tax  laws  to  encourage 
individual  ownership  of  health  insur- 
jance,  and  on  federal  protection  of  the 
privacy  of  medical  records  — were  in- 
'corporated  into  related  House  action 
ladopted  on  those  issues. 

In  a two-part  resolution,  the  House 
'did  not  go  along  with  Texas’  request 
that  the  AMA  help  restore  full  Medicare 
funding  for  training  in  child  neurology, 
but  the  delegates  adopted  policy  direct- 
ing the  AMA  to  support  full  funding  for 
residency  training  until  the  time  the 
resident  is  eligible  to  become  board 
certified.  The  sixth  Texas  resolution 
proposed  creating  an  AMA  Council  on 
Membership.  The  House  chose  instead 
to  direct  its  special  Task  Force  on  Mem- 
bership, chaired  by  Nacogdoches  oph- 
thalmologist Lyle  S.  Thorstenson,  MD, 
to  continue  its  work  in  finding  ways  to 
bolster  AMA  membership. 

The  Texas  resolution  asking  the 
AMA  to  continue  to  support  state  and 
national  efforts  to  reform  antitrust  laws 
to  improve  physicians’  ability  to  negoti- 
ate patient-friendly  contracts  with 
managed  care  plans  became  part  of  the 
AMA’s  new  National  Negotiating  Orga- 
nization policy.  ★ 


SUMMARIES  OF  RECENT  HEALTH  CARE  FINDINGS 


In  Case  You 


The  risk  of  invasive  breast  cancer  can  be  reduced  by  75%  when  raloxifene 
is  used  to  treat  osteoporosis  in  postmenopausal  women.  Journal  of  the 
American  Medical  Association,  6/16/99 

Childhood  cancer  mortality  rates  declined  58%  between  1975  and  1995  de- 
spite few  changes  in  the  incidences  of  cancer.  Journal  of  the  National  Can- 
cer Institute,  6/16/99 

New  American  College  of  Gastroenterology  guidelines  say  the  use  of  over- 
the-counter  medications  and  antacids  is  an  appropriate  initial  approach  to 
therapy  in  some  patients  with  mild  forms  of  gastroesophageal  reflux  dis- 
ease. Reuters  Health,  6/16/99 

A preliminary  study  shows  that  manic-depressive  patients  given  omega-3 
fatty  acid  had  significantly  longer  remissions  and  performed  better  on  four 
symptom-severity  scales  than  those  in  the  placebo  group.  Archives  of  Gen- 
eral Psychiatry,  5/99 

Women  who  exercise  vigorously  while  trying  to  quit  smoking  are  twice  as 
likely  to  quit  as  those  who  do  not  work  out  regularly,  researchers  at  The 
Miriam  Hospital  in  Providence,  Rl,  reported  after  studying  218  women  in  a 
12-week  antismoking  program.  Archives  of  Internal  Medicine,  6/99 

A third  of  American  men  participating  in  an  Opinion  Research  Corp  survey 
commissioned  by  Men's  Health  magazine  and  CNN  say  they  would  shun 
medical  care  even  if  they  had  symptoms  of  a heart  attack.  Thirty-four  per- 
cent said  they  would  not  go  to  a doctor  for  chest  pain  and  37%  said  they 
would  not  go  if  they  experienced  shortness  of  breath.  Reuters  Health,  6/14/99 

Patients  treated  with  tissue  plasminogen  activator  within  3 hours  of  a 
stroke  caused  by  a blood  clot  in  the  brain  are  less  likely  to  be  severely  dis- 
abled a year  later,  according  to  researchers  at  Long  Island  Jewish  Medical 
Center  and  eight  other  hospitals.  New  England  Journal  of  Medicine,  6/10/99 

Aggressive  reduction  in  cholesterol  levels  after  treatment  for  coronary  ar- 
tery bypass  graft  surgery  improves  clinical  and  angiographic  outcomes  in 
both  diabetic  and  nondiabetic  patients.  Diabetes,  6/99 

A study  of  514  asthmatics  shows  thatadding  the  bronchodilator  salmeterol 
to  therapy  with  inhaled  beclomethasone  is  more  effective  than  doubling 
the  beclomethasone  dosage.  Allergy  and  Asthma  Proceedings,  5/6/99 
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TSVIA  members  appointed 
I to  TWU  Board  of  Regents 

Houston  internist  Carlos  R.  Hamil- 
ton, Jr,  MD,  and  Dallas  psychia- 
trist Linda  R.L.  Hughes,  MD,  are 
among  four  new  regents  recently 
appointed  to  the  Texas  Woman’s 
University  (TWU)  Board  of  Regents  by 
Gov  George  W.  Bush. 


Carlos  R.  Hamilton,  Jr,  MD  Linda  R.L.  Hughes,  MD 

Both  physicians  were  quick  to 
proudly  recognize  TWU’s  achieve- 
ments. The  university  is  “a  major  edu- 
cational force  in  the  health  care  fields 
in  Texas,”  Dr  Hamilton  said. 

With  its  main  campus  in  Denton, 
TWU  is  not  only  the  nation’s  largest  uni- 
versity primarily  for  women  but  also  the 
state’s  largest  producer  of  health  care 
professionals.  About  half  of  its  9,400 
students  major  in  health  sciences. 

Though  TWU  is  not  a nursing  school, 
the  TWU  College  of  Nursing  is  among 


the  largest  in  the  country.  Programs  in 
occupational  therapy,  physical  therapy, 
dental  hygiene,  health  studies,  kinesiol- 
ogy, health  care  administration,  and  nu- 
trition and  food  sciences  also  draw  future 
health  care  professionals  to  the  school. 

“We’re  also  doing  some  research  on 
women’s  health,  which  is  an  area  of 
great  importance,”  Dr  Hughes  said.  The 
TWU  Center  for  Research  on  Women’s 
Health  is  using  TWU’s  built-in  female 
population  for  longitudinal  and  short- 
term research  in  areas  such  as  cardio- 
vascular health,  osteoporosis,  nutrition, 
breast  cancer,  and  teen  birth  rates. 

Dr  Hamilton,  who  will  serve  2 years 
of  an  unexpired  term  on  the  board,  is 
president  of  the  Harris  County  Medical 
Society  and  a member  of  the  Texas  Med- 
ical Association  House  of  Delegates  and 
the  Texas  Academy  of  Internal  Medicine 
Board  of  Directors.  Dr  Hughes,  whose  fa- 
ther and  grandfather  also  served  TWU 
as  business  manager  and  comptroller,  re- 
spectively, will  serve  6 years  on  the 
board.  She  is  treasurer  of  The  University 
of  Texas  Southwestern  Medical  School 
Alumni  Association  and  a member  of  the 
American  Medical  Women’s  Association, 
the  Dallas  County  Medical  Society,  and 
the  Dallas  Women’s  Foundation  Board. 

The  two  new  regents’  first  goal  will 
be  finding  a new  president  for  TWU, 
which  they  hope  to  accomplish  some- 
time this  summer.  ★ 


TMAF  benefit  raises 
public  heath  funds 


The  more  than  400  Texas  Medical 
Association  members,  theit' 
spouses,  and  corporate  guests  who 
spent  a New  York  night  at  TMAi 
Foundation’s  (TMAF’s)  sixth  an-' 
nual  benefit  raised  $124,000  for  TMAF’ 
and  the  many  TMA,  county  medical  soci-j 
ety,  and  alliance  programs  it  funds.  , 
Hosted  by  cochairs  Dr  and  Mrs  Den- 
nis J.  Factor,  of  Dallas,  “New  York! 
Nights”  was  held  in  conjunction  withj 
TexMed  ’99  in  Dallas.  Newly  elected; 
TMAF  Board  of  Trustees  President! 
Mark  Kubala,  MD,  provided  the  high-! 
light  of  the  evening  by  presenting  out-i 
going  president  Joseph  Abell,  MD,  with  I 
a recognition  award  for  2 years  of  out- 
standing service  in  office. 

“New  York  Nights”  sponsors  included: ; 

i 

• Wall  Street  Sponsors:  Tenet  Health- 
system-Texas  Region  and  Tenet 
Healthcare  Foundation. 

• Broadway  Sponsors:  Humana  Health 
Plans  of  Texas,  ProMedCo  Manage- 
ment Company,  and  Texas  Medical 
Liability  Trust. 

• Fifth  Avenue  Sponsors:  American  Air- 
lines, Baylor  Health  Care  System, 
Baylor  Health  Care  System  Founda- 
tion, Dr  and  Mrs  Dennis  J.  Factor,  Ful- 
bright  & Jaworski  LLP,  Harris  County 
Medical  Society,  Huguley  Health  Sys- 
tem, Kelsey-Seybold  Clinic,  Luther 
King  Capital  Management,  Prudential 
Group  Life  & Disability  Insurance, 
and  Rudd  & Wisdom,  Inc. 

Mark  your  calendar  for  the  seventh 
annual  TMAF  benefit  scheduled  for 
May  26  during  TexMed  2000  in  San 
Antonio!  ★ 


Attendees  of  Texas  Medical  Association  Foundation's 
“New  York  Nights"  benefit  were  treated  to  the  elegant 
art-deco  ambience  of  one  of  Manhattan’s  most 
fashionable  nightclubs  and  the  smooth  sounds  of 
internationally  known  musician  Larry  “T-Byrd" 
Gordon  and  his  16-piece  show  band. 
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TECAP  takes  off  in  Waco 

Texas  Medical  Association’s  Texas 
Environment  of  Care  Assessment 
Program  (TECAP),  the  highly  re- 
garded product  of  TMAs  Medical 
Directors’  Forum,  was  field- 
tested  in  Waco  during  May.  TECAP  staff 
provided  office  site  and  medical  record 
reviews  in  McLennan  and  surrounding 
counties  for  Providence  Health  Al- 
liance, an  independent  practice  associ- 
ation. With  help  from  a $3,000  grant 
from  the  Texas  Medical  Foundation, 
TECAP  staff  field-tested  the  project  in 
approximately  120  physicians’  offices. 

“The  surveys  went  very  well,’’  said 
Lisa  Harmon,  RN,  director  of  TMA’s  Sci- 
ence and  Quality  Department.  “More 
than  half  the  physicians  we  encoun- 
tered remarked  that  they  think  TECAP 
is  a great  concept.  They  are  all  for  TMA 
performing  the  reviews  instead  of  mul- 
tiple insurance  companies  coming  into 
their  offices.” 

To  comply  with  National  Committee 
for  Quality  Assurance  (NCQA)  and  Texas 
Department  of  Insurance  (TDI)  creden- 
tialing  standards,  managed  care  plans 
are  required  to  inspect  the  offices  and  a 
sample  of  medical  records  of  their  partic- 
ipating physicians.  Many  physicians  sign 
contracts  with  multiple  plans,  so  they 
must  undergo  numerous  inspections  that 
review  essentially  the  same  issues. 

TMA  found  a solution  to  this  redun- 
dancy with  TECAP.  Through  its  Medical 
Directors’  Forum,  TMA  developed  a uni- 
fied, statewide  office  inspection  tool  in 
which  office  site  and  medical  record  re- 
view information  is  gathered  using  a sin- 
gle protocol.  This  tool  reflects  what  the 
plans  and  TMA  members  think  is  a good 
I standard,  and  outlines  a process  that  is 
J fair,  effective,  and  comprehensive  in  ap- 
plying the  instrument.  The  TECAP  in- 
strument satisfies  all  NCQA,  Texas 
Department  of  Health,  and  TDI  office  site 
j and  medical  record  review  requirements, 
and  offers  consistency  and  uniformity 
throughout  the  review  process.  Regis- 
I tered  nurses  trained  in  quality  improve- 
1 ment  practices  conduct  the  surveys. 

For  more  information,  call  Lisa  Har- 
mon at  (800)  880-1300,  ext  1400,  or 
(512)  370-1400;  or  e-mail  tecap@ 
texmed.org.  ★ 
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Impaired  physicians 


(800)  880-1300 


(800)  880-1640 


Call  this  24-hour  hotline  to  report  information  concerning  physicians  who  may 
be  abusing  alcohol  or  other  drugs,  or  who  may  be  chemically  addicted,  psy- 
chiatrically  impaired,  or  have  other  problems.  All  calls  are  confidential.  - ^ 


The  Texas  Medical  Association  Insurance  Trust  offers  life,  health,*'aisabili- 
ty,  office  overhead,  personal  accident,  and  other  insurance  plans  and  prod- 
ucts to  TMA  members,  their  families,  and  office  staffs. 


ill 


TMA  offers  qualified  medical  students  and  residents  low-interest  loans. 
Call  for  general  requirements  and  application  procedures. 


The  TMA  Political  Action  Committee  speaks  on  beh^f  of  physicians 
through  grassroots  involvement,  personal  relationships  with  elected  offi- 
cials, and  political  campaign  participation  and  contributions. 


TMA  Physician  Services 


TMA*  Ph^ician  services  delivers  physicians  and  physician  organizations' 
an  array  of  products  and  services  to  help  them  succeed  in  the  changing 
medical  marketplace. 


Use  the  following  prefixes  plu 
General  Information 
Continuing  Medical  Education 
Interspecialty  Society  Committee 
Medical  Education 
Member  Services 
Meeting  Management 
Physician  Oncology  Education  Program 
Sneak  Preview 
Specialty  Societies 
TMA  Alliance 
TMA  Bookstore 
TMA  Library 

TMA  Physician  Services  ^ 


to  e-mail  for  TMA  resources. 


meded 
memberservices 
■ meetings 
® poep 
sneakpreview 
ssms 
tmaa 
bookstore 
tmajibrary 
physician_services 
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August  is  synonymous  with  “back  to  school,”  so  this 
month’s  “MedBytes”  provides  some  online  resources  for 
continuing  medical  education  (CME). 

Medscape’s  CME  center 

At  www.medscape.com/Home/CMEcenter/CMECenter.html, 
Medscape  offers  both  free  and  fee-based  Category  I contin- 
uing education  activities.  The  free  programs  involve  learn- 
ing modules  developed  by  Medscape  under  educational 
grants  and  accredited  by  a sponsor  approved  by  the  Accred- 
itation Council  for  Continuing  Medical  Education  (ACCME). 
The  fee-based  program,  which  costs  $50  for  unlimited  ac- 
cess over  12  months,  is  available  for  select  medical  journal 
articles  developed  by  Medscape  and  other  publishers  and 
accredited  by  an  ACCME-approved  sponsor.  More  than  120 
hours  are  available  in  all  specialties  and  topics. 

Doctor’s  Guide  to 

Medical  Conferences  & Meetings 

The  site  at  www.pslgroup.com/medconf.htm  allows  its 
700,000  visitors  a month  to  search  for  conferences  by  lo- 
cation, date,  or  keyword. 

The  Interactive  Patient 

Marshall  University  School  of  Medicine’s  interactive  pa- 
tient site  at  medicus.marshall.edu/medicus.htm  is  a teach- 
ing tool  for  physicians,  residents,  and  medical  students.  The 
site  offers  a case  with  a chief  complaint  to  the  user  who 
then  has  to  interact  with  the  patient  requesting  additional 
history,  performing  a physical  exam,  and  reviewing  labora- 
tory data  and  x-rays.  After  the  workup,  the  user  submits  a 
diagnosis  and  a treatment  plan  to  the  system.  All  submitted 
answers  will  be  evaluated,  and  feedback  will  be  provided. 
This  activity,  which  requires  an  administrative  fee  of  $15,  is 


good  for  1 hour  in  Category  1 credit  toward  the  American 
Medical  Association  Physician’s  Recognition  Award. 

HealthGate  CME  courses 

The  HealthGate  site  at  www.healthgate.com/cme  offers 
a list  of  CME  coursework  from  the  Boston  Univers  ity 
School  of  Medicine.  One  credit  costs  $8,  and  those  who 
earn  a passing  grade  of  70%  or  better  will  receive  a cer- 
tificate of  credit  within  6 weeks. 

HELIX 

HELIX,  the  Healthcare  Education  Learning  & Information 
Exchange,  provides  interactive  CME  at  www.helix.com. 
Developed  by  Glaxo  Wellcome,  the  site  contains  continu- 
ing education  for  physicians,  nurses,  and  pharmacists. 

SearchCME 

The  “quickest  search  engine  for  continuing  medical  edu- 
cation”at  searchcme.com  contains  CME  information  on 
more  than  5,000  medical  conferences.  Search  for  a med- 
ical conference  by  medical  specialty,  geographic  loca- 
tion, and  date.  Most  medical  conferences  listed  offer  CME 
credit  toward  the  American  Medical  Association  Physi- 
cian’s Recognition  Award. 

TMA’s  CME  resources 

In  the  “Education/CME”  section  of  Texas  Medical  Associ- 
ation’s Web  site  at  www.texmed.org,  theTMA  Library  of- 
fers online  CME  catalogs,  a searchable  index  for  CME 
opportunities  in  Texas,  and  audiotapes-for-loan  subscrip- 
tion programs.  Medical  ethics,Physician  Oncology  Edu- 
cation Program,  TMA  Stroke  Project,  and  TMA 
Committee  on  Physician  Health  and  Rehabilitation  CME 
courses  also  are  housed  in  this  area. 


MedBytes  is  a quick  look  at  neiw,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  theTMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  larry_b@texmed.org.  Publication  of  information  about  Web  sites  in  this 
column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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Comman 

of  Your 
Practice 

Focus  on  the  future  with  these 
expanded  services: 


^CONSULTING 
^PAYMENT  TRACKING 
>THIRD-PARTY  ADMINISTRATION 
VCREDENTIALING 
>MEDICAL  PEER  REVIEW 
VSTOP  LOSS  COVERAGE 
>^RISK  MANAGEMENT  PROGRAMS 
^INSURANCE  PRODUCTS 


THIS  IS  THE  NEXT  GENERATION 


OF  TMA  PHYSICIAN  SERVICES. 


Tex 


TexasMedical 

Association 


Physician 

Services 


To  engage  our  services,  contact 
TMA  Physician  Services 
at  (800)  523-8776,  or 
physician_services@texmed.org. 


TMA  physician  directory 
available  to  order 


The  Texas  Medical  Association 
1999-2000  Physician  Directory 
and  Resource  Guide  is  available 
for  physician  members  who  have 
not  ordered  their  copies  or  who 
need  additional  copies. 

The  directory  contains  alphabetical 
and  geographical  listings  of  more  than 
30,000  physicians  licensed  in  Texas,  in- 
cluding specialties  and  practice  types, 
telephone  numbers,  addresses,  and  fax 
numbers,  if  available.  It  also  includes 
related  health  organizations,  Texas 
medical  schools,  and  hotline  numbers, 
and  a complete  TMA  reference  section. 

TMA  members  receive  one  free  copy 
by  request.  Extra  copies  for  physician 
members  cost  $25  each.  Cost  for  non- 
profit organizations  is  $60  each  for  up  to 
20  copies  and  $50  each  for  more  than  20 
copies.  Cost  for  all  others  is  $100.  Texas 
sales  tax  (8.25%)  should  be  added  to  all 
orders,  unless  a Texas  certificate  of  ex- 
emption from  sales  tax  is  provided. 

To  order,  call  TMA  at  (800)  880- 
1300,  ext  1310,  or  (512)  370-1310.  ★ 


Prescription  advertising 
produces  side  effects 


Drugmakers’  advertising  of  pre- 
scription medications  directly  to 
consumers  has  produced  both 
positive  and  negative  side  effects 
for  drug  companies,  according  to 
a recent  survey  conducted  by  Time  and 
Health  magazines.  A June  Associated 
Press  report  says  ads  have  prompted 
consumers  to  ask  their  physicians  to 
prescribe  certain  drugs,  which  has 
driven  up  pharmaceutical  sales.  But 
physicians  may  prescribe  rival  drugs 
they  prefer  over  the  advertised  drugs. 

The  study  of  1,000  adults  found  that 
a third  of  consumers  who  saw  a drug 
ad  have  talked  to  their  physicians 
about  it.  Of  those  consumers,  about 
one  in  four  received  a prescription  from 
the  physicians,  but  not  necessarily  for 
the  drug  they  requested.  ★ 


TDH  survey  examines 
youth  tobacco  use 

Texas  kids  annually  smoke  more 
than  15  million  packs  of  ciga- 
rettes worth  $39  million,  accord- 
ing to  a Texas  Department  of 
Health  (TDH)  survey.  Though  it 
is  illegal  for  anyone  under  age  18  to 
buy,  possess,  or  use  tobacco  products, 
Texas  kids  spend  $27.6  million  on 
Marlboro  products,  $3.7  million  on 
Newport  products,  and  $3.5  million  on 
Camel  products  each  year,  according  to 
the  survey  that  focused  on  smokers  in 
grades  6 through  12. 

“Marlboro  is  the  most  heavily  adver- 
tised brand,”  said  Texas  Commissioner 
of  Health  William  R.  Archer,  MD.  “That 
advertising  is  obviously  working  on  our 
youth.  Parents  and  kids  need  to  be 
more  concerned  about  the  health  haz- 
ards of  smoking  and  furious  over  the 
amount  of  money  tobacco  companies 
are  making  off  our  children.” 

Other  TDH  Texas  Youth  Tobacco 
Survey  findings  show  that: 

• Approximately  404,375  public  mid- 
dle and  high  school  students  under 
age  18  smoked  at  least  a cigarette  a 
day  during  the  past  30  days. 

• A conservative  estimate  of  the  aver- 
age number  of  cigarettes  consumed 
each  month  by  Texas  youth  under 
age  18  is  64  cigarettes  for  each 
smoker. 

• Marlboro  is  the  brand  of  choice 
among  white  (73%)  and  Hispanic 
(74%)  students.  Newport  is  the 
leading  brand  among  African  Amer- 
icans (48%). 

For  more  information,  contact  TDH’s 
Office  of  Tobacco  Prevention  and  Con- 
trol at  (800)  345-8647  or  (512)  458- 
7402.  For  a listing  of  the  state’s  certified 
tobacco  cessation  instructors,  consult 
TDH’s  youth-oriented  Web  site  titled 
“Don’t  Get  Burned  by  Tobacco”  at 
www.dontgetburned.com.  ★ 


CME  conference  balances 
challenges 


More  than  100  continuing  med' 
ical  education  (CME)  planners 
including  physician  CME  com 
mittee  chairs,  attended  TMA’ti 
annual  Texas  CME  sponsor  con- 
ference in  June  in  Austin. 

Titled  “Balancing  Challenges  inj 
CME”  and  jointly  sponsored  by  TMAj 
and  the  Texas  Alliance  for  Continuing 
Medical  Education,  the  conference  high- 
lighted alternative  health  care  practices,] 
the  Accreditation  Council  for  Continu- 
ing Medical  Education’s  (ACCME’s)  new 
system  of  accreditation,  American  Med- 
ical Association  Physician’s  Recognition 
Award  changes,  and  practical  ideas  for 
developing  a successful  CME  program. 

Featured  speakers  included  Martin 
Kantrowitz,  MD,  director  of  the  Center 
for  the  Understanding  of  Healing  in  Al- 
buquerque, NM;  Dennis  Wentz,  MD,  di- 
rector of  AMA’s  Division  of  CME  in 
Chicago;  Stephen  Biddle,  MEd,  director 
of  Continuing  Education  at  the  Annen- 
berg  Center  for  Health  Sciences  in  Ran- 
cho Mirage,  Calif;  and  Jim  Leist,  EdD, 
director  of  Accreditation  Development 
for  ACCME  in  Winston-Salem,  NC. 

TMA  is  recognized  by  the  ACCME  as 
an  intrastate  accreditor  of  CME  spon- 
sors. Nearly  50  hospitals  and  institu- 
tions are  accredited  by  TMA.  For  more 
information,  call  TMA’s  Continuing 
Medical  Education  Department  at  (800) 
880-1300,  ext  1446,  or  (512)  370-1446; 
or  e-mail  billie_d@texmed.org.  ★ 

Discovery  campaign 
enhances  Baylor  research 


Texas  Medical  Center’s  largest 
fundraising  campaign  ever  will 
support  Baylor  College  of  Medi- 
cine’s endowment  and  key  pro- 
grams on  the  cutting  edge  of 
medical  research  and  technology.  The 
$500  million  “Investment  in  Discovery 
Campaign”  targets  faculty  develop- 
ment, student  support,  research  infra- 
structure, and  programmatic  initiatives 
to  advance  medical  cures.  ★ 
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Speakers  added  to 
fall  conference  lineup 


National  experts  in  reimbursement 
and  ethics  will  address  attendees  at 
Texas  Medical  Association’s  1999 
Fall  Conference:  Turning  Points  in 
Medicine,  Saturday,  September  18, 
at  the  Renaissance  Austin  Hotel. 

I John  M.  Eisenberg,  MD,  director  of 
the  Agency  for  Health  Care  Policy  and 
Research  in  Rockville,  Md,  will  discuss 
payment  issues  during  the  general  ses- 
sion, while  Texas’  own  Robert  M.  Ten- 
ery,  Jr,  MD,  immediate  past  chair  of  the 
American  Medical  Association  Council 
on  Ethical  and  Judicial  Affairs,  will  fo- 
cus on  medical  ethics  conflicts  and  is- 
sues during  the  “dawn  duster”  session 
that  begins  at  7:45  am  on  Saturday. 
iThe  conference  also  includes  a lunch- 
eon hosted  by  the  Texas  Medical  Liabil- 
ity Trust  and  a legislative  review 
session,  at  which  members  of  the  Texas 
Legislature  will  be  recognized  with 
“Best  of  Texas  Medicine”  awards. 

To  register  or  to  obtain  more  infor- 
mation, call  Amy  Edwards,  TMA  spe- 
cial services,  at  (800)  880-1300,  ext 
;1346,  or  (512)  370-1346;  or  e-mail 
I amy_e@texmed.org.  ★ 


TMC  plans  $418  million 
construction  projects 

Imagine  the  Texas  Medical  Center 
(TMC)  increasing  its  size  by  50%  over 
the  next  15  years.  The  TMC  board  has 
done  just  that  with  the  unveiling  of 
$418  million  in  new  construction 
projects.  These  projects  include: 

• A 425,000-square-foot  research 
building  for  The  University  of  Texas 
M.D.  Anderson  Cancer  Center  that 
will  cost  $137.2  million  and  be  com- 
pleted by  2002. 

• A Baylor  College  of  Medicine  re- 
search building. 

• A new  amenities  building  surrounded 
by  open  space  on  the  K-Lot  at  the  cor- 
ner of  Bertner  and  Moursund. 

• As  many  as  7,800  new  parking 
spaces  and  an  $11  million  computer 
system  upgrade  of  all  existing  TMC 
parking  lots. 
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Antitrust  defense 

Organized  medicine  secures  another  major  legislative  victory 


he  76th  Texas  Legislature  was  not 
supposed  to  be  one  that  would 
break  new  ground  in  managed 
care  reform.  After  all,  the  previ- 
ous legislature  2 years  before  had 
passed  an  enormous  body  of 
sweeping  managed  care  reforms 


— including  the  precedent-setting,  first-in- 
the-nation  managed  care  liability  bill.  > > 


By  Ken  Ortolon,  Associate  editor 
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Going  into  the  1999  session,  the 
Texas  Medical  Association  had  set  its 
'sights  on  a much  more  modest  agenda 
of  technical  reforms.  Most  were  aimed 
at  the  operational  side  of  health  mainte- 
nance organizations  (HMOs)  — prompt 
ipayment  for  physicians,  HMO  solvency, 
limits  on  financial  risks  HMOs  can  pass 
down  to  physician  networks,  and  the 
outlawing  of  so-called  “silent  PPOs.” 

But  in  late  February,  acting  in  re- 
sponse to  an  emerging  pattern  of  abuse 
by  managed  care  plans,  organized  medi- 
‘ cine  altered  its  agenda.  Just  days  before 
ithe  legislature’s  bill-filing  deadline  in 
j mid-March,  Sen  Chris  Harris  (R-Arling- 
i ton)  and  Rep  John  Smithee  (R-Amarillo) 

I introduced  legislation  to  allow  inde- 
! pendent  physicians  to  band  together  to 
! negotiate  contract  provisions  with 
[ HMOs  and  other  managed  care  plans. 

Despite  an  immediate  wave  of  protest 
from  health  plans  and  their  business  al- 
lies, the  bill  garnered  overwhelming  leg- 
islative support  and,  for  the  second  time 
in  2 years,  lawmakers  approved  land- 
mark managed  care  legislation  that  once 
again  put  Texas  in  the  forefront  of  pro- 
I tecting  patients’  rights. 

Late  in  the  day  on  June  20,  the  last 
possible  day  to  do  so.  Gov  George  W. 
[Bush  signed  Senate  Bill  1468  into  law. 

I “This  new  legislation  gives  the  attorney 
general  of  Texas  significant  new  au- 
thority and  oversight  to  make  sure  doc- 
tors and  patients  are  treated  fairly  as 
the  health  care  market  changes,”  the 
governor  said  in  signing  the  bill.  “It 
provides  a check  and  balance  to  make 
sure  that  HMOs  are  not  able  to  unfairly 
use  their  market  power  to  dictate  the 
quality  of  patient  care.” 

Getting  a late  start 

To  use  a term  popular  with  TMA  lobby- 
ists, SB  1468,  the  Physician  Negotiation 
Bill,  wasn’t  even  on  organized  medi- 
cine’s radar  screen  when  the  legislature 
convened  in  January.  “We  were  on  a 
legislative  path  that  would  have  let  us 
deal  piecemeal  with  some  of  the  techni- 
cal aspects  of  physician  contracts  with 
HMOs  — physician  referral  lists,  phar- 
macy formularies,  and  prompt  pay- 
ment,” said  Robert  W.  Sloane,  Jr,  MD, 
chair  of  TMA’s  Council  on  Legislation. 

At  the  same  time,  TMA  physician 
leaders,  lobbyists,  and  policy  staff  were 


grappling  with  tlic  problem  of  multibil- 
lion-dollar  health  insunmce  corpora- 
tions presenting  individual  physicians 
with  “take  it  or  leave  it”  contracts  with 
little  or  no  room  for  negotiation.  The  is- 
sue came  to  a head  last  fall  when  Gen- 
esis Physicitms  Practice  Association,  a 
large,  multispecialty  physician  group  in 
Dallas,  attempted  to  negotiate  changes 
in  its  physicians’  contracts  with  Aetna 
US  Healthcare.  Not  only  did  Aetna  re- 
fuse to  alter  its  business  practices,  it 
forced  the  Genesis  physicians  out  of  all 


of  its  managed  care  plans  and  threat- 
ened federal  antitrust  action,  claiming 
the  physicians  had  illegally  colluded  in 
their  discussions  with  Aetna. 

Genesis  was  not  the  first  physician 
group  in  Texas  to  face  the  threat  of  an- 
titrust action.  Dr  Sloane  says  it  was  ev- 
ident the  health  plans  were  willing  to 
employ  the  antitrust  threat  to  force 
physicians  to  accept  contracts  that  the 
doctors  felt  were  antipatient. 

“There  were  at  least  two  clear  exam- 
ples out  there  showing  that  some  of  the 
managed  care  companies  were  willing 
to  use  this  devilish  tactic  to  force  doc- 
tors to  remain  silent  on  these  con- 
tracts,” Dr  Sloane  said.  “It’s  a tactic  that 
costs  the  managed  care  plans  nothing. 
It  instantly  puts  the  federal  govern- 
ment against  the  practitioner.  The 
health  plans  sit  on  the  sideline  and  let 
the  government  prosecute.” 

TMA  lobbyist  Connie  Barron  says  the 
problem  was  not  unique  to  Texas.  “In  our 
discussions  with  the  American  Medical 
Association  over  the  Genesis  situation, 
we  realized  there  was  a pattern  emerging 
nationwide  and  that  we  were  likely  to 
see  more  of  it  in  Texas,”  she  said. 

Enter  the  AMA 

while  legislation  to  provide  some  an- 
titrust relief  for  physicians  at  the  na- 
tional level  was  already  being 


considered,  the  outlook  for  ciuick  action 
on  it  was  not  good.  And,  I'MA  lobbyists 
had  no  solution  for  addressing  the  issue 
at  the  stale  level  because  it  was  federtil 
antitrust  law  that  prevented  independ- 
ent physicians  from  discussing  any  con- 
tract provisions  with  their  colleagues. 
Then,  a piece  of  model  legislation  de- 
veloped by  the  AMA  landed  on  Ms  Bar- 
ron’s desk. 

The  AMA  bill  involved  a “state  ac- 
tion doctrine”  and  was  based  on  legis- 
lation passed  in  the  state  of  Washington 


in  1991.  The  state  action  doctrine  does 
not  exempt  physicians  from  federal  an- 
titrust law  but  provides  a defense 
against  antitrust  allegations  by  having 
the  state  supervise  any  negotiations  to 
ensure  consumers  are  not  harmed  by 
price-fixing  or  other  anticompetitive 
activities. 

Becky  Cerny,  AMA  director  of  state 
legislation,  says  the  impetus  to  develop 
the  model  bill  came  from  a resolution 
adopted  at  the  AMA  House  of  Dele- 
gates interim  meeting  in  1998.  The  res- 
olution asked  AMA  to  determine  the 
feasibility  of  model  state  legislation  to 
provide  antitrust  relief.  Ms  Cerny  says 
AMA  determined  state  legislation  was 
feasible  after  it  reviewed  the  Washing- 
ton law.  A model  bill  was  drafted  in 
January  and  sent  to  state  medical  soci- 
eties in  February. 

“Even  as  we  were  trying  to  develop 
a consensus  on  how  to  approach  this  is- 
sue, we  were  presented  with  the  AMA’s 
state  action  doctrine  model,”  said  Kim 
Ross,  TMA  vice  president  for  public 
policy.  “We  very  quickly  vetted  the  idea 

All  articles  In  Texas  MedicineXhat  mentionTexas  Med- 
ical Association's  stance  on  state  legislation  are 
defined  as  “legislative  advertising,"  according  toTexas 
Govt  Code  Ann  §305.027.  That  law  requires  disclosure  of 
the  name  and  address  of  the  person  who  contracts  with 
the  printer  to  publish  the  legislative  advertising  in 
Texas  Medicine:  Louis  J.  Goodman,  PhD,  Executive 
Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 


“This  new  legislation  gives  the  attorney  general 
ofTexas  signihcant  new  authority  and  oversight 
to  make  sure  doctors  and  patients  are 
treated  fairly  as  the  health  care  market  changes.” 
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to  see  if  we  were  on  solid  ground  and 
whether  it  would  work.” 

It  did,  and  the  model  legislation  was 
presented  to  the  TMA  Council  on  Legis- 
lation, which  approved  introducing  the 
bill.  “This  opened  the  door  to  being  able 
to  negotiate  whole  contracts  right  where 
the  rubber  meets  the  road  rather  than 
trying  to  address  problems  piecemeal  in 
the  legislative  process  every  time  a prob- 
lem comes  up,”  Dr  Sloane  said. 


Lining  up  support 

Mr  Ross  says  the  model  legislation  came 
to  TMA’s  attention  on  or  about  February 
20,  leaving  little  time  to  get  actual  leg- 
islative language  drafted  and  introduced 
before  the  bill-filing  deadline  on  March 
12.  Senator  Harris  and  Representative 
Smithee  readily  agreed  to  sponsor  the 
bill,  and  it  was  filed  in  both  the  House 
and  Senate,  barely  beating  the  deadline. 

Senator  Harris  says  he  took  on  the 
issue  because  of  concerns  expressed  to 
him  by  his  personal  physician  about 
the  problems  doctors  face  trying  to  de- 
liver quality  patient  care.  “The  problem 
you  have  now  is  that  some  clerk  at  an 
HMO  is  making  life-and-death  deci- 
sions for  patients  and,  as  a result,  peo- 
ple are  not  getting  the  quality  of  care  to 
which  they  are  entitled,”  Senator  Har- 
ris said.  “If  doctors  are  in  a position  to 
negotiate  quality  care,  it  can’t  help  but 
be  an  improvement  for  the  patient.” 

Representative  Smithee  said  he  also 
was  concerned  by  “disturbing”  changes 
in  the  HMO  marketplace  over  the  past 
few  years.  “One  is  the  accumulation  by 
one  or  two  HMOs  of  very  large  market 
shares  in  certain  areas,”  he  said.  “By 
virtue  of  merger  and  acquisition, 
they’ve  gained  a very  dominant  role  in 
health  care  decisions. 

“The  other  issue  has  been  the  investi- 
gations of  doctors  by  the  Federal  Trade 
Commission  and  the  US  Department  of 
Justice  for  antitrust  violations  for  simply 


talking  to  HMOs  about  patient  care  is- 
sues,” he  continued.  “When  those  two 
developments  were  coupled  together,  I 
felt  we  needed  to  do  something  to  try  to 
keep  the  balance,  and  I felt  we  could  do 
it  here  in  Texas  with  some  oversight  by 
the  attorney  general.” 

Mr  Smithee  says  the  bill  allows  doc- 
tors to  talk  to  each  other  about  quality 
of  care  issues  and,  in  some  cases,  com- 
municate those  concerns  to  the  HMOs. 


‘The  sky  is  falling’ 

As  soon  as  the  bill  was  filed,  the  Texas 
Association  of  Health  Plans  (TAHP)  and 
its  business  allies  screamed  that  they 
had  been  blindsided  by  TMA.  They  at- 
tempted to  tag  the  legislation  as  a “doc- 
tor union”  bill  and  trotted  out  the  same 
“sky  is  falling”  arguments  about  in- 
creased health  care  premiums  that  they 
had  used  unsuccessfully  against  the 
1995  and  1997  managed  care  reforms. 

“The  insurance  industry  relied  heav- 
ily on  provoking  a knee-jerk  reaction 
that  this  was  a union  bill  that  was  go- 
ing to  allow  physicians  to  unionize, 
strike,  and  boycott,  and  that  it  was  go- 
ing to  raise  health  care  costs,  which  got 
the  business  community  into  it,”  Ms 
Barron  said.  “Killing  the  bill  was  its  No. 
1 agenda  item  this  session.” 

The  Texas  Association  of  Business 
and  Chambers  of  Commerce  (TABCC) 
weighed  in  on  the  side  of  the  health 
plans,  faxing  alerts  to  its  members, 
running  a massive  telephone  bank  op- 
eration to  drum  up  opposition  to  the 
bill,  and  running  a statewide  radio  ad- 
vertising campaign  against  it.  The 
TABCC  campaign  was  rife  with  misin- 
formation about  the  bill. 

“They  gave  absolutely  none  of  the 
factual  information  that  these  negotia- 
tions would  be  voluntary,  that  they  were 
nonbinding,  and  that  the  bill  would  al- 
low unfettered  communication  so  doc- 
tors could  talk  to  each  other  and  to 


health  plans  about  constructive  ways  to 
control  health  care  costs  and  still  provide 
quality  care  to  patients,”  Ms  Barron  said. 

Deflecting  the  opposition 

The  doctor  union  arguments  didn’t  carry 
much  weight  because  the  bill  clearly  did 
not  authorize  unions  and  expressly  pro- 
hibited strikes  and  boycotts.  On  top  of 
that,  Ms  Cerny  and  other  AMA  policy  ex- 
perts spent  considerable  time  in  Austin 
helping  TMA  leaders  and  lobbyists  fully 
explain  the  measure  to  lawmakers  and 
business  leaders.  “Our  role  was  to  ex- 
plain the  impetus  for  the  legislation,  talk 
more  specifically  about  the  national 
problem,  and  sort  through  the  sticky 
points  of  the  bill  that  people  didn’t  seem 
to  grasp  or  understand,”  she  said. 

Randolph  D.  Smoak,  Jr,  MD,  chair  of 
AMA’s  Board  of  Trustees,  Joined  Texas 
doctors  and  the  bill  sponsors  at  a 
March  1 1 news  conference  announcing 
the  filing  of  the  bill.  And,  AMA  Board  of 
Trustees  member  Donald  J.  Palmisano, 
MD,  testified  in  favor  of  the  bill  at 
House  Insurance  Committee  hearings. 

Possibly  the  most  damaging  argu- 
ment raised  against  the  bill  was  another 
element  of  misinformation.  Opponents 
contended  it  would  allow  physicians  to 
opt  out  of  plans  that  cater  to  low-in- 
come and  elderly  Texans  — such  as 
Medicaid  and  Medicare  HMOs  — and, 
therefore,  “cherry  pick”  the  patients  they, 
want  to  see.  That  argument  revolved 
around  the  so-called  “tied  products” 
clause  found  in  the  contract  Aetna  had : 
used  against  the  Genesis  physicians. 

Separate  legislation  to  outlaw  such 
clauses  in  HMO  contracts  with  physi- 
cians was  filed,  but  a tied  products 
clause  was  not  even  mentioned  in  SB 

I 

1468.  While  tied  products  might  have 
been  open  to  negotiation  under  the  bill, 
the  argument  was  disingenuous  because 
Aetna  is  the  only  major  HMO  in  the 
state  currently  enforcing  a tied  products 
clause  and  it  does  not  offer  Medicaid  or 
Medicare  HMO  plans  in  Texas. 

Still,  some  of  the  bill’s  opponents  at- 
tempted to  convince  liberal  and  minor- 
ity lawmakers  that  it  would  harm  their 
low-income  and  elderly  constituents. 

Despite  intense  opposition  and  a late 
start,  the  bill  began  to  advance  as  the  leg- 


“If  doctors  are  in  a position 
to  negotiate  guality  care,  it  can’t  help  but  be 
an  improvement  for  tbe  patient.” 
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islative  session  entered  its  closing  weeks. 
iSenator  Harris  says  the  I IMOs’  and  busi- 
mess  groups’  arguments  did  not  sway 
lawmakers  because  they  were  not  being 
honest  about  the  bill’s  potential  impact. 
|“It  caught  up  with  them,”  he  said. 

, With  persistent  and  persuasive  argu- 
ments from  Senator  Harris,  the  bill 
jcleared  the  Senate  Economic  Develop- 
ment Committee.  Senator  Harris  then 
went  to  his  longtime  friend  and  confi- 
dante Lt  Gov  Rick  Perry  and  recruited 
his  support. 

“When  the  lieutenant  governor 
weighed  in,  the  Red  Sea  parted,”  ex- 
plained Mr  Ross.  “Senator  Harris  was 
able  to  get  his  bill  to  the  full  Senate 
iwhere  he  is  virtually  without  peer  in 
floor  debate.”  With  the  lieutenant  gov- 
ernor’s support,  it  was  overwhelmingly 
approved  by  the  Senate  and  sent  to  the 
House  for  deliberation.  Only  two  sena- 
tors voted  against  considering  the  bill. 

Opposition  intensified  in  the  House 
Insurance  Committee,  which  Represen- 
tative Smithee  chairs.  At  one  point,  the 
committee  considered  removing  provi- 
sions allowing  physicians  to  negotiate 
fees.  But  Representative  Smithee  says 
fees  are  a legitimate  quality  of  care  issue. 

“I  think  most  of  us  who  worked  on 
this  bill  in  the  House  believed  this  leg- 
islation should  not  be  used  simply  as  a 
way  to  unrealistically  elevate  fees 
above  what  the  market  would  dictate, 
but  rather  that  it  be  a way  to  police 
quality  of  care  issues,”  he  said.  “But 
whether  an  HMO  is  paying  adequate 
fees  to  get  qualified  doctors  into  its 
plan  is  a quality  of  care  issue  that  you 
really  can’t  hide  from  and  that  really 
needed  to  be  addressed.” 

The  fee  language  stayed  in,  al- 
though strict  limits  on  when  fees  can 
be  discussed  were  adopted.  And,  after 
language  was  added  to  limit  the  num- 
ber of  physicians  in  any  one  commu- 
nity that  could  band  together  and  to 
ensure  that  “cherry  picking”  would  not 
be  allowed,  the  bill  easily  passed  that 
committee  in  mid-May. 

Setting  the  calendar 

The  great  western  folklorist  Will  Rogers 
was  fond  of  saying,  “I  never  met  a man 
I didn’t  like.”  Texas  lawmakers  are  fond 


of  saying,  “Will  Rogers  never  met  the 
House  Calendars  Committee.”  With  SB 
1468  out  of  the  Hoitse  Insurance  Com- 
mittee, the  Calendars  Committee  be- 
came the  battleground. 

The  Calendars  Committee  can  make 
or  break  any  bill  because  it  is  charged 
with  scheduling  every  bill  for  debate 
on  the  House  floor.  Leave  a bill  off  the 
calendar  and  it  dies.  TAHP  and  TABCC 
waged  an  all-out  campaign  to  keep  SB 


1468  bottled  up  in  the  Calendars  Com- 
mittee until  the  end  of  the  session.  De- 
spite their  professional  phone  bank 
operation  and  misinformation  cam- 
paign, grassroots  lobbying  by  physi- 
cians and  TMA  Alliance  members  won 
the  day.  Hundreds  of  phone  calls,  faxes, 
and  e-mails  poured  into  representa- 
tives’ offices  urging  the  Calendars 
Committee  to  schedule  the  bill  and 
House  members  to  approve  it. 

On  the  last  possible  day  that  House 
rules  would  allow  the  bill  to  be  de- 
bated, it  was  finally  posted  on  the 
House  Major  State  Calendar  — the 
very  last  bill  on  the  calendar  that  day. 

But  the  fight  wasn’t  over.  Getting  the 
bill  on  the  calendar  was  one  thing,  get- 
ting it  up  for  debate  was  another.  Bill  op- 
ponents spent  most  of  the  day  “chubbing” 
it.  “Chubbing”  is  the  process  of  drawing 
out  debate  on  other  bills  with  questions, 
amendments,  or  wordy  remarks  in  oppo- 
sition to  delay  debate  on  another  meas- 
ure. Because  each  bill,  amendment,  or 
motion  gets  an  allotted  amount  of  time 
for  debate,  opponents  were  able  to  drag 
out  debate  on  bills  posted  higher  on  the 
calendar,  use  up  all  allotted  time,  and 
stall  action  on  SB  1468. 

It  almost  worked.  If  opponents 
could  have  kept  the  “chubbing”  up  a 


few  liours  longer,  SB  1468  would  have 
died  for  lack  of  time. 

“Because  the  bill  was  last  on  the  Ma- 
jor State  Calendar,  there  was  a good 
chance  that  people  could  talk  it  to  death, 
time  would  run  out,  and  this  bill  would 
never  get  up  for  debate,”  said  Rep  Kyle 
Janek,  MD,  (R-Houston),  who  joined 
Representative  Smithee,  Rep  Craig  Ei- 
land  (D-Galveston),  and  others  as  House 
floor  leaders  supporting  SB  1468. 


Representative  Janek  says  it  ap- 
peared opponents  of  the  Physician  Ne- 
gotiation Bill  might  succeed  until  a 
couple  of  major  bills  higher  on  the  cal- 
endar unexpectedly  were  struck  down 
on  points  of  order.  Cutting  off  debate 
on  those  bills  bought  supporters  the 
time  they  needed. 

Making  the  point 

Still,  floor  debate  on  SB  1468  took  3 
hours  and  was  intense.  “It  was  a relief 
finally  for  us  to  get  it  to  the  floor  and 
be  able  to  get  the  members’  attention, 
to  explain  to  them  what  the  bill  did  and 
what  it  did  not  do,  and  to  alleviate  the 
fears  that  had  been  fanned  by  the  HMO 
industry,”  Representative  Janek  said. 

When  the  vote  finally  came,  SB 
1468  passed  the  House  by  the  lopsided 
vote  of  119-20.  The  measure  was  sent 
back  to  the  Senate  where  — with  just  3 
days  left  in  the  legislative  session  — 
Senator  Harris  easily  won  Senate  con- 
currence with  the  House  version. 

TAHP  and  TABCC  made  a final  pitch 
to  get  Governor  Bush  to  veto  the  bill, 
but  again  physicians  and  alliance  mem- 
bers rallied  in  its  support,  flooding  the 
governor’s  office  with  calls,  faxes,  and 
e-mails  urging  him  to  sign  it.  Dr  Sloane 
says  he  expects  the  health  plans  to 


“I  think  most  of  us  who  worked  on  this  bill 
in  the  House  believed  this  legislation  should  not  be 
used  simply  as  a way  to  unrealistically  elevate  fees 
above  what  the  market  would  dictate,  but  rather 
that  it  be  a way  to  police  guality  of  care  issues.” 
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challenge  the  bill  in  court  once  it  takes 
effect. 

Shifting  arenas 

With  the  success  of  the  Texas  legisla- 
tion, Ms  Cerny  says  several  other  states  i 
already  are  looking  at  enacting  similar 
laws. 

Meanwhile,  opponents  of  the  bill  al- 
ready are  looking  to  use  the  Texas  law 
to  block  action  on  the  congressional 
level  to  give  physicians  across  the  I 
country  the  ability  to  jointly  negotiate 
with  HMOs.  The  health  plans  say  Texas 
doctors  never  intended  to  use  SB  1468 
for  negotiations,  but  merely  pushed  it 
to  build  support  for  legislation  by  US 
Rep  Tom  Campbell  (R-Calif)  that 
would  give  physicians  more  traditional  i 
collective  bargaining  rights.  TMA,  how- 
ever, believes  the  approach  represented 
by  the  Physician  Negotiation  Bill  is  a 
more  appropriate  mechanism  to  allow 
physicians  to  advocate  against  antipa- 
tient HMO  contracts  than  amending 
federal  labor  law. 

And,  Senator  Harris  believes  SB  i 
1468  will  be  used  frequently  by  physi- 
cians to  combat  contracts  that  compro- 
mise quality  patient  care. 

“The  HMOs  have  a decision  to ' 
make,”  he  said.  “They  can  start  having 
full  disclosure  with  the  doctors,  having 
true  negotiations  with  them,  address- 
ing quality  care,  and  solving  problems 
for  themselves.  Or,  they  can  continue 
to  make  it  a ‘take  it  or  leave  it’  situation 
and  continue  the  antitrust  threats  as  a 
number  of  them  have  historically  done. 
If  they  take  the  last  option,  I think  you 
will  see  a huge  proliferation  of  the  use 
of  this  bill.”  ★ 
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ecause  heart  disease,  cancer,  and  stroke  — 
the  leading  causes  of  death  in  Texas  — can  be 


D 

traced  to  unhealthy  behaviors  such  as  smoking, 
I jiack  of  exercise,  bad  diets,  substance  abuse, 
and  not  following  medication  schedules,  many 
health  groups  have  recognized  the  importance  of  physi- 
cians counseling  patients  to  change  their  ways.  Unfor- 
tunately, most  physicians  have  not. 


Studies  show  physicians  can  positively  impact  patients’ 
health  risk  behaviors  and  that  their  counseling  is  cost-effec- 
tive (1).  And  patients  would  rather  receive  advice  on  health 
risk  behaviors  from  their  physicians  than  from  local  hospi- 
tals, the  government,  the  media,  or  employers,  according  to 
a 1993  national  survey  (2). 

But  lack  of  time,  reimbursement,  resources,  and  counsel- 
ing skills  often  keep  physicians  from  discussing  health  risk 
behaviors  with  patients,  says  Pam  Mathison,  RN,  MA,  a nurse 
consultant  for  the  Texas  Department  of  Health’s  (TDH’s) 
Adult  Health  Program.  “Physicians  often  think  they  need  to 
do  it  all,”  Ms  Mathison  said.  “They  only  have  5 to  10  minutes 
per  patient,  and  they  tend  to  focus  on  the  health  problems 
that  exist  rather  than  the  whole  picture.” 

In  a way,  we  have  become  our  own  worst  enemies.  We’ve 
learned  to  improve  water  supplies,  refrigerate  food,  develop 
vaccines,  and  alleviate  overcrowding,  resulting  in  lower  mor- 
tality rates  for  infectious,  acute  diseases,  but  our  new  and 
improved  lifestyles  have  allowed  chronic  diseases  to  move  up 
the  charts.  In  addition  to  heart  disease,  cancer,  and  stroke, 
AIDS  and  other  sexually  transmitted  diseases  caused  by  risky 
behavior  are  quickly  rising  in  the  mortality  rankings. 

In  1990,  more  than  875,000  deaths  in  the  United  States  were 
considered  attributable  to  health  risk  behaviors,  representing 
more  than  40%  of  deaths  related  to  external  (nongenetic)  causes 
(1).  Groups  such  as  the  US  Preventive  Services  Task  Force  have 
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made  efforts  to  turn  this  trend  around.  In  1989,  after  exhaustive 
research  on  the  efficacy  and  cost-effectiveness  of  various  preven- 
tive services,  the  task  force  found  that  useful  interventions  ad- 
dressing lifestyle  choices  such  as  smoking,  harmful  nutrition, 
physical  inactivity,  alcohol  abuse,  and  unsafe  sex  practices  could 
have  greater  impact  on  patients’  health  than  secondary  preven- 
tion measures  like  screening  tests.  The  task  force  emphasized 
that  physicians  and  other  health  care  professionals  should  be  se- 
lective in  providing  preventive  services  and  should  individualize 
these  services  according  to  assessments  of  patients’  risks. 

Initiatives  to  address  chronic  disease  prevention,  such  as 
Put  Prevention  into  Practice  (PPIP),  followed.  The  PPIP  cam- 
paign was  created  in  1994  by  the  US  Department  of  Health 
and  Human  Services’  Office  of  Disease  Prevention  and 
Health  Promotion,  which  is  now  housed  in  the  US  Agency  for 
Health  Care  Policy  and  Research.  But  even  with  the  research 
findings  and  resources,  most  physicians  still  have  not  recog- 
nized the  importance  of  their  role  in  empowering  patients  to 
change  unhealthy  behaviors. 

Physician  responsibility 

What  is  causing  physicians  to  hold  back  on 
counseling  their  patients?  Besides  the  factors 
mentioned  by  Ms  Mathison,  attitude  and 
recognition  problems  of  physicians  also  im- 
pede behavior  counseling,  says  Billy  U. 
Philips,  Jr,  PhD,  professor  in  the  Department  of  Preventive  Med- 
icine and  Community  Health  at  The  University  of  Texas  Medical 
Branch  at  Galveston.  “Physicians  must  have  the  attitude  that  pa- 
tient counseling  and  guidance  is  a vital  role,  and  they  must  rec- 
ognize that  the  power  in  being  a doctor  is  the  ability  to  influence 
patients  in  matters  pertaining  to  their  health,”  Dr  Philips  said. 

Philip  Huang,  MD,  MPH,  chief  of  TDH’s  Bureau  of  Disease 
and  Injury  Prevention,  has  a simple  method  for  influencing  a 
patient’s  behavior.  When  he  and  a patient  agree  on  a date  for 
the  patient  to  quit  smoking.  Dr  Huang  makes  sure  they  seal 
the  agreement  with  a handshake.  “Several  patients  who  have 
quit  smoking  have  said  to  me,  ‘Well,  we  shook  hands  on  it, 
so  I felt  committed  to  quit.’” 
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But  most  physicians  don’t  get  positive  feedback,  so  they 
don’t  feel  effective,  says  Nell  Gottlieb,  PhD,  professor  and 
coordinator  of  health  education  programs  at  The  University 
of  Texas  (UT)  at  Austin  and  professor  of  behavioral  science 
at  the  UT-Houston  School  of  Public  Health. 

“Physicians  believe  they’re  effective  coun- 
selors — they  have  high  self-efficacy  — but 
they  don’t  believe  that  patients  are  going  to 
follow  through.” 

This  lack  of  follow-through  feeds  a physi- 
cian’s belief  that  a patient  cannot  be  helped, 
which  is  another  barrier  to  health  risk  coun- 
seling, says  Terry  A.  Rustin,  MD,  medical  di- 
rector of  the  Dual  Disorders  Programs  at  the 
Mental  Health  and  Mental  Retardation  Au- 
thority of  Harris  County.  This  belief,  com- 
bined with  a physician’s  “own  compulsive 
need  to  solve  people’s  problems,”  often  leads  to  a frustrated 
physician  providing  little,  if  any,  counseling.  Dr  Rustin  says. 

“A  physician’s  attitude  should  not  be  one  of  being  responsi- 
ble for  changing  a patient’s  behavior,”  Dr  Philips  said.  “The  pa- 
tient is  responsible  for  changing  patient  behavior.  Doctors  get 
in  trouble  when  they  own  it,  instead  of  remembering  that  their 
job  is  to  provide  information  and  motivation.”  But  different  pa- 
tients in  different  situations  will  need  this  information  and  mo- 
tivation presented  to  them  in  different  ways  and  at  different 
times,  says  J.  Gregory  Carroll,  PhD,  director  of  the  Bayer  Insti- 
tute for  Health  Care  Communication  in  West  Haven,  Conn. 

A workshop  produced  by  Bayer,  “Choices  and  Changes: 
Clinician  Influence  and  Patient  Action,”  defines  the  two  most 
important  dimensions  on  which  patient  behavior  change  is 
based  — conviction  and  confidence.  “You  can  be  highly  con- 
vinced to  make  a behavior  change  but  very  low  in  confi- 
dence, and  vice  versa,”  Dr  Carroll  said.  The  most  common 
mistake  physicians  make  is  assuming  all  patients  are  both 
highly  convinced  they  need  to  make  a change  and  highly 
confident  they  can  actually  make  it. 

“The  real  task  for  the  clinician  from  a communication 
standpoint  is  to  very  quickly  assess  the  amount  of  conviction 
and  confidence  in  a patient  in  less  than  a minute  with  a few 
simple  questions,”  Dr  Carroll  said. 

Patience  with  patients 

By  using  the  questions  incorporated  in  the  stages- 
of-change  behavior  model,  along  with  patience 
and  persistence,  physicians  can  help  their  pa- 
tients move  toward  the  ideal  combination  of 
conviction  and  confidence  needed  to  change 
their  behavior.  Dr  Philips  says. 

His  “Two  P Approach”  may  take  some  time.  “For  example,  it 
takes  7 to  11  tries  before  a smoker  will  ultimately  succeed  in 
stopping,  and  those  tries  may  occur  over  as  long  as  a 3-  to  5-year 
period.  That’s  the  ‘Patience’  part.  The  ‘Persistence’  part  comes  in 
each  time  you  encounter  that  patient  — you  have  to  reinforce 
the  message.  It’s  classic  behavioral  conditioning,”  he  said. 
“Physicians  don’t  get  much  feedback  in  terms  of  the  num- 


bers of  patients  who  have  changed  their  behaviors,  so  it  makes 
a real  difference  when  physicians  think  of  their  own  successes 
in  terms  of  moving  patients  from  one  stage  to  another  — not 
just  the  final  behavioral  change,”  Dr  Gottlieb  said. 


The  Bayer  workshop  applies  the  stages  of  change  not  only 
to  patient  thinking  but  also  to  clinician  thinking  through  the 
following  example: 

• Precontemplation:  “It  is  not  my  role  to  try  to  convince  my 
patients  to  change  unless  they  bring  it  up,  even  when  I 
know  they  are  engaging  in  dangerous  or  potentially  life- 
threatening  behaviors.” 


Common  mistakes  during 
health  risk  behavior  counseling 


Terry  A.  Rustin,  MD,  medical  director  of  the  Dual  Dis- 
orders Programs  at  the  Mental  Health  and  Mental  Re- 
tardation Authority  of  Harris  County,  teaches  students 
at  The  University  of  Texas-Houston  Health  Science 
Center  how  to  help  patients  change  their  alcohol  and 
drug  use  and  other  harmful  behaviors.  He  offers  six 
common  pitfalls  physicians  stumble  into  while  trying 
to  encourage  patients  to  change  their  ways. 

Fatalism-.  “Nothing  we  can  do  or  say  helps  these 
wretches.” 

Moralizing:  “Aren’t  you  ashamed  of  what  you’ve  done?” 

Parenting:  “Now,  if  you’d  just  done  what  I said,  you 
wouldn’t  be  in  this  situation.” 

Denial:  “Mr  Smith  can’t  be  an  alcoholic  — he’s  the 
president  of  the  company!” 

Ignorance:  “Take  this  Valium  when  you  get  tense;  it’s 
much  safer  than  drinking.” 

Naivet&.  “Okay,  you’ve  promised  not  to  drink  any 
more,  so  I’m  satisfied.” 


“Physicians  must  have  the  attitude  that 
patient  counseling  and  guidance  is  a vital  role, 
and  they  must  recognize  that  the  power  in  being 
a doctor  is  the  ability  to  influence  patients  in 
matters  pertaining  to  their  health.” 
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• Contemplation:  “I’m  concerned  about  my  patients  not  ad- 
hering to  the  suggested  regimen,  but  I’m  not  sure  what  to 
do  or  how  to  go  about  changing  things.  I don’t  think  I 
have  time  anyway.” 

• Preparation:  “I  need  to  get  more  skill  in  this  area.  What’s 
out  there?” 

• Action:  “Mr  Jones,  we  need  to  talk  about  your  eating 
habits  and  the  impact  on  your  diabetes.  Are  you  ready  to 
do  that  now?” 

• Maintenance:  “Sometimes,  I get  so  busy  or  behind  that  I 
don’t  feel  I have  time  to  do  the  job  I want  to.  I have  to  re- 
mind myself  that  working  with  patients  to  change  their 
behavior  is  vital  to  their  health.” 


These  same  stages  can  be  applied  to  a patient’s  readiness 
to  make  a change.  Patients,  though  they  may  seem  put  off  by 
constant  reminders  about  their  unhealthy  behaviors  (see 
“Common  Mistakes  During  Health  Risk  Behavior  Counsel- 
ing,” p 37),  depend  on  their  physicians  to  counsel  them,  says 
John  Lewis,  MD,  JD,  a Houston  ophthalmologist  who  teaches 
the  Bayer  workshop  to  groups  around  the  state. 

“Basically,  our  job  is  to  be  trusted  and  to  translate  and 
communicate,”  said  Dr  Lewis,  a professor  at  the  University  of 
Houston  College  of  Optometry.  “Bayer  doesn’t  even  use  the 
word  ‘compliance.’  Bayer  says  that  if  you’ve  educated  the  pa- 
tient, and  he  or  she  has  the  information,  then  that  patient 
has  the  absolute  right  to  choose  what  to  do.” 


Physical  activity  counseling 
tailored  to  a client’s  stage  of  change 


Precontemplation 

Precontemplators  may  realize  that  change  is  indicated, 
but  are  not  willing  to  consider  altering  their  health  behav- 
iors (eg,  “I’ve  never  exercised  and  I have  no  desire  to  start 
now”).  They  comprise  10%  of  the  general  population. 

Goal:  Encourage  the  patient  to  consider  beginning  an 
activity  program. 

How? 

• Summarize  the  benefits  of  physical  activity. 

• Relate  the  benefits  to  personal  health  status. 

• Have  the  patient  list  personal  reasons  to  be  active. 

• Have  the  patient  identify  barriers  to  physical  activity. 

• Give  clear  advice  to  consider  beginning  a physical 
activity  program. 

Contemplation 

Contemplators  know  they  need  to  be  active.  They  are 
thinking  about  making  a health  behavior  change,  but 
may  not  have  the  skills,  knowledge,  or  incentive  to  do  so 
(eg,  “I’ve  been  wanting  to  start  an  exercise  program,  but 
I just  can’t  find  the  time”).  Contemplators  comprise  50% 
of  the  general  population. 

Goal:  Make  a specific  plan  for  beginning  an  activity 
program. 

How? 

• Give  clear  advice  to  begin  a physical  activity  program 
in  the  near  future. 

• Have  the  patient  list  benefits  he  or  she  hopes  to  obtain 
from  physical  activity. 


• Have  the  patient  choose  a preferred  and  appropriate 
activity. 

• Praise  the  patient’s  intentions. 

• Have  the  patient  identify  social  supporters. 

• Have  the  patient  identify  barriers  to  activity. 

• Have  the  patient  rate  his  or  her  confidence  in  being 
able  to  do  regular  physical  activity. 

• Follow  up  on  physical  activity  at  future  appointments. 

Action 

People  in  action,  the  desirable  stage,  are  doing  some- 
thing. They  may  be  exercising  at  less  than  the  recom- 
mended level  or  they  may  be  maintaining  an  adequate 
routine  of  physical  activity.  People  in  action  comprise 
40%  of  the  general  population. 

Goal:  Support  the  patient  in  continuing  his  or  her  activ- 
ity program. 

How? 

• Reward  the  patient  with  praise. 

• Review  the  patient’s  current  activity  program. 

• Have  the  patient  identify  social  supporters. 

• Have  the  patient  identify  barriers  to  activity 
(relapse  prevention). 

• Help  develop  solutions  to  barriers. 

• Follow  up  on  his  or  her  physical  activity  during  future 
appointments. 


Source:  “Walk!  Texas  Health  Providers'  Guide  for  Physical  Activity/’  produced 
by  The  University  of  Texas  at  Austin  for  the  Texas  Department  of  Health 
Diabetes  Program/Diabetes  Council.  For  a copy  of  this  guide  or  a community 
start-up  kit,  call  Nancy  Stancic,  MPH,  program  specialist  with  the  Texas 
Department  of  Health  Diabetes  Program/Diabetes  Council,  at  (512)  458-7490. 
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Patients  don’t  want  to  be  told  wliat  to  do,  l)iit  they  do 
want  to  Unow  that  their  physieians  eare  through  their  eoun- 
seling.  Dr  Lewis  teaches  his  students  that  “patients  don’t  care 
that  you  know  until  they  know  that  you  care.”  And  if  an  un- 
healthy behavior  is  not  addressed,  a patient  may  leave  think- 
ing, “Well,  it  must  not  have  been  an  important  enough 
issue,”  Dr  Huang  says. 

The  strong  patient-physician  relationships  built  through 
this  type  of  counseling  may  be  threatened  in  a managed  care 
environment  that  requires  patients  to  switch  physicians  of- 
ten, Dr  Philips  says.  “Your  physician  this  year  may  not  be 
your  physician  next  year,  so  that’s  why  every  physician  must 
counsel  every  patient,”  Dr  Philips  said.  “We  don’t  know  if 


these  people  will  be  cared  for  in  the  future,  so  we  have  to  en- 
sure that  they’re  cared  for  properly  now.” 

Solutions  through  systems 

Physicians  can  get  help  to  counsel  every  patient  on 
every  visit.  Once  physicians  realize  the  power  of 
their  influence  and  develop  the  proper  communi- 
cation skills,  time  becomes  the  main  drawback  in 
health  risk  behavior  counseling.  “The  literature 
says  that  a 3-  to  5-minute  integration  of  the  message  into  the 
visit  is  very  effective,”  Dr  Philips  said.  But  3 to  5 minutes 
seems  like  a lot  of  time  in  a 10-  to  15-minute  patient  visit. 
For  this  reason,  the  experts  say  the  best  way  to  provide 


Physician  Oncology  Education  Program’stips  for  smoking  cessation 


Ask 

• Take  a smoking  history  and  chart  it  for  every 
patient  over  age  10.  Smokers  expect  the  doctor 
to  ask,  and  most  want  help.  Most  smokers  started 
young.  Nicotine  addiction  is  real,  and  most  smokers 
are  addicted! 

• Assess  readiness  to  change. 

• Encourage  and  inform.  Most  smokers  try  to  quit  many 
times  before  they  succeed,  and  each  time  they  learn 
something  that  helps.  Encouragement  by  a physician 
is  motivating.  Information  is  most  useful  if  it  fits  with 
the  smoker's  readiness  to  change. 

Advise 

• Ask  smokers  to  quit. 

• Personalize  the  danger  of  smoking  by  explaining  the 
patient’s  health  risk  using  physical  exam  findings  or 
lab  test  results. 

• Promote  the  belief  that  quitting  is  possible  and  bene- 
ficial. 

• Recommend  nicotine  replacement  therapy  if  needed. 

• Tailor  advice  to  the  smoker’s  readiness  to  change.  De- 
termine readiness  by  asking  the  following: 

• Have  you  considered  quitting? 

• What  experience  have  you  had  in  trying  to  quit? 

• What  do  you  plan  to  do  to  improve  your  chances  of 
success  when  you  try  to  quit? 

• What  can  I do  to  help? 

Assist 

• Help  the  smoker  set  a date  for  quitting.  (The  Physi- 
cian Oncology  Education  Program  offers  the  “Rx  for 
Quitting”  form  as  a written  reminder  for  patients.) 


• Provide  anticipatory  guidance,  and  counsel  potential 
problems,  such  as  weight  gain,  high-risk  situations 
and  people,  and  stress.  Match  coping  skills  with  trig- 
gers. 

• Provide  in-office  smoking  cessation  materials  and 
identify  helpful  staff  and  community  resources  that 
are  accessible  to  smokers. 

• Provide  prescriptions  for  indicated  pharmacological 
aides  to  reduce  nicotine  cravings. 

• Show  concern.  Smokers,  like  other  patients,  appreci- 
ate a good  listener.  Empathetic,  trusting  relationships 
that  promote  self-esteem  have  been  shown  to  be  most 
effective  in  breaking  addictions.  Often,  the  decision 
to  quit  smoking  is  accompanied  by  a heightened  con- 
cern about  health. 

• Encourage  exercise  as  it  helps  counteract  weight  gain 
and  nicotine  withdrawal. 

Arrange 

• Follow  up  with  smokers  trying  to  quit  to  reinforce  their 
efforts,  to  identify  problems  and  potential  solutions, 
and  to  encourage  sustained  efforts  to  quit. 

• Set  an  example.  Establish  a smoke-free  office,  pro- 
vide in-office  publications  about  smoking  risks  and 
the  benefits  of  cessation,  and  avoid  skepticism. 

• Refer  smokers  who  have  special  needs  or  who  want 
intensive  programs. 

• Serve  as  an  advocate  for  smoke-free  communities 
and  schools. 

Source:  “A  for  Effort:  The  Doctor's  Role,”  2nd  ed,  1998.  Produced  by  Texas 
Medical  Association’s  Physician  Oncology  Education  Program  and  funded  by 
the  Texas  Cancer  Council.  For  a copy  of  this  brochure,  call  (800)  880-1300,  ext 
1672,  or  (512)  370-1672;  or  e-mail  poep@texmed.org. 
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Department  of  Health  helps 


®fj^sicians  put  prevention  into  practice 


In  1994,  the  Texas  Department  of  Health  (TDH)  made  improving  the  delivery  of  preventive  services  a priority  and  estab- 
lished support  systems  throughout  the  state  to  encourage  the  implementation  of  Put  Prevention  into  Practice  (PPIP), 
an  initiative  developed  by  the  US  Department  of  Health  and  Human  Services’  Office  of  Disease  Prevention  and  Health 
Promotion.  Since  then,  TDH  has  helped  practices  develop  systems  for  health  risk  assessment  and  follow-up  counsel- 
ing and  screening  for  identified  risks.  Officials  from  TDH  and  The  University  of  Texas  System  also  have  evaluated  cli- 
nicians’ documentation  of  assessment,  counseling,  and  screening  for  risks  such  as  tobacco  use,  alcohol/drug  abuse,  and 
excess  weight.  (See  “Chart  Documentation  of  Clinical  Preventive  Services  at  9Texas  Clinics,”  pp  56-62.) 

To  learn  more,  attend  the  TDH  PPIP  conference,  “Clinical  Strategies  for  Systems  Change,”  Monday  and  Tuesday, 
August  30-31,  at  the  Red  Lion  Hotel  in  Austin.  For  more  information  on  the  conference,  which  will  cover  the  tools 
needed  to  implement  comprehensive,  high-quality  clinical  prevention  services  in  a variety  of  primary  care  settings, 
call  Linda  Jones,  MSPH,  program  specialist  for  TDH's  Adult  Health  Program,  at  (512)  458-7534;  or  e-mail 
linda.jones@tdh. state. tx. us.  To  arrange  a free  clinical  preventive  services  consultation  for  your  office  or  clinic,  con- 
tact the  specialist  in  your  region  or  the  nurse  consultants  in  TDH’s  central  office: 


PUBLIC  HEALTH  REGION  1 

Barbara  Farmer,  RN 

Clinical  Prevention  Specialist 

1109  Kemper 

Lubbock,  TX  79403 

Phone:  (806)  767-0430 

Fax:  (806)  744-1942 

barbara.farmer@tdh.state.tx.us 

PUBLIC  HEALTH  REGION  2/3 
Myrna  Uribe,  RN 
Clinical  Prevention  Specialist 
4113-B  Hwy  180E 
Mineral  Wells,  TX  76067 
Phone:  (940)  325-7844 
Fax:  (940)  328-1499 
myrna.uribe@tdh.state.tx.us 

PUBLIC  HEALTH  REGION  4/5N 
Sheryl  Gajewsky,  RN 
Clinical  Prevention  Specialist 
1750  B Eastman  Rd 
Longview,  TX  75601 
Phone:  (903)  232-3223 
Fax:  (903)  232-3278 
sheryl.gajewsky@tdh.state.tx.us 

PUBLIC  HEALTH  REGION  6/5S 
Jane  Tinkle,  RN 
Clinical  Prevention  Specialist 
5425  Polk  Ave,  Ste  J 
Houston,  TX  77023-1497 
Phone:  (713)  767-3413 
Fax:  (713)  767-3889 
jane.tinkle@tdh.state.tx.us 


PUBLIC  HEALTH  REGION  7 
Clinical  Prevention  Specialist 
1101  Camino  La  Costa 
Austin,  TX  78752 
Phone:  (512)  467-9875 
Fax:  (512)  451-1468 

PUBLIC  HEALTH  REGION  8 

Joy  Nowak,  RN 

Clinical  Prevention  Specialist 

1331  E Court 

Seguin,TX  78155 

Phone:  (830)  372-0841 

Fax:  (830)  372-1784 

joy.  nowak@tdh. state. tx.  us 

PUBLIC  HEALTH  REGION  9/10 
Mary  Jane  Martinez,  RN 
Clinical  Prevention  Specialist 
6070  Gateway  East,  Ste  401 
El  Paso,  TX  79905-9428 
Phone:  (915)  774-6200 
Fax:  (915)  783-1138 
jane,  mart  inez@tdh.state.tx.  us 

PUBLIC  HEALTH  REGION  11 

Maria  Cazares,  RN 

Clinical  Prevention  Specialist 

601  Sesame  Dr 

Harlingen,  TX  78550 

Phone:  (956)  423-0130 

Fax:  (956)  444-3299 

marieg.cazares@tdh.state.tx.us 


CENTRAL  OFFICE 

Patsy  Harper,  RN 

Nurse  Consultant 

Adult  Health  Program 

1100  W 49th  St 

Austin,  TX  78756 

Phone:  (512)  458-7534 

Fax:  (512)  458-7254 

patsy.harper@tdh. state. tx.  us 

CENTRAL  OFFICE 

Pam  Mathison,  MA,  RN 

Nurse  Consultant 

Adult  Health  Program 

1100  W 49th  St 

Austin,  TX  78756 

Phone:  (512)  458-7534 

Fax:  (512)  458-7254 

pam.mathison@tdh.state.tx.us 

CENTRAL  OFFICE 
Linda  Jones,  MSPH 
Program  Specialist 
Adult  Health  Program 
1100  W 49th  St 
Austin,  TX  78756 
Phone:  (512)  458-7534 
Fax:  (512)  458-7254 
linda.jones@tdh.state.tx.us 
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preventive  counseling  is  through  a system  approach  that  em- 
phasizes teamwork  and  prioritizes  preventive  issues.  TDH’s 
Adult  Health  Program  promotes  system  changes  to  address- 
ing patient  behavior  through  PPIP,  Dr  Huang  says. 

“The  PPIP  initiative  is  a comprehensive  system  that  addresses 
all  the  preventive  services  recommended  by  major  authorities  — 
substance  abuse  counseling,  injury  prevention,  mammogra- 
phies, cholesterol  checks,  and  others  — so  health  care  profes- 
sionals don’t  miss  the  opportunity  to  address  these  types  of 
behavior  when  patients  come  in  for  acute  situations,”  Dr  Huang 
said.  “We  recognize,  given  the  time  constraints,  that  we  need  to 
prioritize  these  services  within  the  system  so  that  the  physician 
doesn’t  take  an  all-or-nothing  approach  to  preventive  care.” 
f PPIP  clinical  prevention  specialists  are  stationed  through- 
out the  state  to  give  office  and  clinic  staffs  free  assistance  in 
setting  up  PPIP  systems.  (See  “Texas  Department  of  Health 
.Helps  Physicians  Put  Prevention  Into  Practice,”  opposite 
page.)  “We  want  the  physician  to  really  look  at  using  the 
team  of  people  available  so  the  physician  can  make  the  most 
of  his  or  her  time,”  Ms  Mathison  said.  “The  details  can  come 
from  a nurse,  and,  in  some  cases,  medical  assistants  and  re- 
ceptionists can  reinforce  preventive  messages.  Posters  in  the 
waiting  and  exam  rooms  also  can  reinforce  messages.” 

Though  PPIP  requires  some  adjustment,  it  helps  physi- 
cians meet  accreditation  requirements  of  the  National  Com- 
mittee for  Quality  Assurance,  the  Joint  Commission  on 
Accreditation  of  Healthcare  Organizations,  and  health  main- 
tenance organizations,  Ms  Mathison  says. 

The  systems  approach  also  includes  identifying  programs  to 
which  physicians  can  refer  patients,  such  as  Walk!  Texas,  a 
TDH  public  health  effort  designed  to  encourage  physical  ac- 
tivity. And  systems  make  good  use  of  preventive  resources  used 
by  both  physicians  and  patients,  such  as  Texas  Medical  Associ- 
ation’s Physician  Oncology  Education  Program  and  TMA’s  new 
WATCH  Project.  (See  “Watch  Out  for  WATCH,”  p 36.) 

Physicians  should  remember  that  even  modest  changes 
make  major  differences  when  changing  unhealthy  patient  be- 
haviors. “If  every  doctor  were  to  help  10%  of  his  smoking  pa- 
tients quit,  that  would  be  huge!”  Dr  Gottlieb  said.  “But  they’ve 
accomplished  something  even  if  they’ve  gotten  these  patients  to 
seriously  consider  quitting  smoking.  They’ve  planted  a seed.” 

In  his  26  years  of  teaching.  Dr  Philips  says  he’s  encoun- 
tered thousands  of  physicians-in-training,  and  they  all  want 
to  help  people  have  healthy  lives.  With  the  right  attitude  and 
training,  physicians  can  become  proficient  in  health  risk 
counseling.  Dr  Philips  says.  “To  all  physicians,  we  owe  en- 
couragement and  the  continued  expectation  that  our  doctors 
continue  to  be  our  best  sources  for  information  and  our 
greatest  allies  for  changing  our  behavior.”  ★ 
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Prevention’s  presence 
on  the  Internet 


Putting  prevention  into  practice 
The  Agency  for  Health  Care  Policy  and  Research’s  Put 
Prevention  into  Practice  (PPIP)  program  is  a national 
campaign  to  improve  the  delivery  of  clinical  preventive 
services.  PPIP’s  Web  site  at  www.ahcpr.gov/ppip  of- 
fers materials  designed  for  physicians,  nurses,  nurse 
practitioners,  physician  assistants,  patients,  and  med- 
ical office  staffs. 

Some  preventive  guidance 

From  the  site  at  odphp.oash.dhhs.gov/pubs/guidecps, 
physicians  can  download  the  latest  version  of  the 
Guide  to  Clinical  Preventive  Services.  The  US  Pre- 
ventive Services  Task  Force,  an  independent  panel 
first  convened  in  1984  as  an  initiative  of  the  US  Public 
Health  Service,  issued  the  first  revision  of  its  widely 
used  1989  guide  to  effective  disease  prevention  and 
health  promotion,  based  on  a careful  review  of  scien- 
tific evidence.  Many  of  the  recommended  changes  in 
the  1995  Guide  to  Clinical  Preventive  Services,  2nd 
Edition,  reflect  new  evidence  about  important  health 
benefits  of  selected  preventive  services. 

The  CDC  recipe  for  good  health 

An  Ounce  of  Prevention  . . . What  Are  the  Returns?  a 
Centers  for  Disease  Control  and  Prevention  (CDC)  re- 
port that  can  be  downloaded  at  www.cdc.gov/epo/ 
prevent.htm,  outlines  19  prevention  strategies  and 
demonstrates  how  spending  money  to  prevent  dis- 
ease and  injury  and  promote  healthy  lifestyles  makes 
good  economic  sense.  CDC  sites  at  www.cdc.gov/ 
nccdphp  and  www.cdc.gov/ncipc/ncipchm.htm  discuss 
chronic  disease  and  injury  prevention,  respectively. 

Healthy  People  2000  and  2010 

Go  to  web.health.gov/healthypeople  to  find  informa- 
tion on  Healthy  People  2000  and  Healthy  People  2010. 
The  Healthy  People  national  prevention  agenda  iden- 
tifies the  most  significant  preventable  threats  to 
health  and  focuses  public  and  private  sector  efforts 
to  address  those  threats. 

POEP  prevention 

Texas  Medical  Association’s  Physician  Oncology  Edu- 
cation Program  (POEP),  located  at  www.poep.org, 
helps  physicians  turn  their  offices  into  cancer  preven- 
tion and  detection  centers. The  site  includes  continuing 
medical  education  opportunities,  genetic  and  pediatric 
cancer  information,  and  a tobacco  resource  center. 
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Strength  in  numbers 

Organized  medicine  slows  Aetna  steamroller 


Artman 


Yf  ou  could  practically  hear  spines 
shuddering  when  the  behemoth 
announced  it  would  double  its 
size.  Aetna  was  already  notori- 
ous for  its  abhorrent  physician 
contracts  and  abysmal  “slow 
pay,  no  pay”  reputation.  Its  $1 
billion  purchase  of  Prudential  Insurance, 
physicians  feared,  would  give  it  more  of 
what  it  already  had  too  much  of  — - 
power.  Unchecked  power,  soon  to  be- 
come absolute.  > > 


ByTeri  IVIoran,  Senior  editor 
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Observers  wondered  whether  fed- 
1 eral  regulators  would  reflexively  rub- 
■'ber-stamp  yet  another  managed  care 
merger.  At  last  count,  275  mergers  or 
acquisitions  of  managed  care  compa- 
nies have  occurred  in  this  country  since 
i 1994,  according  to  a report  from  Irving 
1 Levin  Associates,  Inc. 

Would  anyone  look  past  Wall  Street 
to  the  deal’s  effect  on  patients?  Given 
:how  it  would  grant  Aetna  a dispropor- 
1 tionate  share  of  the  market  in  many  ar- 
' eas,  despairing  minds  wondered  what, 
if  anything,  could  be  done. 

As  it  turns  out,  plenty. 

In  a surprising  victory,  the  Texas 
Medical  Association,  the  American  Med- 
; ical  Association,  and  county  medical  so- 
' cieties  proved  a compelling  enough  case 
, that  federal  and  state  regulators  told 
I Aetna  it  couldn’t  buy  Prudential  unless  it 
,sold  its  NYLCare  business  in  Houston 
and  Dallas-Fort  Worth.  Aetna  agreed  to 
j the  terms. 

j Aetna  would  have  controlled  63%  of 
I'  the  health  maintenance  organization 
I (HMO)  market  in  Houston  and  42%  in 
I Dallas-Fort  Worth.  But  with  the  NYLCare 
I divestiture,  the  Aetna-Prudential  plan 
I will  have  a smaller  market  share  in  those 
j cities  than  Aetna  had  with  NYLCare. 
j Aetna’s  buyout  of  Prudential  still  will 
create  the  country’s  largest  health  plan 
' with  more  than  21  million  members  na- 
I tionwide,  18  million  of  them  in  a man- 
I aged  care  plan. 

More  firsts  for  Texas 

After  6 months  of  studying  the  issue, 
the  US  Department  of  Justice  (DOJ) 
and  Texas  Attorney  General  John 
Cornyn  filed  a civil  antitrust  suit  against 
Aetna  in  June  in  US  District  Court  in 
Dallas  to  block  its  purchase  of  Pruden- 
I tial.  At  the  same  time,  officials  pro- 
; posed  a consent  decree  that  would 
' allow  the  purchase  to  go  forward  with 
the  NYLCare  divestiture. 

The  DOJ’s  decision  denotes  a power- 
‘ ful  new  shift  in  regulators’  thinking  that 
' could  bode  well  for  medicine.  It  is  the 
first  time  the  DOJ  has  challenged  a 
i health  plan  merger  using  a civil  antitrust 
i lawsuit.  Also,  for  the  first  time,  the  DOJ 
I has  based  an  enforcement  action  on  the 
I threat  of  a health  plan’s  monopsony 
power  over  the  purchase  of  physician 
services.  In  a monopsony,  there  is  a sin- 


gle buyer  of  services.  For  example,  had 
the  Aetna-Prudential  merger  been  un- 
challenged, physicians  would  have  had 
no  other  insurer  to  whom  they  could  sell 
their  services. 

“This  settlement  demonstrates  the 
department’s  commitment  to  preserve 
competition  in  all  sectors  of  the  health 
care  industry,’’  Joel  1.  Klein,  assistant 
US  attorney  general  in  charge  of  the 
antitrust  division,  said  in  a statement. 

Mr  Klein  said  the  NYLCare  divesti- 
tures will  not  only  preserve  competi- 


tion and  protect  consumers  from 
higher  prices,  but  also  will  “deny  Aetna 
the  ability  to  unduly  depress  physician 
reimbursement  rates  and  thereby  im- 
pair the  quantity  and  quality  of  physi- 
cian services  provided  to  patients.” 

Opponents  of  the  merger  had  60 
days  from  June  21  to  file  objections. 
Several  other  states,  including  Florida, 
Kentucky,  Georgia,  and  New  Jersey, 
face  similar  anticompetitive  situations. 

How  it  was  done 

It  started  out  as  a whispered  rumor  in 
June  at  AMA’s  annual  meeting  in 
Chicago,  where  physicians  were  busy 
debating  hot  topics  such  as  whether  to 
approve  physician  unions. 

Then,  word  started  to  spread  that  the 
DOJ  had  reached  its  highly  anticipated 
decision  about  the  Aetna-Prudential 
merger.  Excited  staffers  started  placing 
phone  calls,  and  soon  the  announce- 
ment was  released  over  the  news  wires. 

“This  settlement  protects  the  con- 
sumer by  preserving  competition,”  said 
Texas  Attorney  General  Comyn  in  a press 
release.  “Patients  will  benefit  both  from 
the  lower  health  plan  prices  that  compe- 
tition ensures  and  from  the  preservation 
of  quality  health  care  by  maintaining 
competitive  physician  reimbursement.” 

It  was  providential  that  most  of  the 
key  players  who  had  worked  against  the 


merger  were  :ogether  under  one  roof  in 
Chicago  when  the  announcement  came, 
and  demand  for  copies  of  the  statement 
heated  up  the  pressroom’s  copy  ma- 
chine. TMA  and  AMA  officers  and  staff, 
as  well  as  those  of  the  Harris,  Dallas,  and 
Tarrant  county  medical  societies,  passed 
the  announcement  around.  The  DOJ  had 
asked  the  county  societies  and  TMA  for 
input  about  the  proposed  sale  early  this 
year,  and  everyone  had  mobilized  imme- 
diately to  provide  it,  with  support  from 
AMA’s  Private  Sector  Advocacy  team. 


“This  is  more  than  a huge  win  for 
Texas  because  it’s  never  just  a state 
story,”  said  Nancy  W.  Dickey,  MD,  of 
Bryan,  immediate  past  president  of  the 
AMA.  “What  better  time  for  this  to 
have  happened  than  here  with  the  en- 
tire federation  together.  Texas  can  say 
to  the  other  states,  ‘Here’s  how  we  did 
it,’  and  they  in  turn  can  embark  on  the 
necessary  contacts  and  data  drives  so  it 
can  be  done  again  and  again.” 

Texas’  organized  medicine  represen- 
tatives gave  the  DOJ  detailed  informa- 
tion about  problems  physicians  have 
had  with  Aetna.  TMA  staff  created  fi- 
nancial models  showing  the  negative 
financial  effect  the  merger  would  have 
on  a typical  physician’s  practice.  And 
physician  surveys  at  both  county  and 
state  levels  showed  Aetna  as  having 
one  of  the  worst  records  in  terms  of 
payment  hassles. 

But  it  was  the  company’s  own  con- 
tracts that  many  observers  believe  sealed 
its  fate.  “The  DOJ  didn’t  look  just  at  mar- 
ket numbers  and  survey  numbers  and 
how  the  business  end  of  physicians’  prac- 
tices would  be  affected,”  said  Donald  P. 
Wilcox,  JD,  TMA’s  general  counsel.  “They 
also  looked  at  Aetna’s  contracts,  which 
made  those  figures  even  more  alarming.” 

Aetna’s  “all  products”  or  “tied  prod- 
ucts” clauses  require  physicians  to 
agree  to  participate  in  every  Aetna 


“Texas  can  say  to  the  other  states, 

‘Here’s  how  we  did  it,’ and  they  in  turn  can  embark 
on  the  necessary  contacts  and  data  drives 
so  it  can  he  done  again  and  again.’’ 
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health  plan  if  they  want  to  see  patients 
who  are  in  any  Aetna  plan.  Such 
clauses  give  physicians  little  or  no  abil- 
ity to  negotiate  contract  provisions. 
Physicians  must  agree  in  advance  to 
whatever  changes  Aetna  decides  to 
make  in  the  contracts  down  the  road. 

Aetna  gives  itself  contractual  author- 
ity to  overrule  physicians’  determina- 
tions of  what  is  medically  necessary  for 
their  patients  and  to  define  medical  ne- 
cessity as  “the  least  costly  alternatives.” 

“Those  kinds  of  clauses  illustrated  the 
power  Aetna  already  had,”  Mr  Wilcox 
said.  “Added  to  the  merger  equation,  they 
made  our  case  all  the  more  compelling.” 


As  the  largest  health  plan  in  the 
state,  Aetna-Prudential  will  have  about 
2.5  million  members  in  Texas,  includ- 
ing 1 million  HMO  enrollees. 

“Aetna’s  anticompetitive  business 
practices  over  the  past  several  years 
have  led  Texas  physicians  and  their  pa- 
tients to  complain  vociferously  about 
their  treatment,”  said  John  P.  Howe  III, 
MD,  TMA  immediate  past  president. 

Health  plan  musical  chairs 

“Although  we  do  not  agree  with  the 
Justice  Department’s  concerns  about 
the  effect  of  the  acquisition,  a divesti- 
ture was  the  most  expeditious  way  to 


bring  closure  to  the  comprehensive 
DOJ  review  process,”  said  Richard  L. 
Huber,  Aetna’s  chair  and  chief  execu- 
tive officer. 

Some  427,000  NYLCare  members  in 
Houston  and  Dallas-Fort  Worth  will  be 
affected  by  the  deal.  “Anytime  this  hap- 
pens there’s  going  to  be  tremendous 
dislocation  for  patients  and  their  physi-, 
cians,”  said  Paul  B.  Handel,  MD,  chairi 
of  TMA’s  Council  on  Socioeconomics. 

NYLCare  had  been  losing  money; 
when  Aetna  bought  it  less  than  a year 
ago,  and  Prudential’s  health  care  busi- 
ness in  Texas  has  been  bleeding  copi- 
ously since  1996. 


1998  market  figures  for  HMOs 
in  Dallas-Fort  Worth  and  Houston 


HMO 

Current  Enrollment 

No.  (%) 

Proposed  Enrollment 

No.  (%) 

Divested  Enrollment 
No.  (%) 

DALLAS-FORT  WORTH 

Aetna/NYLCare 

318,751 

(25) 

— 

— 

Aetna/Prudentiat/N  YLCare 

— 

489,835 

(39) 

— 

Aetna/Prudential 

— 

— 

285,393 

(22) 

NYLCare 

— 

— 

204,442 

(16) 

Harris  Methodist 

307,842 

(24) 

307,842 

(24) 

307,842 

(24) 

Prudential 

171,084 

(13) 

— 

— 

Texas  Health  Choice 

110,373 

(9) 

110,373 

(9) 

110,373 

(9) 

United 

108,530 

(9) 

108,530 

(9) 

108,530 

(9) 

PacifiCare 

60,453 

(5) 

60,453 

(5) 

60,453 

(5) 

Humana/PCA 

60,032 

(5) 

60,032 

(5) 

60,032 

(5) 

CIGNA 

47,296 

(4) 

47,296 

(4) 

47,296 

(4) 

Rio  Grande 

35,054 

(3) 

35,054 

(3) 

35,054 

(3) 

Other 

51,325 

(4) 

51,325 

(4) 

51,325 

(4) 

HOUSTON 

Aetna/NYLCare 

446,785 

(36) 

— 

— 

Aetna/Prudential/N  YLCare 

— 

629,498 

(50) 

— 

Prudential 

182,713 

(15) 

— 

— 

Aetna/Prudential 

— 

— 

300,816 

(24) 

NYLCare 

— 

— 

328,682 

(26) 

United 

91,019 

(7) 

91,019 

(7) 

91,019 

(7) 

Memorial 

82,316 

(7) 

82,316 

(7) 

82,316 

(7) 

Rio  Grande 

62,351 

(5) 

62,351 

(5) 

62,351 

(5) 

Humana/PCA 

59,210 

(5) 

59,210 

(5) 

59,210 

(5) 

PacifiCare 

52,032 

(4) 

52,032 

(4) 

52,032 

(4) 

Other 

279,099 

(22) 

279,099 

(22) 

279,099 

(22) 

Source:  Texas  Department  of  Insurance 
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Physicians  look  warily  to  the  future 
when  a health  plan  with  Aetna’s  repu- 
tation buys  a money-loser  like  Pruden- 
tial. What  might  Aetna  be  willing  to  do 
to  turn  Prudential  into  a money-mak- 
ing operation? 

“We’ll  continue  to  monitor  the 
merger  environment  on  behalf  of  pa- 
tients,” Dr  Handel  said.  “As  the  market 
continues  to  shift,  we’ll  do  all  we  can  to 
make  sure  patients  have  choices  in 

T' 

health  care.  Patients  must  be  able  to 
: vote  with  their  feet  and  walk  away 
from  the  worst  players.” 
i Billions  of  dollars  have  changed 
hands  in  recent  mergers  and  acquisi- 
tions. For  example,  Aetna  merged  with 
US  Healthcare  in  1997  in  an  $8.9  billion 
transaction.  Then,  Aetna  bought  NYL- 
Care  for  $1.05  billion  in  1998.  It  plans  to 
spend  $1  billion  to  buy  Prudential. 

How  much  of  that  money  ever  goes 
back  into  providing  services  to  patients? 
Probably  very  little.  Dr  Dickey  suggests. 
“Most  of  those  dollars  typically  go  to  pay 
off  debt  and  for  golden  parachutes  for 
executives.  It  doesn’t  go  back  into  pa- 
tient care  or  capital  reinvestment.” 

While  the  combined  decision  of  At- 
torney General  Cornyn  and  the  Justice 
j Department  is  a big  win  for  patients, 
I Dr  Dickey  believes  it’s  also  a huge  red 
flag  to  America,  because  it  takes  a sub- 
stantial monopsony  to  get  something 
other  than  a business-as-usual  response 
from  the  DOJ.  “This  shows  America 
[how  serious  this  problem  has  gotten. 
It’s  further  indication  that  we  need  to 
I reform  the  system.” 

' According  to  Mr  Wilcox,  the  deci- 
Ision  also  shows  that  the  system  can 
[Work.  “It  shows  that  there’s  a chance 
ithe  government  will  look  at  the  facts 
1 and  come  to  a good  decision.” 
j As  for  patients,  Dr  Howe  added  that 
Mr  Huber  recently  referred  to  Pruden- 
tial’s member  base  in  Texas  as  the  “filet 
mignon”  of  this  giant  acquisition.  “This 
I decision  shows  that  even  a huge  corpo- 
: ration  like  Aetna  can’t  treat  our  pa- 
j tients  like  just  a piece  of  meat.”  ★ 
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Getting  blood  from  turnips 

TMA  takes  aim  at  “slow  pay,  no  pay”  insurers 


J he  saga  plays  out  daily  thousands 
of  times  across  the  country.  Every 
unwitting  player  knows  the  story 
bears  all  the  markings  of  comedy 
something  along  the  lines  of  Ab- 
bott and  Costello’s  classic  “Who’s 
on  First?”  skit:  Doctor  sees  patient; 
doctor  treats  patient;  doctor  sends  bill; 
runaround  commences.  Months,  some- 
times years  go  by  and  still  the  payer,  for 
myriad  reasons,  withholds  the  check. 
Sometimes,  the  payer  plays  dumb  with 
questions  about  a claim  like,  “Now,  who’s; 
on  second  again?”  and  sometimes  the^ 
payer  just  says  no,  sticking  to  guidelines; 
that  make  no  sense  in  the  real  world.  > 


ByTeri  IVIoran,  Senior  editor 
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What  gives? 

(No  longer  just  an  annoying  cash  flow 
! problem,  “slow  pay,  no  pay”  has 
reached  epic,  tragicomedy  proportions. 
Getting  a check  on  time  and  in  the  cor- 
;rect  amount  from  a payer  has  become 
I the  exception  rather  than  the  rule.  Of- 
ten, physicians  can  only  guess  whether 
.they’ll  ever  get  paid. 

With  unseemly  audacity  and  arro- 
:gance,  some  obstinate  companies  pre- 
I tend  nothing  is  wrong,  despite  passage 
of  a prompt  payment  law  by  the  Texas 
Legislature  in  1997,  largely  through  the 
, efforts  of  the  Texas  Medical  Association, 
which  requires  claims  to  be  paid  within 
45  days.  But  those  days  may  be  short 
I lived  because  the  1999  Texas  Legisla- 
ture passed  a new,  tougher  prompt  pay- 
ment law.  Included  in  the  new  law  is  a 
provision  that  insurers  could  be  fined 
$1,000  a day  for  not  paying  “clean 
claims”  within  45  days. 

One  less  way  out 

A slow-pay  tactic  many  payers  often 
employ  is  to  ask  physicians  for  more  at- 
tachments and  more  documentation  to 
justify  their  claims.  It’s  an  ongoing 
bone  of  contention  between  carriers 
and  physicians,  who  often  see  it  purely 
as  a stalling  tactic. 

The  1997  law  that  set  prompt  pay- 
ment standards  for  managed  care  plans 
requires  payment  within  45  days  of  “re- 
ceiving all  necessary  documentation 
for  processing  the  claim.” 

That  definition  leaves  enough  space 
for  the  proverbial  truck  to  drive 
through,  and  health  plans  could  ask  for 
the  whole  chart  if  they  want  to. 

TMA’s  Corporate  Advisory  Committee 
formed  a workgroup  to  develop  a “clean 
claim”  definition  on  which  everyone  can 
agree.  Because  there  could  be  a different 
definition  for  every  player  in  the  market, 
the  committee’s  challenge  was  to  create 
' one  that  had  sufficient  specificity  so  that 
physicians  could  at  some  point  say,  “This 
I claim  is  clean.  Now  you  can  pay  it.” 

“It’s  much  harder  to  do  than  it 
sounds,”  said  TMA  President  Alan  C. 
Baum,  MD,  of  Houston.  “Still,  the  work- 
group kept  at  it  because  of  its  importance 
to  physicians.”  After  workgroup  mem- 
bers, including  representatives  of  the 
Texas  Hospital  Association,  the  Texas  As- 
sociation of  Health  Plans,  and  the  Texas 


Group  Managers  Association  approved 
the  recommendations  (see  “This  is  a 
Clean  Claim,”  p 49),  they  sent  them  to 
the  Texas  Department  of  Insurance  ( TDl). 

In  January,  TDI  said  the  definition 
and  guidelines  looked  good,  and  at 
press  time,  the  agency  was  planning  to 
publish  proposed  rules.  TDl  will  pub- 
lish the  proposed  rules,  wait  for  public 
comment,  revise  them  if  necessary,  and 
then  adopt  them,  in  a process  that  will 
take  several  months. 

Meanwhile,  State  Rep  Kyle  Janek, 


MD,  (R-Houston),  spurred  by  complaints 
from  fellow  Houston-area  physicians,  in- 
troduced a bill  in  the  1999  session  of  the 
legislature  that  requires  insurers  to  pay 
physicians  within  45  days  of  receiving  a 
clean  claim,  as  defined  by  the  TDI  rules. 
Governor  George  W.  Bush  signed  the 
bill,  which  will  take  effect  September  1. 

Under  the  measure,  which  was 
worked  out  with  support  of  the  Texas 
Association  of  Health  Plans,  an  insurer 
is  required  to  pay  claims  within  45  days 
or  say  why  the  claim  is  being  denied.  If 
a claim  is  partially  disputed  by  a health 
plan,  the  plan  is  required  to  pay  the  por- 
tion not  in  dispute. 

After  the  45-day  deadline,  health 
plans  can  be  fined  $1,000  per  day  for 
each  day  a claim  is  not  paid.  And, 
physicians  will  have  standing  to  file 
complaints  with  the  commissioner  of 
insurance  regarding  unpaid  claims. 

“We’re  making  this  issue  one  of  our 
top  priorities,”  Dr  Baum  says,  “because 
it  gives  the  prompt  payment  law  more 
teeth  and  removes  a prominent  alibi  for 
delayed  payments.” 

TMA  has  long  worked  to  help  physi- 
cians with  reimbursement  problems,  even 
when  it  often  has  meant  taking  on  the  in- 
surance industry  one  doctor  and  one 
claim  at  a time.  Armed  with  information 
from  its  Hassle  Factor  Log  program,  the 
TMA  Health  Care  Financing  Department 
staff  act  as  ombudsmen,  regularly  going 
straight  to  managed  care  companies,  de- 


manding payment  on  behalf  of  [)hysi- 
cians.  The  Hassle  Factor  Log  program  fa- 
cilitates trend  analysis  and  identifies 
which  plans  have  the  worst  payment 
records.  (See  “Hassle  Factor  Log  Program 
Status  Report,  January  1 , 1 998-May  25, 
1999,”  p 48.)  To  access  the  Hassle  Factor 
Log,  click  on  “Business  of  Medicine”  and 
then  “Payment  Advocacy”  on  TMA’s  Web 
site  at  www.texmed.org.  The  number  of 
Hassle  Factor  Log  complaints  received  by 
TMA  for  the  first  5 months  of  1999  ex- 
ceeded the  total  number  received  in  1998. 


One  doctor’s  story 

Lewisville  general  surgeon  Bryan  J. 
Borgfeld,  MD,  was  on  call  one  Saturday 
in  the  summer  of  1997  at  Columbia 
Medical  Center  when  he  was  consulted 
on  the  case  of  a 49-year-old  woman 
who  had  been  admitted  for  23-hour 
observation  for  chest  pains.  Her 
workup  showed  she  was  a walking 
stroke  or  cardiac  arrest  time  bomb,  and 
Dr  Borgfeld  implanted  a permanent 
pacemaker  the  next  morning.  The  sur- 
gery went  well. 

Dr  Borgfeld  didn’t  request  a precer- 
tification authorization  number  from 
the  patient’s  health  maintenance  or- 
ganization (HMO)  because  he  as- 
sumed it  had  already  been  done.  He 
based  that  assumption  on  several 
things.  First,  he  thought  the  hospital 
already  had  categorized  her  as  an  in- 
patient. He  also  assumed  he  needn’t 
ask  for  one  because  he  had  been  a con- 
sult for  her  attending  physician  and 
because  some  kind  of  precertification 
number  was  in  her  chart. 

Naturally,  without  that  number,  the 
HMO  couldn’t  pay,  and  Dr  Borgfeld  em- 
barked on  a phone-calling,  letter-writ- 
ing appeal,  logging  in  dozens  of  phone 
calls  and  at  least  nine  letters  that  were 
ignored. 

He  had  performed  a lifesaving  emer- 
gency operation  in  good  faith  for  the 
patient  of  an  HMO  with  which  he  had 
a contract  to  provide  services.  And,  he 


“We’re  making  this  issue  one  of  our  top  priorities 
because  it  gives  the  prompt  payment  law  more  teeth 
and  removes  a prominent  alibi  for  delayed  payments.” 
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expected  to  be  paid  for  it.  “His  is  a clas- 
sic example  of  the  hundreds  of  cases 
like  this  that  happen  every  day,”  said 
Houston  urologist  Paul  Handel,  MD, 
chair  of  TMA’s  Council  on  Socioeco- 
nomics. “It’s  mind  boggling  the  kind  of 
irrational  reasoning  some  plans  use  to 
justify  holding  back  payment,  and 
worse  yet,  the  length  of  time  it  can  take 
to  resolve  the  problem.” 


Never-ending  battle 

Every  couple  of  months,  Teresa  Devine, 
director  of  TMA’s  Health  Care  Financ- 
ing Department,  prepares  several  4- 
inch-thick  notebooks  full  of  individual 
physicians’  cases.  She,  her  staff,  and  Dr 
Handel  meet  with  the  medical  directors 
of  various  payers,  including  managed 
care  plans  and  the  state’s  Medicaid  and 
Medicare  carriers.  There,  they  tactfully 


lay  out  concrete  evidence  of  payment 
foul-ups. 

A year  and  a half  after  Dr  Borgfeld 
implanted  that  pacemaker  and  still 
hadn’t  been  paid,  he  submitted  to  TMA 
a Hassle  Factor  Log  describing  his  prob- 
lem. His  case  was  one  Ms  Devine  and 
Dr  Handel  took  to  a carrier  meeting.  It 
wasn’t  resolved  immediately,  but  fi- 
nally, in  April  1999,  the  HMO  paid.  Did 


Hassle  Factor  Log  program  status  report,  January  1,  1998-May  25,  1999 

q 


Number  of  hassles  reported,  by  carrier 

This  report  represents  all  provider  complaints,  not  just 
those  regarding  payments.  The  carrier  category  identi- 
fies the  name  of  the  parent  company  and  does  not  differ- 
entiate the  type  of  plan  about  which  a physician 
submitted  a complaint.  The  numbers  include  only  those 
logs  that  specified  a carrier  name. 

Hassles 


1999  1998 


Carrier 

No. 

(%) 

No. 

(%) 

Prudential 

294 

(10) 

235 

(10) 

Aetna 

228 

(8) 

167 

(7) 

United  Healthcare 

227 

(8) 

144 

( 6) 

Blue  Cross  Blue  Shield 

171 

(6) 

117 

(5) 

CIGNA 

141 

(5) 

78 

(3) 

NYLCare 

124 

(4) 

78 

(3) 

Humana  Health  Plan,  Inc 

70 

(2) 

32 

(1) 

Unicare 

55 

(2) 

45 

(2) 

NHIC 

51 

(2) 

45 

(2) 

Other  program  types 

1,637 

(55) 

1,302 

(58) 

Total 

2,998 

2,243 

Top  five  reported  hassles  for  managed  care 
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; it  |Xty  ill  Full?  “Oh,  hecU  no.  Not  even 
the  norm;il  pittance,”  Dr  Borgfcld’s  of- 
fice manager  told  Texas  Medicine. 

“We’ve  been  able  to  secure  payment 
in  many  instances  where  it’s  likely  the 
physician  acting  alone  would  never 
have  succeeded,”  Ms  Devine  said.  “In 
most  cases,  the  doctor  has  spent  futile 
months  working  through  the  plan’s  ap- 
peals process,  getting  nowhere,  trying 
to  get  paid  for  legitimate  claims.” 

We’re  not  talking  nickels  and  dimes 
here  either,  adds  Dr  Handel.  “Some  physi- 
cians are  owed  thousands  and  thousands 
of  dollars  — so  much  money,  in  fact,  that 
I personally  know  physicians  whose  prac- 
tices hang  by  a financial  thread  because 
they  just  aren’t  getting  paid.” 

The  meetings,  which  TMA  initiated 
a decade  ago,  are  quite  cordial,  even 
though  the  same  problems  are  taken  to 
the  same  carriers  time  and  again.  And 
as  effective  as  the  carrier  meetings 
have  been  and  continue  to  be,  the  word 
“stonewall”  comes  to  mind  when  TMA 
representatives  describe  their  advocacy 
efforts. 

But  while  such  apparent  stonewalling 
seems  suspiciously  intentional,  it’s  wor- 
thy to  note  that  while  the  tumult  in  to- 
day’s health  care  industry  swirls  like  a 
hurricane,  managed  care  plans  spin  in  its 
eye.  In  the  beginning,  things  were  much 
different.  When  TMA  first  sat  down  with 
managed  care  plans  in  the  early  1990s  to 
present  physicians’  hassles,  the  plans  ar- 
rived eagerly,  anxious  to,  well,  show  off. 

“They  believed  their  product  was  su- 
perior and  they  were  anxious  to  boast 
its  merits,”  said  Louis  J.  Goodman, 
PhD,  TMA’s  executive  vice  president. 
“They  felt  they  had  found  a better 
mousetrap.”  As  the  then-director  of 
TMA’s  Division  of  Medical  Economics, 
Dr  Goodman  initiated  the  carrier  meet- 
ings in  1988,  first  with  Medicare,  then 
with  Medicaid. 

When  TMA  first  showed  HMO  med- 
ical directors  the  proof  of  physicians’ 
numerous  hassles,  they  were  flabber- 
gasted, Dr  Goodman  says.  “They  had 
no  idea  that  there  were  problems,  and 
at  first,  they  resisted.  But  when  we  sent 
them  all  the  documentation  and  they 
read  it,  they  admitted  there  were  issues 
that  needed  to  be  addressed.” 


This  is  a 
clean  claim 


Texas  Medical  Association's  Corporate  Advisory  Committee  in  1998  took 
on  the  task  of  developing  a "clean  claim”  definition  to  address  delays  in 
claim  payments  from  health  care  payers. 

The  committee  formed  a workgroup  that  included  members  of  the  Texas 
Hospital  Association  (THA),  the  Texas  Association  of  Health  Plans 
(TAHP),  and  theTexas  Medical  Group  Management  Association  (TMGMA). 

The  workgroup  recommended  using  Medicare’s  clean  claim  standards 
because  most  physicians,  hospitals,  and  other  health  care  professionals  al- 
ready are  equipped  to  bill  for  Medicare.  The  workgroup  sent  the  following 
recommendations  to  the  Texas  Department  of  Insurance  (TDI),  which  said 
it  plans  to  use  them  as  the  basis  for  its  proposed  rules. 

Recommendations 

1.  The  clean  claim  elements  of  Medicare  should  be  used  as  the  baseline  for 
Texas'  definition  of  a clean  claim.  A clean  claim  is  a TDI-approved  or 
identified  claim  format  that  contains  all  data  fields  required  by  the  health 
plan  for  final  adjudication.  For  payment  purposes,  the  required  data  ele- 
ments must  be  complete,  legible,  and  accurate.  Clean  claim  elements  are 
those  required  by  Medicare  to  process  and  adjudicate  a claim.  A clean 
claim  also  may  include  claim  requirements  a health  plan  has  published. 

2.  If  a health  plan  obligates  physicians  and  other  health  care  professionals 
to  complete  more  claim  items  than  the  core  required  set,  it  must  disclose 
the  additional  “optional”  or  “conditional”  clean  claim  elements  within 
its  individual  contracts  and  manuals. 

3.  A health  plan  may  amend  its  clean  claim  requirements,  but  with  60  days' 
notice  to  all  participating  providers.  For  a health  plan  that  contracts 
with  limited  provider  networks,  disclosure  to  the  network  is  sufficient. 

4.  A health  plan  must  identify  ahead  of  time  the  services  and  procedures 
for  which  it  routinely  requires  attachments. 

5.  A health  plan  must  disclose  in  its  manuals  where  claims  should  be  sent  for 
processing,  including  the  address  and  a phone  number  to  call  for  questions 
or  concerns.  The  plan  also  must  say  whether  it  has  delegated  its  claims 
payment  functions  to  any  other  intermediary  or  whether  it  maintains  sep- 
arate processing  centers  for  “carve-out  services”  such  as  behavioral 
health,  and  it  must  provide  the  address(es)  where  claims  must  be  sent. 

6.  A health  plan  may  not  deny  a claim  when  it  changes  its  claims  process- 
ing address  without  giving  sufficient  notice.  An  example  is  when  a 
health  care  professional  submits  a claim  to  a health  plan  only  to  dis- 
cover the  address  is  no  longer  correct.  Then,  when  the  provider  resubmits 
the  claim,  it  is  denied  for  having  been  filed  past  the  filing  deadline. 

Other  issues  for  further  deliberation  include: 

• Notification  for  “defective”  claims; 

• Partial  payments; 

• Standardized  explanation  of  benefits  and  remittance  advice; 

• Notification  on  patient  ID  card  of  where  claims  should  be  sent; 

• Coordination  of  benefits  payment;  and 

• Requirements  to  submit  hospital  records  to  reimburse  physicians  for 
inpatient  care. 
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& Casey  - 
increased  our 
cash  receipts  20% 
wliile  reducing  our 
90-day  accounts 
by66%.” 

John  Davis.  MD 
1 Family  Practice 


If  you  are  a physician  in 
Texas,  we  have  the  proven 
s^'stem  for  cash  (low 
improvement.  Gail  toIHree 
now.  Well  send  references, 
credentials,  and  complete 
details  on  our  billing  and 
consulting  services. 

800-575-5335 

email:  caseycpa@ktc.com 
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CERTIFIED  PUBLIC  ACCOUNTANTS 


The  Physician  and  Workpiace 
Drug  and  Aicohol  Testing 

Medical  Review  Officer  Training  and 
Certification  & Exam 

October  1-3,  1999  Orlando,  Florida 

October  23-24,  1999  San  Francisco, 

California 

MRO  Training  is  AAFP  apjyroved  for  12.0  hours 
Alcohol  On-Site  Testing  Practices  and  Procedures 
& Substance  Abuse  Evaluations  is  AAFP  approved 
for  7.5  hours 

Advanced  Medical  Review  Officer 
Training,  Alternative  Technologies, 

& Business  Development 

September  18-19,  1999  Phoenix,  Arizona 
AAFP  approved  for  9.75  hours 

Medical  Review  Officer — An  MRO  is 

required  in  all  federally  mandated  workplace  drug 
and  alcohol  testing  programs,  and  by  some  states. 
The  MRO  is  a licensed  physician  who  has 
appropriate  medical  training  and  is  responsible  tor 
receiving  laboratory  results,  then  interpreting  and 
verifying  results  in  light  of  the  individual’s  medical 
history  and  any  other  relevant  biomedical 
information. 

For  Information  & Rogistration 

Call  800/489-1839 
919/489-5407 

Fax  919/490-1010 

Writo  P.O.  Box  12873 

Research  Triangle  Park,  NC  27709 

Order  your  copy  of  the  7th  Edition  Medical 
Review  Officer  Handbook  Now! 


The  HMO  medical  directors’  coopera- 
tive spirit  made  things  look  as  though 
they  would  work  well  at  first,  according 
to  Dr  Goodman,  the  way  they  had  been 
working  with  Medicare  and  Medicaid. 
But  over  time,  things  changed.  The  indus- 
try’s explosive  growth  saw  mergers,  ac- 
quisitions, personnel  changes,  and  fewer 
physician  outreach  programs.  Soon, 
clerks,  instead  of  medical  professionals, 
became  the  point-persons  at  HMOs. 


begun  to  appreciate  that  working  with 
Texas  physicians  through  TMA  has  itsj 
benefits.  “Through  our  joint  efforts,! 
HMOs  can  see  where  they  need  to  put  I 
more  education  and  resources.”  Still,] 
the  kind  of  relationship-building  nor-  ’ 
mally  associated  with  similar  success-' 
ful  efforts  has  been  difficult,  if  noti 
impossible,  to  obtain,  Dr  Handel  says,; 
because  the  medical  directors  change; 
so  frequently. 


“They  had  no  idea  that  there  were  problems,  and  at 
first,  they  resisted.  But  when  we  sent  them  all  the 
documentation  and  they  read  it,  they  admitted  there 
were  issues  that  needed  to  be  addressed.” 


“None  of  the  medical  directors  are  in 
place  now  who  were  in  place  when  we 
started  these  meetings,”  Dr  Goodman 
said.  “What  began  as  something  with 
considerable  potential  has  evolved  into 
something  much  more  difficult.” 

Even  cooperative  medical  directors 
of  HMOs  who  want  to  help  sometimes 
simply  can’t.  Dr  Goodman  says.  “Unfor- 
tunately, they  don’t  have  enough  clout 
in  the  management  structure,  and 
that’s  where  the  problem  is.” 

Hitting  from  all  angles 

The  Hassle  Factor  Logs  may  not  seem 
like  much  in  the  grand  scheme  of 
things,  but  they  ultimately  help  shape 
TMA’s  goals  and  policies,  providing 
necessary,  specific  details  of  where  the 
association  should  flex  its  muscles.  It’s 
hard  for  an  HMO  to  hide  or  make  ex- 
cuses when  its  medical  director  can  see 
firsthand,  and  in  black  and  white,  the 
concrete  details  of  the  payment  prob- 
lems physicians  experience. 

“We’re  very  successful  at  the  one- 
doctor,  one-claim  level,”  Ms  Devine 
said.  “But,  of  course,  less  so  at  the  cor- 
porate level  where  global  issues  are  de- 
cided,” which  is  precisely  where  many 
payment  problems  could  be  made  to 
disappear,  if  plans  would  revise  their 
policies. 

Dr  Handel  believes  many  plans  have 


As  TMA’s  database  of  information 
from  physicians  grows  through  its  Has- 
sle Factor  Log  program,  other  TMA  staff 
work  other  angles.  One-on-one  help  is 
usually  Just  a phone  call  away  when 
TMA  members  have  payment  problems, 
and  the  association  has  one  expert,  Pat 
Coffey,  who  spends  much  of  his  time  on 
the  road,  training  physicians  and  physi- 
cian groups  in  mini-consults.  Like  pri- 
vate investigators,  Ms  Devine  and  her 
staff,  as  well  as  others  in  the  TMA  Divi- 
sion of  Medical  Economics,  keep  tabs 
on  plans’  performance  and  their  fingers 
in  numerous  pies.  They  bring  problems 
to  the  attention  of  TDI  and  maintain 
high  visibility  at  other  regulatory  agen- 
cies, such  as  the  Health  Care  Financing 
Administration. 

Such  strategies  work.  A short  list  of 
successes  includes  instances  where 
TMA  has  influenced  carriers  to  not 
bundle  claims,  to  change  their  physi- 
cian review  processes  from  arbitrary 
audits  to  focused  medical  reviews,  and 
to  accept  coding  modifiers  they  had 
previously  denied. 

New  state  laws  and  regulations  re- 
garding claims  payment  will  not  solve 
all  of  medicine’s  concerns  about  man- 
aged care,  but  they  will  give  TMA  more 
clout  in  dealing  with  insurance  compa- 
nies when  it  comes  to  critical  issues 
such  as  physician  reimbursement.  ★ 
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O'NEAL,  McGUINNESS 

AND  CO.,  P.L.L.C. 

, Certified  Public  Accountants  , 
& Management  Consultants 


,„keep 

healthcare  professionals 
independent. 


Member  of  ANUk  Consulting  Link  and 
a Valued  Consultant  of  National  IPA  Coalition 


PINEAL.  McGUINNESS  & COMPANY 

Our  CPA  firm  services  include: 

• Tax  / Audit  / Bookkeeping 

• Practice  Valuation 

• Merger  / Acquisition  Analysis 

• Financial  / Estate  Planning 

PMC  CONSULTING  SERVICES 

Our  consulting  company  services  include: 

• Practice  Assessment 

• Strategic  Planning 

• New  Practice  Set-up 

• Practice  Management  Consulting 

• Managed  Care  Development  and 
Contracting 

• Clinical  Consulting  and  Risk  Management 


HOUSTON  OFFICE  DALLAS  OFFICE 

4635  Southwest  Freeway,  Suite  600  12221  Merit  Drive,  Suite  1305 

Houston,  Texas  77027  omccpa.net  Dallas,  Texas  75251 

713-993-0847  • Fax  713-960-8223  emailomc@omccpa.net  972-770-4770  • Fax  972-770-4771 


THE  UNIVERSITY  OF  TEXAS-HOUSTON  HEALTH  SCIENCE  CENTER/HARRIS  COUNTY  PSYCHIATRIC  CENTER 


CHILD/ADOLESCENT/ADULT  ATTENDlNO  PSYCHIATRISTS 


The  Harris  County  Psychiatric  Center,  an  operating  unit  of  The  University  of  Texas-Houston  Medical  School  is  expanding  and  has  immediate 
openings  for  full-time  board-certified/hoard-eligihle  psychiatrists  to  work  in  an  acute  care  setting  as  attending  physicians. 

The  Harris  County  Psychiatric  Center  is  a 250-hed  licensed  acute  care  facility,  including  both  inpatient  and  partial  hospitalization  services  with 
future  expansion  to  outpatient  services.  The  Center’s  mission  is  one  of  patient  care,  education  (in  cooperation  with  the  UT-Houston  Medical 
School),  research  and  community  sendee. 


OPPORTUNITIES  INCLUDE 


• Full-time  clinical  positions,  inpatient,  outpatient  and  partial  hospitalization. 

• An  academic  appointment  with  The  Universitv  of  Texas-Houston  Medical  School  Department  of  Psychiatty  and  Behavioral  Science. 

• Development  and  participation  in  clinical  research  programs. 

The  University  ofTexas-Houston/Harris  County  Psychiatric  Center  offers  a competitive  salary  and  comprehensive  benefits  package,  including 
malpractice  insurance  and  overhead. 

For  consideration,  please  send  vour  CV  and  letter  summarizing  experience  to:  Roy  V.  Varner,  MD,  Professor  and  Medical  Director.  Harris  County 
Psychiatric  Center,  2800  South  MacGregor  Way.  Houston.  TX  77021.  Telephone  inquiries  may  be  made  to:  (713)  741-7805:  fax  (713)  741-7832: 
email:  rvarner@inind.hepc.uth.tmc.edu 


HARRIS  COUNTY  PSYCHIATRIC  CENTER 


Diagnostic  Evaluations  • Psychopharmacology  • Psychotherapy  • Stimulating  Opportunity  for  Clinical 


I rtn  nnri  Pocorirr'n 


THE  UNIVERSITY  OF  TEXAS-HOUSTON  HEALTH  SCIENCE  CENTER 


The  big  payback 

Texas  physicians  challenge  Blue  Cross  and  Blue  Shield’s  practices 


Regan  Dunnick 


No  one  believes  Blue  Cross  and  Blue 
Shield  in  any  way  has  warm  and 
toasty  feelings  toward  Texas  physi- 
cians.” So  says  Richard  Toranto, 
MD,  of  Dallas,  and  he  should 
know.  His  lawsuit  against  the  in- 
surer is  being  considered  for  class 
action  status,  joining  another  recently  set- 
tled class  action  case  against  Blue  Cross  and 
Blue  Shield  of  Texas  (BCBS).  In  both  cases, 
BCBS  was  sued  over  its  procedures  for  re- 
imbursing physicians.  > > 


By  Monica  Maldonado,  Associate  editor 
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Toranto  v Blue  Cross  and 
Blue  Shield  of  Texas,  Inc 

When  Cheri  Webb  received  a check 
from  BCBS  to  pay  Dr  Toranto,  a plastic 
surgeon  who  had  operated  on  her  in 
1993,  she  used  the  money  to  make  a 
down  payment  on  a house.  She  pleaded 
ignorance  and  bad  math  skills  to  Dr 
Toranto,  saying  she  thought  BCBS  had 
already  reimbursed  him  for  the  proce- 
dure because  she  had  assigned  her  ben- 
efits to  him  and  she  thought  that  the 
insurance  check  from  BCBS  was  for  an 
overpayment. 

As  a state  employee,  Ms  Webb’s  in- 
surer was  the  Employees  Retirement 
System  of  Texas’  (ERS’s)  health  benefits 
plan,  which  selected  BCBS  as  its  admin- 
istrator. Though  Ms  Webb  had  assigned 
her  benefits  to  Dr  Toranto,  ERS  had  an 
anti-assignment  clause,  which  pre- 
vented payment  to  anyone  but  her. 
When  Dr  Toranto  filed  a claim,  BCBS  re- 
fused to  pay,  calling  upon  the  ERS 
I clause.  Dr  Toranto  sued  BCBS,  alleging 
the  plan’s  anti-assignment  clause  was 
invalid  under  the  Texas  Insurance  Code. 

In  district  court,  BCBS  argued  that 
because  it  acted  as  ERS’s  administrator, 
it  wasn’t  an  insurer  and  therefore  was 
not  held  to  the  insurance  code’s  anti- 
assignment prohibition.  The  trial  court 
ruled  in  favor  of  BCBS,  and  the  deci- 
sion was  upheld  on  appeal. 

Dr  Toranto  chalks  the  initial  losses 
up  to  “less  than  competent  attorneys 
and  less  than  knowledgeable  judges,” 
but  says  he  knows  he  was  right.  “Most 
people  let  it  go  after  they  lose  in  trial 
court,  but  the  further  I went  through 
the  courts  and  the  more  I learned 
about  the  Texas  Insurance  Code,  the 
more  I thought  I was  right.” 

At  the  time.  Dr  Toranto  was  working 
toward  a law  degree  at  the  Southern 
Methodist  University  School  of  Law.  In 
researching  the  case,  he  called  upon  one 
of  his  professors,  William  Dorsaneo,  JD, 
who,  along  with  Jeffrey  Kyle,  JD,  as- 
sisted him  in  writing  an  appeal  petition 
to  the  Texas  Supreme  Court.  The  court’s 
decision  was  clear:  it  ruled  that  BCBS 
did  have  to  abide  by  the  rules  of  the 
Texas  Insurance  Code.  It  reversed  the 
appeals  court’s  judgment  and  remanded 
the  case  to  the  trial  court. 

In  its  opinion,  the  Supreme  Court 
declared  ERS’s  anti-assignment  clause 


invalid.  As  it  interprets  the  Texas  Insur- 
ance Code,  the  court  said,  ERS  is  an  in- 
stirer  subject  to  the  code  and  “BCBS  is 
an  ‘insurer’  because  it  is  authorized  to 
act  as  ERS’s  administering  firm  . . . and 
is  therefore  subject  to  the  anti-assign- 
ment prohibition.” 

In  a prepared  statement,  BCBS  said, 
“As  the  claims  administrator  for  ERS, 
BCBS  is  contractually  bound  by  the 
terms  and  conditions  of  the  ERS  docu- 
ment. Dr  Toranto’s  patient  was 
promptly  paid  in  the  amounts  of 
money  due  under  that  plan  document.” 


It  continued,  “While  we  certainly  re- 
spect the  Texas  Supreme  Court’s  deci- 
sion regarding  Toranto  v Blue  Cross  and 
Blue  Shield  of  Texas,  Inc,  it’s  important  to 
realize  that  the  clause  in  question  was 
part  of  the  terms  and  conditions  of  the 
plan  document  adopted  by  the  trustees 
of  ERS.  This  was  not  an  insurance  policy 
issued  by  BCBS.  The  unfortunate  aspect 
of  the  court’s  decision  is  that  it  voided  a 
provision  of  the  ERS’s  plan  document, 
even  though  ERS  was  not  a party  to  the 
suit  and  was  not  able  to  present  its  posi- 
tion and  concerns  to  the  court.” 

“BCBS’s  whole  argument  was  that  it 
was  just  a claims  administrator,”  said  Mr 
Kyle.  “But  Texas  law  says  that  even  if  it’s 
acting  as  an  agent  for  another  agency,  it 
has  the  same  responsibilities  as  the 
agency  it’s  acting  for.”  Dr  Toranto  says 
BCBS  was  fully  aware  of  its  obligations 
under  this  aspect  of  the  Texas  Insurance 
Code,  especially  because  the  insurer  had 
opposed  it  during  its  initiation  in  the 
1993  Texas  legislative  session. 

The  class  action  petition  has  already 
been  filed  with  the  trial  court  with  Dr 
Toranto  as  the  lead  plaintiff.  Mr  Kyle 
says  they  expect  the  class  action  to  be 
granted  by  the  end  of  2000  and  fol- 
lowed by  a notice  letter  to  health  care 
professionals  who  could  be  eligible  to 
join  the  lawsuit.  The  Dallas  County 


court  will  decidi  how  retroactive  the 
claims  could  b-  how  much  would  be 
awarded  to  whiclj  claimants,  and  how 
much  of  the  attorneys’  fees  the  defen- 
dant will  pay.  Dr  Toranto  recommends 
physicians  contact  attorney  Tom  Wright, 
JD,  at  (713)  752-2322,  if  they  believe 
they  could  be  part  of  the  class  action. 

Morris  and  McCarthy  v 
Blue  Cross  and  Blue  Shield 
of  Texas,  Inc 

Psychiatric  partners  Brock  Morris,  MD, 
and  Sean  McCarthy,  MD,  of  Waco,  sus- 


pected that  the  reimbursement  rates 
from  BCBS’s  ParPlan  and  FedSelect 
plan  were  too  low.  But  when  they  ques- 
tioned the  insurer  about  how  it  calcu- 
lates its  reimbursement  rates,  BCBS 
replied  that  its  rates  were  based  on 
“reasonable  charges”  based  on  the 
“prevailing  rates”  for  their  area.  “Physi- 
cians are  all  so  busy,”  said  Dr  Morris.  “I 
just  didn’t  pursue  questioning  them 
further  at  the  time.” 

Dr  McCarthy  eventually  learned  of  a 
class  action  suit  against  BCBS,  which 
began  as  a payment  dispute  filed  by  a 
patient.  During  the  discovery  portion 
of  that  case,  attorneys  from  the  law 
firm  Malesovas,  Martin  & Tekell 
learned  BCBS  had  a particular  way  of 
calculating  its  reimbursement  rates,  a 
peculiarity  that  struck  a nerve  with  Drs 
Morris  and  McCarthy.  (The  patient’s 
suit  was  settled  recently.)  The  doctors 
contacted  the  attorneys  representing 
the  patients  and  decided  that  they,  too, 
would  sue  BCBS  for  breach  of  contract 
to  pin  down  the  insurer  about  its  reim- 
bursement rates. 

Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  infor- 
mation on  selected  topics.  These  articles  are  pub- 
lished with  the  understanding  thatTMA  is  not  engaged 
in  providing  legal  advice.  When  dealing  with  specific 
legal  matters,  readers  should  seek  assistance  from 
their  attorneys. 


“Most  people  let  it  go  after  they  lose  in  trial  court, 
but  the  further  I went  through  the  courts  and 
the  more  I learned  about  the  Texas  Insurance  Code, 
the  more  I thought  I was  right.” 
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Combat  Cancer  in  Texas. 

Call  POEP  Today!  (800)  880-1300, 
ext.  1672,  or  (512)  370-1672. 
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Depositions  from  an  August  1998 
pretrial  discovery  tell  the  whole  story. 
At  the  discovery,  Vice  President  and 
Medical  Director  David  Sowell,  MD, 
(now  retired)  admitted  that  BCBS  did 
not  update  its  reimbursement  rates  reg- 
ularly to  reflect  the  prevailing  charges 
as  it  had  said  it  would  in  its  contracts 
with  physicians.  Its  reimbursement 
rates  were  based  solely  on  calculations 
from  1991. 


BCBS’s  ongoing  misrepresentations  and 
its  ParPlan  contractual  arrangements 
with  its  medical  providers,  but  also  be- 
cause of  the  fact  that  the  underpay- 
ments are  spread  among  so  many 
different  claims.” 

The  district  court  judge  went  on  to 
grant  the  physicians’  lawsuit  class  ac- 
tion status.  In  April  1999,  the  plaintiffs’ 
attorneys  released  a notice  of  the  class 
action,  which  alerted  other  physicians 


“We  settled  because  we  could  have  lost 
and  received  nothing,  and  BCBS  settled 
because  it  ultimately  could  have  paid  more.” 


In  the  deposition.  Dr  Sowell  said, 
“[In  1991]  we  made  the  decision  that 
we  wished  to  use  the  fees  that  we  al- 
ready had  [1990  fees]  and  stop  going 
through  this  procedure  on  a twice  an- 
nual basis  because  that  did  tend  to  in- 
flate fees  and  cause  some  fees  to  grow 
much  faster  than  others. ...  So  in  1991 
it  was  simply  frozen,  such  that  what- 
ever was  in  place  in  July  1991  has  been 
the  fee  since  that  time.”  It  turned  out 
that  as  late  as  April  1997,  Texas  physi- 
cians who  had  contracted  with  BCBS’s 
ParPlan  were  being  reimbursed  for 
most  procedures  at  1990  rates. 

BCBS  had  frozen  its  reimbursement 
rates  since  that  date  despite  having  in- 
formed physicians  and  the  Texas  Depart- 
ment of  Insurance  that  it  had  been 
evaluating  the  rates  regularly.  The  in- 
surer also  admitted  it  had  trained  its  em- 
ployees not  to  tell  physicians  how  its 
reimbursement  rates  were  calculated. 

The  discovery  session  also  revealed 
that  BCBS’s  actuaries  had  determined 
that  medical  costs  had  increased  by  11% 
per  year  for  policyholders  since  1991, 
yet  that  information  was  never  used  to 
update  the  reasonable  charge  database. 
Attorneys  for  Drs  Morris  and  McCarthy 
noted  that  BCBS  has  about  30,000  Par- 
Plan  contracts  with  physicians  in  Texas. 
In  their  complaint  to  the  district  judge, 
the  plaintiffs’  attorneys  continued, 
“BCBS’s  underpayment  scheme  . . . has 
gone  undetected  not  only  because  of 


involved  to  the  settlement.  The  settle- 
ment with  about  22,000  medical  pro- 
fessionals and  physicians  is  just  more 
than  $5  million,  with  BCBS  paying  an 
additional  $5,000  to  Drs  Morris  and 
McCarthy  as  class  representatives,  and 
attorney  fees.  The  judge’s  approval  of 
the  settlement  discharges  and  extin- 
guishes the  claims  against  BCBS. 

David  Tekkell,  JD,  a partner  in  the 
law  firm  representing  the  physicians, 
said,  “We  settled  because  we  could 
have  lost  and  received  nothing,  and 
BCBS  settled  because  it  ultimately 
could  have  paid  more.” 

Dr  Morris  said  calling  BCBS  on  its 
practices  was  “like  catching  a kid  steal- 
ing candy,  but  he  doesn’t  admit  it  until 
you  pull  it  out  of  his  hand.”  BCBS  was 
unable  to  respond  to  questions  regard- 
ing this  case  at  press  time. 

Attorneys  for  Dr  Morris  estimated  a 
suit  would  have  resulted  in  BCBS  hav- 
ing to  pay  close  to  $80  million,  but  at 
the  time,  BCBS  of  Texas  was  trying  to 
merge  with  BCBS  of  Illinois  and,  as  Dr 
Morris  says  understatedly,  the  class  ac- 
tion “would  have  really  made  them  un- 
comfortable.” ★ 
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56  Chart  documentation  of  clinical  preventive  services 
at  9 Texas  clinics 

MICHELE  MURPHY  SMITH,  MA,  RN,  RD;  NELL  H.  GOTTLIEB,  PHD; 

BARBARA  MEYER,  MS;  PHILIP  HUANG,  MD,  MPH;  PATRICIA  GOODSON,  PHD 


Documentation  of  clinical  preventive 
services  at  9 Texas  family  practice  resi- 
dency programs,  community  health  cen- 
ters, and  public  health  regional  clinics 
was  examined.  Assessment  of  11  risks, 
counseling  on  those  risks,  and  timeliness 
of  8 screening  tests  and  immunizations 
were  abstracted. 

Documentation  of  clinicians’  risk  as- 
sessment focused  on  tobacco  use 
(56.4%),  alcohol/drug  abuse  (45.8%), 
and  excess  weight  (21.6%).  Counseling 
was  documented  most  often  for  nutrition 
(20.5%),  family  planning  (11.6%),  and 
physical  activity  (10.3%).  Of  the  sites 
studied,  public  health  regional  clinics 
had  the  highest  documentation  of  assess- 
ment and  counseling.  Community  health 
centers  were  most  up-to-date  for  diabetes 
and  cholesterol  screening.  Family  prac- 
tice residencies  documented  the  highest 
rate  of  counseling  for  obesity  risk. 

Clinicians  do  not  document  risk  as- 
sessment, counseling,  or  up-to-date 
screening  tests  and  immunizations  for 
most  of  their  adult  patients.  Texas  prac- 
titioners may  need  support  or  assistance 
to  provide  universal  access  to  clinical 
preventive  services. 


Ms  Smith,  Ms  Meyer,  and  Dr  Gottlieb,  The  Univer- 
sity of  Texas  at  Austin;  Dr  Huang,  Bureau  of  Dis- 
ease and  Injury  Prevention,  Texas  Department  of 
Health;  and  Dr  Goodson,  Division  of  Education, 
The  University  of  Texas  at  San  Antonio.  Send 
reprint  requests  to  Dr  Gottlieb,  Department  of  Ki- 
nesiology and  Health  Education,  Bellmont  Hall 
222,  The  University  of  Texas,  Austin  TX  78712. 
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Chart  documentation  of  clinical  preventive  services 
at  9 Texas  clinics 


MICHELE  MURPHY  SMITH,  MA,  RN,  RD 
BARBARA  MEYER,  MS 
PATRICIA  GOODSON,  PHD 

INTRODUCTION 

The  national  health  objective  21.4  of 
Healthy  People  2000  is  “to  assure 
that  at  least  90  percent  of  people 
for  whom  primary  care  services  are 
provided  directly  by  publicly 
funded  programs  are  offered,  at  a mini- 
mum, the  screening,  counseling,  and  im- 
munization services  recommended  by  the 
US  Preventive  Services  Task  Force”  (1,  p 
537).  These  recommended  services  are 
referred  to  as  clinical  preventive  services, 
and  specifically  include  individualized 
counseling  relating  to  high  risks,  age- 
and/or  gender-appropriate  screening 
tests,  and  age-appropriate  immunizations 
(1).  Research  on  documentation  of  pre- 
ventive services  has  focused  traditionally 
on  testing  and  immunizations  (2).  Details 
of  chronic  disease  screening  and  immu- 
nizations are  more  easily  found  in  chart 
audits  through  laboratory  slips,  consent 
forms,  and  documentation  of  fees 
charged  (3,4). 

Many  barriers  block  the  provision  of 
clinical  preventive  services  by  clinicians. 
Lack  of  motivation,  lack  of  training,  un- 
certainty about  effectiveness,  and  lack 
of  reimbursement  by  payers  have  all 
been  identified  (5,6).  Physicians  report 
also  a lack  of  patient  interest  and  barri- 
ers in  the  health  care  setting  itself  (7,8). 
Residency  training  in  hospitals  stresses 
the  writing  of  orders  to  be  carried  out  by 
other  staff.  Diagnosis  of  problems, 
rather  than  collaborative  lifestyle  coun- 
seling, is  the  focus  of  most  medical 
training.  Patient  education,  which  in- 
volves patients  in  determining  their 
health  status,  risks,  needs,  and  plans  for 
change,  requires  a significant  change 
from  the  manner  in  which  most  physi- 
cians were  taught  (9,10). 

In  this  study,  we  searched  patient 
charts  to  find  evidence  of  assessment  of 
need  for  counseling  (high  risk)  as  well 
as  documentation  of  counseling  pro- 
vided. The  data  presented  here  were  col- 
lected before  an  intervention  designed 
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to  increase  the  practice  and  documenta- 
tion of  such  behaviors  by  clinicians.  This 
baseline  inquiry  examined  also  the  doc- 
umentation of  screening  tests  and  im- 
munizations. We  then  examined  the 
data  for  trends  in  practice  style  that  may; 
have  been  affected  by  the  type  of  clinic. 

METHODS 

Site  types 

We  examined  medical  charts  of  4 family 
practice  residency  programs,  3 commu- 
nity health  centers,  and  2 public  health 
regional  clinics.  The  residency  program 
and  community  health  center  sites  re- 
ceived funding,  through  a competitive 
process  from  the  Texas  Department  of 
Health  (TDH),  to  implement  Put  Pre- 
vention into  Practice  (PPIP).  This  re- 
search-based  system  was  designed  by 
the  Office  of  Disease  Prevention  and 
Health  Promotion  of  the  US  Depart- 
ment of  Health  and  Human  Services  to 
“assist  clinicians  in  the  performance  of 
. . . clinical  preventive  services”  (11). 
The  public  health  regional  clinics  vol- 
unteered to  participate  without  supple- 
mental financial  support. 

We  found  differences  in  clinician  re- 
sources among  site  types.  The  number 
of  residents  in  family  practice  residen- 
cies ranged  from  18  to  72,  while  the 
number  of  doctors  at  community  health 
centers  ranged  from  2 to  6,  with  1 to  4 
physician  assistants,  nurse  practition- 
ers, or  part-time  physicians.  The  clini- 
cians at  the  2 public  health  regional 
clinics  consisted  of  1 part-time  nurse 
practitioner  with  1 full-time  registered 
nurse  or  2 full-time  registered  nurses. 

Data  collection 

The  auditing  process  consisted  of  col- 
lecting data  from  charts  of  patients  19 
years  and  older  seen  during  the  6 
months  before  implementation  of  PPIP 
(September  1,  1993,  through  February 
27,  1994).  Seventy-five  medical  charts 
were  collected  at  each  of  the  9 sites. 
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Table  1.  Standards  for  age-  and  gender-appropriate  screening  tests  and  immunizations. 


Screening  test  or 
immunization 

TDH  Standard/Guideline 

Used  for  Analyses 

Operationalization  for  Analyses 

Pap  test 

Women  annually  at  onset  of  sexual 
activity.  If  3 or  more  satisfactory 
normal  annual  exams,  may  be 
performed  every  1-3  years. 

Women  aged  21+  years,  within  last 

3 years 

Clinical  breast 

examination 

Women  aged  20-39  years,  every  3 
years 

Women  aged  40-(-  years,  every  year 

Women  aged  23-40  years,  within  last 
3 years 

Women  aged  41+  years,  within  last 
year 

Mammogram 

Women  aged  40-49  years,  every  1-2 
years 

Women  aged  50+  years,  every  year 

Women  aged  42-50  years,  within  last 
2 years 

Women  aged  51+  years,  within  last 
year 

Tetanus-diphtheria 

All  adults,  every  10  years 

Adults  aged  26+  years,  within  last 

10  years 

Pneumovax 

All  adults  aged  65+  years,  1 time 

Recorded  ever  for  patients  age  66-1- 
years 

Influenza 

All  adults  aged  65+  years,  once/year 

Adults  aged  66+  years,  within  last 
year 

Diabetes  screen 

All  adults,  every  3 years  (or  more 
frequently,  at  the  discretion  of  the 
clinician) 

Adults  aged  21+  years,  within  last 

3 years 

Cholesterol  screen 

All  adults  aged  20+  years,  every  5 
years  if  last  screen  normal,  every 
year  if  last  result  abnormal 

Adults  age  25+  years,  within  last 

5 years 

The  Battelle  Adult  Chart  Review 
Form  (3)  was  adapted  by  the  TDH  Bu- 
reau of  Disease  and  Injury  Prevention. 
A protocol  and  guidelines  for  the  ab- 
stracting process  were  developed  by  the 
research  team,  reviewed  by  TDH,  and 
approved  for  use.  The  adapted  review 
form,  protocol,  and  guidelines  were  pi- 
lot tested  and  found  to  be  appropriate. 

All  chart  audits  were  performed  by  a 
single  registered  nurse,  trained  to  se- 
lect charts  and  abstract  data  according 
to  the  protocols.  By  using  appointment 
logs,  patient  charts  were  chosen  sys- 
itematically  to  ensure  distribution 
throughout  the  times  of  the  day  and 
days  of  the  week,  and  among  providers 
for  each  clinic  site  to  cover  the  6-month 
period.  Chart  audits  were  completed 
between  August  1994  and  March  1995. 

Evidence  of  risk  assessment  and 
counseling  could  be  found  in  progress 
Inotes,  annual  histories,  or  annual  physi- 
cal forms.  For  this  particular  baseline, 
assessment  of  risk  documented  any  time 
Within  a 1-year  period  was  included. 
Counseling  was  audited  for  6 months, 
based  on  an  early  draft  of  the  Battelle 
instrument,  and  was  later  changed  to  1 
year.  Documentation  of  assessment  of 
risk,  of  counseling  within  the  appropri- 
ate periods,  and  of  timeliness  of  each 
screening  test  and  immunization  were 
coded  as  dichotomous  dependent  vari- 
ables. Differences  among  types  of  sites 
were  determined  through  chi  square 
analyses.  A Bonferroni  correction  was 
used  to  control  for  inflation  of  alpha 
level,  and  P < .05  (Bonferroni  .001) 
was  set  as  the  significance  level. 

! Dates  of  the  most  recent  screening 
i tests  and  immunizations  were  ob- 

I 

' tained.  We  assumed  that  all  patients 
^ should  receive  a minimum  set/number 
I of  the  screening  tests  and  immuniza- 
' tions  appropriate  for  a nonsympto- 
matic  person.  Timeliness  of  these  tests 
and  immunizations  was  computed  ac- 
cording to  TDH  Adult  Health  Program 
standards  (12),  presented  in  Table  1. 


TDH  = Texas  Department  of  Health 

This  table  also  depicts  the  operational- 
ized constructs  we  used  for  data  ab- 
straction and  collection. 

RESULTS 

Texas  clinicians  in  our  sample  docu- 
mented risk  for  tobacco  use  most  com- 
monly, evidenced  in  56.4%  of  the 
patient  charts  during  the  prior  year 
(Table  2).  This  was  followed  by  assess- 
ment for  alcohol/drug  abuse  (45.8%), 
excess  weight  (21.6%),  family  planning 
(16.4%),  physical  activity  (15.8%),  and 
nutrition  (15.2%).  Overall,  topics  least 
covered  were  tuberculosis  (3.9%),  skin 
cancer  (5.2%),  and  sexually  transmit- 


ted disease/human  immunodeficiency 
virus  (STD/HIV)  risk  (6.5%). 

The  3 types  of  sites  differed  signifi- 
cantly by  assessment  focus  for  7 of  the 
11  topics  examined.  Public  health  re- 
gional clinics  assessed  for  risk  of  skin 
cancer  (19.5%),  tuberculosis  (10.7%), 
and  poor  nutrition  (26.2%)  at  a higher 
rate  than  did  the  residencies  and  com- 
munity health  centers.  However,  these 
clinics  documented  a lower  rate  of  as- 
sessment for  obesity.  Community  health 
centers  documented  assessment  of  alco- 
hol or  drug  risks  for  a higher  percentage 
of  patients  (60.2%)  than  did  the  other  2 
types  of  clinics.  Family  practice  residen- 
cies documented  assessment  of  safety- 
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Table  2.  Assessment  for  risk  within  the  last  year  documented  in  charts  of  Texas  practitioners  from  Septem- 
ber 1993  to  March  1994. 


Topic  Documented 
as  Assessed 

Combined 
Sample,  % 
(n  = 672) 

FPR,  % 

(n  = 297) 

CHC,  % 

(n  = 226) 

PHRC,  % 

(n  = 149) 

Chi  Square 
df  = 2 

Tobacco/smokiiig 

56.4 

53.2 

61.1 

55.7 

3.265 

Alcohol/drug 

45.8 

37.4 

60.2 

40.9 

28.728- 

Excess  weight 

21.6 

24.9 

25.2 

9.4 

16.795- 

Family  planning 

16.4 

12.1 

19.5 

20.1 

7.044 

Physical  activity 

15.8 

12.5 

15.9 

22.1 

7.018 

Nutrition 

15.2 

11.8 

12.4 

26.2 

18.016'- 

Safety 

14.7 

2.0 

26.5 

22.1 

69.849'- 

Adult  immunizations 

13.4 

3.4 

20.8 

22.1 

46.264'- 

STD/HIV 

6.5 

5.7 

5.3 

10.1 

3.912 

Skin  cancer 

5.2 

0 

2.7 

19.5 

80.628'- 

Tuberculosis 

3.9 

1.0 

3.1 

10.7 

25.792'- 

- P<.05 

FPR  = family  practice  residency  programs 
CHC  = community  health  centers 
PHRC  = public  health  regional  clinics 

STD/HIV  = sexually  transmitted  disease/human  immunodeficiency  virus 


related  (2%)  and  adult  immunization 
risks  (3.4%)  at  a lower  level  than  did 
the  other  2 types  of  sites. 

Clinicians  documented  counseling 
most  often  for  nutrition  (20.5%),  fam- 
ily planning  (11.6%),  and  physical  ac- 
tivity (10.3%)  (Table  3).  Counseling  for 
risk  of  tobacco/smoking,  alcohol/drug, 
and  STD/HIV  issues  was  recorded  for 
10.1%  of  patients  for  each  risk  category. 

Six  signihcant  differences  emerged 
among  the  3 site  types.  Public  health  re- 
gional clinics  had  the  highest  rates  of 
documentation  of  education  or  counsel- 
ing for  tobacco  use/smoking  (25.5%), 
alcohol/drug  use  (36.2%),  family  plan- 
ning (34.2%),  nutrition  (36.9%),  and 
STD/ AIDS  (32.2%).  Family  practice  res- 
idencies documented  the  highest  rate  of 
counseling  for  obesity  (9.4%). 
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Examination  of  charts  according  to 
the  standards  listed  in  Table  1 revealed 
that  female  patients  were  up-to-date  for 
Pap  smears  in  73.3%  of  cases  (Table  4). 
Seventy-one  percent  of  women  aged  23 
to  40  years  had  received  a clinical 
breast  examination  within  the  last  3 
years.  Diabetes  and  cholesterol  screens 
were  up-to-date  for  61.1%  and  57.8%, 
respectively,  of  all  eligible  patients.  Less 
than  half  of  the  charts  examined  within 
the  appropriate  age  groups  contained 
evidence  of  timely  provision  of  the  re- 
maining 6 tests  and  immunizations. 

Comparison  of  the  3 types  of  clinical 
sites  revealed  signihcant  differences  for 
5 of  the  medical  prevention  topics.  Pub- 
lic health  regional  clinics  were  the  most 
up-to-date  for  Pap  smears  but  below  the 
other  sites  for  timeliness  of  diabetes 
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screens  and  cholesterol  testing.  Family 
practice  residency  programs  were  less 
likely  to  document  provision  of  clinical 
breast  examinations  for  women  aged 
23  to  40  years  and  tetanus-diphtheria 
immunizations  every  10  years. 

DISCUSSION 

The  Healthy  People  2000  goal  of  uni-: 
versal  access  to  clinical  preventive  serv- 
ices is  supported  solidly  by  McGinnis 
and  Foege’s  estimation  of  the  behavioral 
causes  of  death  in  the  United  States 
(13).  An  improvement  in  the  overall 
health  of  Americans  can  be  made 
through  assessment  and  counseling  in 
relationship  to  the  everyday  behavioral 
factors  (such  as  tobacco  use,  diet  and 
activity  patterns,  and  alcohol  use)  head- 
ing the  McGinnis  and  Foege  list  (14,15). 

National  surveys  of  the  attitudes  and 
beliefs  of  practitioners  show  that  most 
believe  in  the  value  of  prevention 
(16-18).  While  self-report  of  the  practice 
of  preventive  medicine  is  encouraging 
(19-21),  measurements  of  actual  prac- 
tice (either  through  patient  interview, 
chart  audit,  or  a combination  of  meth- ' 
ods)  fall  below  both  Year  2000  objectives  ^ 
and  survey-espoused  practice  (22-25). 

Texas  physicians  and  physician  as- 
sistants self-report  that  the  practice  of; 
prevention  is  at  a high  level  (26-29). 
The  only  chart  audit  study  of  Texas  res- 
idents revealed  low  levels  of  screening; 
tests  for  both  nonsymptomatic  and  I 
symptomatic  patients  (30). 

Another  perspective  on  the  health 
risks  of  Texans  is  revealed  by  the  Be- 
havioral Risk  Factor  Surveillance  Sys- 
tem (BRFSS)  surveys  conducted  during 
the  time  of  this  study  (1993  and  1994). 
During  1993,  of  2495  randomly  se- 
lected respondents,  26.1%  were  over- 
weight (according  to  self-reported 
height  and  weight  and  based  on  body 
mass  index),  23.8%  indicated  they 
were  current  smokers,  and  25%  re- 
ported they  did  not  routinely  use  seat 
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iable  3.  Counseling  for  11  risk  topics  within  a 6-nionth  interval  documented  in  charts  of  Textis  practitioners 
from  September  1993  to  February  1994. 


Topic  Documented 
a.s  Counseled 

Combined 
Sample,  % 

(n  = 672) 

FPR,  % 

(n  = 297) 

CHC,  % 

(n  = 226) 

PHRC,  % 

(n  = 149) 

Chi  Square 
df  = 2 

Tobacco/smoking 

10.1 

8.8 

1.8 

25.5 

56.703’^ 

Alcohol/drug 

10.1 

3.4 

1.8 

36.2 

144.001 

Excess  weight 

5.2 

9.4 

2.2 

1.3 

19.329'^ 

Family  planning 

11.6 

3.7 

7.1 

34.2 

96.91 1"' 

Physical  activity 

10.3 

9.4 

11.1 

10.7 

.418 

Nutrition 

20.5 

16.8 

14.6 

36.9 

31.858- 

Safety 

0 

0 

0 

0 

N/A 

Adult  immunizations 

1.9 

2.0 

3.1 

0 

4.562 

STD/AIDS 

10.1 

2.7 

5.3 

32.2 

103.735- 

Skin  cancer 

0.4 

0 

0.4 

1.3 

4.023 

Tuberculosis 

0.1 

0 

0.4 

0 

1.976 

P<.05 

F'PR  = family  practice  residency  programs 
CHC  = community  bealtb  centers 
PHRC  = public  health  regional  clinics 
N/A  = not  applicable 

STD/HIV  = sexually  transmitted  disease/human  immunodeficiency  virus 


I 

‘I  belts.  Sixty  percent  of  women  50  years 
■j  and  older  reported  that  they  had  had  a 
'I  mammogram  and  clinical  breast  exam- 
^ illation  within  the  last  2 years,  and 
i 86%  of  women  reported  being  up-to- 
j date  for  Pap  smears  (within  the  last  3 
I years).  Among  adults  65  years  and 
! older,  56%  said  they  had  received  an 
' influenza  immunization  in  the  last  12 
1)  months,  and  36.9%  had  had  the  rec- 
^ ommended  pneumovax  immunization. 
>i  Of  the  1498  respondents  to  the  1994 
I survey,  56.5%  admitted  to  a sedentary 
I lifestyle,  and  35.4%  reported  a current 
iJ  attempt  to  lose  weight.  According  to 
I the  BRFSS  respondents  themselves, 
clinical  preventive  services  provided  to 
Texans  need  to  be  increased  (31). 

In  a similar  fashion,  documentation 
levels  from  our  sample  fall  short  of  pro- 
viding universal  access  to  clinical  pre- 
ventive services.  The  chart  evidence  for 
up-to-date  screening  tests  and  immu- 
nizations is  more  encouraging  than 
that  pertaining  to  risk  assessment  and 
I counseling. 

I Assessment  and  counseling 
I by  resident  physicians 
i The  rates  of  assessment  and/or  coun- 
seling for  various  preventive  health 
topics  among  resident  physicians  have 
been  examined  through  other  chart  au- 
dits (23,32,33).  The  Texas  residents 
studied  had  higher  lates  of  assessment 
for  tobacco  use  (53%  vs  32%)  and  nu- 
' trition  (11.8%  vs  8 %)  and  had  a simi- 
j lar  rate  of  assessment  for  physical 
1 activity  (12.5%  vs  14%)  in  comparison 
i with  a sample  of  California  family  prac- 
t tice  residents  (23).  For  counseling, 
these  other  studies  used  a 1-year  pe- 
riod, twice  the  time  we  used  in  our 
study.  Nonetheless,  we  found  higher 
rates  of  documentation  of  counseling 
for  tobacco  use  (8.8%  vs  2.5%)  and  nu- 
trition (16.8%  vs  7%).  Similar  rates  for 
STD  risk  (2.7%  vs  3.5%)  and  physical 
activity  (9.4%  vs  8%)  counseling  dur- 
ing 6 months  among  the  Texas  resi- 


dents, when  compared  with  the  1-year 
documentation  of  those  in  a family 
practice  residency  program  in  Cleve- 
land (32),  indicate  consistently  higher 
documentation  of  counseling  for  our 
sample  of  residents. 

We  found  no  chart  audit  studies  ex- 
amining needs  assessment  or  counsel- 
ing in  community  health  centers. 
Public  health  clinics  are  also  not  repre- 
sented in  this  type  of  study. 

Screening  tests  and  immunizations 
More  has  been  published  about  the 
provision  of  medical  preventive  serv- 
ices in  various  clinical  settings 
(18,25,30,34—38).  Our  combined  sam- 
ple showed  more  up-to-date  documen- 
tation of  Pap  smears  (73%  vs  4%  and 
50%)  (36,38)  and  clinical  breast  exam- 


inations for  women  aged  23  to  40  years 
(71%  vs  19.5%  and  69%)  (32,35)  than 
the  literature.  Our  combined  Texas 
sample  (54.5%)  ranked  in  between  an 
early  study  of  Texas  residents  (6%)  and 
a Nebraska  health  maintenance  organ- 
ization (HMO)  (92%)  for  cholesterol 
testing  (30,39).  The  rates  for  mam- 
mography in  our  sample  (30.2%  for 
women  older  than  51  years)  were 
lower  than  those  found  in  samples  of 
private  physicians  in  the  Northeast 
(54%)  (35),  an  urban  public  health 
clinic  (47%)  (40),  and  a California 
HMO  (75.5%)  (18).  The  overall  rate 
found  in  our  study  for  annual  influenza 
vaccination  of  older  adults  (36.6%) 
was  lower  than  those  documented  for 
HMO  members  (65%  and  54%)  (41,18). 
However,  the  rate  documented  by  our 
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Table  4.  Timely  age-  and  gender-specific  screening  tests  and  immunizations  documented  in  charts  of  Texas 
practitioners  from  September  1993  to  February  1994. 


Screening  Test  or 
Immunization 

Combined 
Sample  Charts,  % 

FPR,  % 

CHC,  % 

PHRC,  % 

Chi  Square 
df  = 2 

Pap  test 

(women  aged  21+  years) 

73.3 

(n  = 483) 

62.1 

(n  = 198) 

73.8 

(n  - 160) 

90.4 

(n  = 125) 

31.329- 

Clinical  breast  examination 

(women  aged  23-40  years) 

71.0 

(n  = 245) 

48.0 

(n  = 102) 

80.7 

(n  = 57) 

91.9 

(n  = 86) 

46.917- 

Clinical  breast  examination 

(women  aged  41  + years) 

41.6 

(n  = 202) 

40.4 

(n  = 92) 

39.1 

(n  = 89) 

57.1 

(n  = 21) 

2.368 

Mammogram 
(women  aged  42-50  years) 

27.7 

(n  = 47) 

33.3 

(n  = 21) 

29.4 

(n  = 17) 

11.1 

(n  = 9) 

1.596 

Mammogram 

(women  aged  51  f years) 

30.2 

(n  = 149) 

40.3 

(n  = 67) 

25.4 

(n  = 71) 

0 

(n  = 11) 

8.792 

Tetanus-diphtheria 
(ages  26+  years) 

17.2 

(n  = 540) 

6.6 

(n  - 258) 

29.7 

(n  = 192) 

21.1 

(n  = 90) 

42,343'- 

Pneumovax 

(ages  66+  years) 

19.4 

(n  = 93) 

15.1 

(n  = 53) 

32.3 

(n  = 31) 

0 

(n  = 9) 

6.083 

Influenza 

(age  66+  years) 

36.6 

(n  = 93) 

35.8 

(n  = 53) 

48.4 

(n  = 31) 

0 

(n  = 9) 

7,068 

Diabetes  screen 

(ages  21+  years) 

61.1 

(n  = 638) 

62.4 

(n  = 287) 

75.9 

(n  = 216) 

34.8 

(n  = 135) 

59.429“ 

Cholesterol 

(ages  25+  years) 

57.8 

(n  = 557) 

60.6 

(n  = 264) 

73,0 

(n  = 196) 

19.6 

(n  = 97) 

77.391'- 

■~P<.05 

FPR  = family  practice  residency  programs 
CHC  = community  health  centers 
PHRC  = public  health  regional  clinics 


sample  of  family  practice  residents 
(35.8%)  was  similar  to  that  found  for 
residents  practicing  in  a Veterans  Ad- 
ministration continuity  clinic  (37.5%) 
and  higher  than  those  documented  by 
Illinois  residents  (12.5%)  (36,38).  Our 
family  practice  residency  rates  for  pneu- 
monia vaccination  were  higher  (15.1%) 
than  those  found  by  Cowan  (zero)  (36), 
Morris  (7%)  (30),  and  Kikano  (8%)  (32) 
in  other  residency  programs. 

Site  types 

Our  findings  for  women’s  screening  and 
risk  assessment  and  counseling  for  fam- 
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ily  planning  at  the  public  health  regional 
clinics  were  consistent  with  their  strong 
historical  role  as  providers  of  family 
planning  services  and  children’s  care 
(42).  In  Texas,  however,  these  sites  had 
participated  previously  in  the  Adult 
Health  Risk  Assessment  Program,  which 
used  a type  of  health  risk  profile  (43). 
This  experience  was  likely  associated 
with  the  high  rates  of  assessment  for  nu- 
trition and  skin  cancer,  as  well  as  for 
counseling  regarding  tobacco,  alcohol, 
nutrition,  and  STD/AIDS.  The  lower 
rates  found  for  mammography  and  for 
diabetes  and  cholesterol  testing  in  these 
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sites  are  consonant  with  a lack  of  refer-  i 
ral  resources  and  funding  for  indigent 
preventive  care.  With  the  current  shift  to 
Medicaid  managed  care  for  indigent  pa- 
tients in  Texas,  resources  should  no 
longer  be  a barrier  to  preventive  care  for 
this  population  (44). 

Our  findings  for  community  health 
centers  correspond  with  their  role  of  pro- 
viding clinical,  preventive,  and  social 
services  to  meet  community  needs.  Their 
consistent  use  of  programmatic  grant 
funding,  in  combination  with  third-party 
reimbursement  where  possible,  also  may 
have  affected  the  documentation  ’j 
(45,46).  Assessment  rates  for  commu- 
nity problems  such  as  alcohol/drug 
abuse  and  safety  risks  were  higher  than 
the  other  sites,  as  were  their  rates  of 
screening  for  diabetes  and  cholesterol. 

The  chart  audit  findings  of  family 
practice  residency  programs  reflect  a . 
generally  positive  attitude  toward  pre- 
vention following  graduation  from 
medical  school  (47,48).  These  findings 
validate  also  the  complaint  that  physi- 
cians graduate  with  an  inability  to  pro- 
vide counseling  and  patient  education  , 
consistently  and  effectively  (49,50). 
The  residents  generally  followed  age- 
and  gender-appropriate  screening  and 
immunization  guidelines,  with  best  re- 
sults for  diabetes  and  cholesterol  test- 
ing. Their  counseling  documentation  i 
was  generally  higher  than  that  for  com- 
munity health  centers  but  lower  than 
that  for  public  health  clinics,  reflecting 
perhaps  the  dilemma  of  valuing  pre- 
vention counseling  but  lacking  a sys- 
tem to  cue  and  reinforce  its  practice.  < 

This  study  has  limitations.  The  clini- 
cal sites  were  self-selected  either  as  ap- 
plicants for  grant  funding  to  support 
clinical  preventive  services  or,  as  in  the 
cases  of  the  public  health  regional  clin- 
ics, volunteers.  The  findings  cannot  be  . 
generalized  to  Texas  or  the  nation.  We 
did  not  examine  differences  among  the 
clinics  of  the  same  site  types  or  of 
providers  within  clinics.  Differences  in 
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I 

I 

' population  served,  community  re- 
- sources,  structure,  mission,  and  staffing 
I capabilities  affect  each  clinic’s  strengths 
land  barriers  for  delivery  of  preventive 
I services,  and  we  did  not  study  this 
1 within-group  variability.  Also,  timeli- 
ness of  blood  screens,  such  as  diabetes 
and  cholesterol,  cannot  be  assumed  to 
be  in  response  to  assessment  of  individ- 
ual high  risk;  many  patients  were 
i screened  inadvertently  for  these  as  part 
of  larger  blood  panel  screens. 

Nevertheless,  this  study  provides  a 
thorough  examination  of  medical  chart 
documentation  of  a wide  variety  of 
clinical  preventive  services.  This  audit 
I covered  not  only  assessment  of  more 
I than  11  educational  topics  but  also 
I counseling  on  those  topics  and  timely 
provision  of  more  than  8 screening 
! tests  and  immunizations.  We  described 
also  clinical  preventive  services  pro- 
vided in  community  health  centers  and 
public  health  regional  clinics  — types 
of  sites  that  have  not  been  typically  in- 
cluded in  past  studies. 

Documentation  of  clinical  preventive 
services  at  these  clinics  did  not  achieve 
Healthy  People  2000  goals,  and  the 
rates  of  provision  vary  among  sites  for 
the  different  health  promotion  topics. 
Clinical  preventive  services  offered  may 
increase  in  the  future  as  a result  of  con- 
tinuous quality  improvement  programs, 
increasing  consumer  demand,  or  the 
implementation  of  systematic  preven- 
tion programs,  but  data  indicate  that 
achievement  of  the  goal  may  require 
clinic-wide  systems  change. 
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Allergy  Bariatric  Surgery 


Corpus  Chrisii  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Anesthesiology 


Dermatology 


Gonzales  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzales,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


Robert  F.  Bloom,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  204 
Lubbock,  Texas  79410;  (806)  797-6631 


Gynecologic  Oncology 


XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas.  Texas  75230  Fax  (972)  566-4894 


Edward  A.  Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor’s  only  toll-free  (888)  614-2400 


Hand  Surgery 


INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  &Therapeutic  Nerve  Blocks  David  J.  ZbHt,  MD  — MiCtOSUrgery 

Neurolytic  Procedures  Neuromodulation  Amold  V.  Dibella,  MD  — Wrist  Derangements 

Radio  Frequency  Lesioning  Paul  R.  Ell  is,  MD 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082;  Diplomates  American  Board  of  Orthopaedic  Surgery 

(281)  496-1006  Hand  S urgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


Tel  800.880.1300 
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Medical  Toxicology 

OCCUPATIONAL  AND  EN VIRONMENTALTOXICOLOGY 
Eric  G.  Comstock,  MA,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 
Fellow,  American  College  of  Medical  Toxicology 
Fellow,  American  Academy  of  Clinical  Toxicology 

Fellow,  American  College  of  Occupational  and  Environmental  Medicine 

Consultation  by  appointment 
6910  Bellaire  Blvd.,  Suite  12 
Houston,  TX  77074 

Telephone  (713)  541-3214  Fax  (713)  271-6508 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


Neurological  Surgery 

Drs.  Smith  and  Wheeler 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530 
Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS,  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  (972)  556-7010 


Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902 
For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 
http://home.swbeH.net/fracture 

Joseph  H.  Gaines,  MD,  PA  Steven  J.  Mackey,  MD,  PA 

Stephen  L.  Brotherton,  MD,  PA  Joseph  C.  Milne,  MD,  PA 

Mayme  Richie-Gillespie,  MD,  PA 


Orthopedic  Surgery,  Pediatric 


Orthopedic  Oncology 


Mayme  F.  Richie-Gillespie,  MD 


Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 


Orthopaedic  Surgery-Oncology 
Metastatic  Bone  Disease 
The  Bone  and  Joint  Clinic,  L.L.P. 
1651  W.  Rosedale,  Suite  100 
Fort  Worth,  Texas  76104 


Limb  Salvage  Surgery 
Osteomyelitis 

(817)  335-4316 

http://home.swbell.net/fracture 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children’s  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 
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Orthopedic  Surgery,  Spine  Radiation  Oncology 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Pain  Management 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

Diplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #429 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #210 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


J.  CARLOS  HERNANDEZ,  MD 

Clinical  Associate  Professor,  UTHSC-SA 

Gamma  Knife  Radiosurgery  for  primary  and  metastatic  brain  tumors 
Peacock  (intensity  modulated)  Radiotherapy  for  primary  brain  tumors 
Ultrasound-guided  radioactive  seed  implants  for  prostate  cancer 
LDR  and  outpatient  HDR  (Selectron)  implants  for  gyn  and  lung  tumors 
3D  Conformal  Radiotherapy 

Cancer  Therapy  and  Research  Center 

7979  Wurzbach  Road,  San  Antonio,  Texas  78229 

(210)  616-5688;  Fax  (210)  616-5613 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months'  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Advertising  Production  Manager,  Texas  Medicine,  401  West  15th 
St.,  Austin,  TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 


AMERICAN  PAIN  & WELLNESS 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


Tel  800.880.1300 
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Family/General  Practice 


STAFF  PHYSICIANS 


Texas  A&M  University  is  seeking  a qualified  physician  to  work  in  the  student 
health  care  facility  providing  primary  care  to  students.  Requires  medical  de- 
gree, state  of  Texas  medical  license  and  experience  with  private  or  group 
medical  practice  or  equivalent.  Salary  is  negotiable,  with  excellent  benefit 
package  including  liability  coverage.  Send  a resume  and  letter  of  interest  with 
list  of  three  references  to: 

Employment  Office 
Human  Resources  Department 
Texas  A&M  University 
College  Station,  Texas  77843-1475 

An  Affirmative  Action/Equal  Opportunity  Employer  Committed  to  Diversity 


FAMILY  MEDICINE 


OPPORTUNITIES  AVAILABLE 
Anesthesiology 

Anesthesiologist/Board  Certified  Pain  Man- 
agement needed  for  office  work  in  Dallas/Fort 
Worth.  Contact  Lisa  Abell  at  K Clinic,  (888)  K 
CLINIC  or  fax  CV  to  (972)  256-1882. 


Emergency  Medicine 


“SedcUi^ui  Sdot  ^exaa. 

Clinic  practice  in  Tyler  and  surrounding  area. 
Flexible  hours.  Excellent  compensation.  BE 
required.  Primary  and  moonlighting  positions 
available.  Fax  CV  to  (817)  496-9889. 

EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 

6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth,  TX  76112 
(888)  DOCS-911 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  81  7-496-9700) 

TEXAS:  Regional  emergency  group  has  held 
20-year  contract  to  staff  nationally  recognized 
ED.  Contracts  range  from  14,000-60,000  pt  vis- 
its annually.  Earn  excellent  compensation  as  an 
independent  contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice.  Fax 
(817)  496-9889  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth  TX  76112 


Longview,  Texas  - FT /PT  Emergency  Medi- 
cine experienced  BC/BP  primary  care  physicians 
needed  to  work  with  locally  owned  independent 
group.  Located  in  East  Texas,  the  community  of 
Longview  (80,000 -t-  residents)  has  excellent  schools 
and  an  abundance  of  outdoor  activities  while  retain- 
ing the  convenience  of  nearby  Dallas  and  Shreve- 
port. The  position  offers  a competitive  rate  to  staff, 
a 20,000 -r  visit,  minor  emergency  center  located 
within  the  hospital  ED.  For  more  information,  please 
call  PSR@  (800)  346-0747,  ext.  113, 


Family  Practice  Available  to  the  right  candidate. 
No  investment  needed!  Board  Certified  FP  or  IM 
physician  is  needed  for  small  group  practice.  Two 
physicians  retiring.  Beautiful  professional  building 
adjacent  to  Charlton  Methodist  Hospital,  DeSoto, 
Texas,  just  south  of  Dallas.  Rapidly  growing  subur- 
ban community  with  the  amenities  of  the  city  and 
the  calm  space  of  the  country.  Call  Brad  McCarty  at 
(972)  298-4535  or  fax  CV  to  (972)  296-4473. 

Longview  and  DFW:  Physician  opportunity  is 
available  in  low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Com- 
petitive salary  and  benefits.  Call  Lisa  Abell  at  1-888- 
K CLINIC  or  fax  CV  to  (972)  256-1882. 

Highly  successful  Dallas  FP  seeks  procedure 
oriented  BE/BC  associate  to  join  office  based  prac- 
tice. Experience  performing  minor  orthopaedic,  lac- 
erations, skin  lesions,  flexsig  required.  Largely 
young  adult  patient  base.  Outstanding  earning  po- 
tential. Reply  confidentially  to  Laura  Brown  (800) 
338-7107;  fax  (414)  427-7251, 
e-mail:  fha(3)execpc.com. 

Part-time  opportunity  in  conjunction  with  State 
agency.  1 day/week  or  1 day/month,  Saturdays  OK. 
Earn  up  to  $1,500  per  day.  Offices  state-wide.  Send 
CV  to  John  B,  1604  San  Antonio,  Austin,  TX  78701. 

FP  doctor  needed  for  hospital  based  practice  in 
Texas  Hill  Country  and  also  FP  doctor  needed  for 
group  in  South  Dakota.  Call  Jerry  at  the  Lewis 
Group,  (800)  460-8159. 


The  University  of  Texas  Medical  Branch  Conroe 
Fairiily  Medicine  Residency  Program  needs 
an  experienced  board  certified  family  medicine 
faculty  member  (non  tenure  track,  clinical).  Ex- 
perience should  include  obstetrics,  teaching,  and 
a minimum  of  two  years  practice  experience. 
Must  have  a Texas  license.  Our  program  is  ac- 
credited and  has  2 1 residents.  Conroe  is  a beau- 
tiful suburban  community  located  only  40  miles 
north  of  Houston.  UTMB  is  an  EO/AA  em- 
ployer M/F/DAf.  UTMB  is  a smoke  ffee/drug 
free  workplace.  UTMB  hires  only  individuals 
authorized  to  work  in  the  United  States. 

Please  respond  by  contacting 
Joseph  G.  Ewing,  M.D.,  Program  Director, 
University  of  Texas  Medical  Branch, 

701  E.  Davis,  Suite  C,  Conroe,  Texas  77301 . 

Applications  accepted  until  position  is  filled. 
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Methodist 

Hospitals  of  DalliLs 


FAMILY  PRACTICE 
FACULTY 
Dallas 


Progressive,  well-established, 
fully  accredited  Residency  Pro- 
gram seeks  full-time  BC/BE  fam- 
ily physician.  Spacious  new  clinic 
in  a community-based  hospital  af- 
filiated with  UT  Southwestern 
Medical  Center;  access  to  a variety 
of  educational,  cultural,  and  recre- 
ational opportunities.  Some  pri- 
vate practice/  teaching  preferred 
but  will  consider  entry  level  fac- 
ulty. Respon-sibilities  include  su- 
pervising residents  and  medical 
students  in  clinic  and  in-patient 
care  (including  low-risk  OB)  plus 
a mixture  of  patient  care  and  ad- 
ministrative duties  with  regular 
protected  time.  Negotiable  salary 
depending  on  experience/qualifi- 
cations; attractive  benefits  plan. 
Position  available  9/1/99. 

Direct  CVs  or  questions  to: 

Luis  Palacios,  MD 

Program  Director 
Family  Practice  Center 
Charlton  Methodist  Hospital 
3500  Wheatland  Rd. 

Dallas,  TX  75235 
Fax:  (214)  947-5425 
E-mail:  lpalacios@mhdcme.org 


Back  & Neck  Pain  Center 

PRIMARY  CARE  PHYSICIAN 

Employment  opportunity  for  a physician  with  a Texas  li- 
cense, BC/BE  preferred.  This  established,  busy  practice  is 
located  in  Denton,  a college  town,  20  minutes  from  DEW 
Metroplex.  We  do  family,  accident  injury,  and  occupational 
medicine.  Competitive,  guaranteed  salary  plus  incentive 
bonus  plan  with  minimal  call.  You  are  in  control  of  your  in- 
come with  energy,  enthusiasm,  and  business  acumen.  Please 
send  CV  by  fax  to  (940)  383-4071,  Attn.  Elena  Lanz,  or  e- 
mail  ElenaL@wolskimed.com 


Don’t  miss  one  word 
of  the  September  issue 
of  Texas  Medicine. 


We’i-u  Explore: 


Women  in  medicine 
WA'FCH  program 
Fall  conference 

Ethnic  differences  in  HIV  testing 


For  more  information,  call  Larry  BeSaui,  managing  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383, 

or  e-mail  larry_h  @ texmed.org. 

Abo  cotisult  the  TMA  Web  site  at  www.texmed.org. 


Tel  800.880.1300 
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Locum  Tenens 


LOCUM  TENENS 

Interim  Physicians 


We’ve  Doubled 
Your  Oiipoilunity 
To  Find  The 
Perfect  Position. 


Tlii'oiigli  our  acquisition 
ofUK.\LocumTeiic‘us, 
we've  more  lli;ui  tioulileci 
llie  mimlier  of  piimarv 
care  ;uitl  specialist 
positions  you  can 
clioose  from. 


(',;ill  now  to  leant  about 
our  n;ition;il  datab'.Lse  of 
opportunities  ;uit!  we'll 
find  the  |)erfect  match 
for  your  |)ersonal  needs 
and  professiontil  growth. 

800-531-1122 


©1999,  Interim  Healthcare  Inc. 
Interim  is  a registered  mark  of 
Interim  Services  Inc. 


wwAv.inUTimliealthcare.com 


ng  a new  career  course 
doesn't  have  to  feel  like  re-discovering, 
the  New  World.  Staff  Care  will  servef 
as  your  guide  to  explore  the  adventurou^i 
realms  of  LOCUM  TENENS.  Travel,  licen- 
sure  and  occurrence  malpractice  insurance 
are  inclusive  in  our  total  package  designed^ 
...y.^r'^^to  give  you  nationwide  opportunities.Lj 

Texas  Based,  Texas  Best! 
Endorsed  by  Texas  Medical  Assocfationp 

f For  more  info  about  our  LOCUM  TENENS  call: 

^ 81)0.21 1.|!)71^ 

i>^-  Western  Destination^ 

“ 800.liJi5.2272 

Destinations 

r.,^)  . . . - — v w'^w.locumsnet.com 
Unable  to  place  j-i  or  h-i  physicians 


suims 


Psychiatry 


Child  and  Adolescent  Psychiatrist  Needed 

Cutstein,  Sheely  St  Associates  is  a private, 
outpatient,  mental  health  practice  located  in  Gal- 
leria area,  Houston,  Texas.  We  office  in  a class  A 
building  overlooking  the  Arboretum. 

Patient  population  is  primarily  children  and 
adolescents,  subspecialties  in  ADD,  LD,  and  PDD. 
Also  affiliated  with  a therapeutic  school  in  our 
area.  Primarily  non-managed  care. 

We  are  looking  for  a motivated  individual  to  join 
our  team  to  provide  psychiatric  consultation. 
Candidate  must  have  current  license  to  practice 
in  the  state  of  Texas. 

Please  send  CV  and  cover  letter  to: 
Rachelle  K.  Sheely,  Ph.D.,  1 1 77  West  Loop  South, 
Suite  530,  Houston,  TX  77027;  phone 
(713)  629-7630;  fax:  (713)  629-8232;  email: 
sheely@connectionscenter.com 


Other  Opportunities 

Wanted:  BC/BE  Internists,  FPs,  Psychia- 
trists, and  other  subspecialties  for  Moonlighting 
opportunity  in  several  locations  across  Texas.  $60- 
$80/hour.  Please  call  Quality  Care  Medical  Group, 
(210)  614-3063. 

Lubbock  State  School — Staff  Physician  with 
current  Texas  license.  Excellent  benefits:  40  hour 
work  week,  malpractice  protection,  paid  holidays, 
vacation/sick  accruals,  retirement,  tax  sheltered  in- 
come plan,  salary  negotiable.  Contact  Cheryl  Ortiz, 
Human  Resource  Office,  Lubbock  State  School,  PO 
Box  5396,  Lubbock,  TX  79408-5396;  (806)  741- 
3616.  EEO. 


OB/GYN 


OB-GYN  Physician 

Needed  in  the  Rio  Grande  Valley  as  locum 
tenens,  possible  long  term  basis.  No  nights,  no 
calls,  no  weekends,  Excellent  salary.  Malpractice 
insurance  provided.  Send  CV  to  PO  Box  3285, 
Harlingen, TX  78550. 


Pediatrics 

Pediatrician  needed  forTexas  clinic.  For  more 
information  call  Jerry  at  the  Lewis  Group,  (800) 
460-8159. 


Research  Physician — Well-established  West 
Houston  research  facility  is  seeking  an  on-site 
research  physician.  Clinic  hours  7 a.m.-  4 p.m.  week- 
days. Clinical  research  and  study  trial  conduction  an 
asset  to  handle  the  variety  of  research  duties  and 
interfacing  with  the  major  pharmaceutical  company 
personnel.  Fax  curriculum  vitae  to  (713)  932-6080. 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314  o . • 

Houston,  TX  77242-2314  Bronstein 
FAX  281 -493-2234  & Associates 
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POSITIONS  WANTED 

Family  physician  residency  trained  with  10 
years  experience  in  family  practice,  desiring  reloca- 
tion in  Texas.  U.S.  citizen,  Texas  licensed.  Please  re- 
ply to  Ad-1207,  Texas  Medicine,  401  W.  15th  St., 
Austin,  TX  78701,  or  call  (800)  556-9965.  No  re- 
cruiters. 


FOR  SALE  OR  LEASE 
Office  Equipment 

Serano  System  9000  CBC  Machine.  3 part  dif- 
ferential, plateletts  and  indices.  Excellent  condition. 
Very  light  use  in  pediatrics  office.  CLIA  approved. 
$5000  or  will  donate  to  charitable  institution.  Con- 
tact Byron  Kocen  (512)  918-9188. 

Office  Space 

Medical  Lease  Space:  2,184  square  feet,  FIN- 
ISHED OUT  in  excellent  condition  with  private 
office,  3 baths,  5 treatment  rooms,  lab,  nurses 
lounge,  business  and  reception  area.  HULEN  SOUTH 
PROFESSIONAL  BUILDING.  Great  location  in  SW 
Fort  Worth  (near  Hulen  Mall).  (817)  292-1510. 

Practices 


PRACTICE  FOR  SALE 


Financial  security  awaits  you  in  this  prominent, 
well  established,  and  very  busy  solo  Psychiatric 
practice.  Located  in  a beautiful  metropolitan 
area  on  the  Texas  gulf  coast.  90%  Medicare,  Med- 
icaid, private  pay  patient  base  ensures 
future  stability.  Retiring  principal  will  work 
temporarily  for  smooth  transition. 

Contact  owner 
PO  Box  721434 

Corpus  Christi,  Texas  78472-1434 


Established  Family  Practice,  Dallas  White  Rock 
area.  Grosses  about  $200,000/yr.  Practicing  1/2 
time  leisurely.  Can  increase  easily  if  willing  to  work. 
Excellent  office  and  pleasant,  efficient  personnel. 
Adjacent  to  Hospital.  Reply  to  Ad-1208,  Texas  Medi- 
cine, 401  W.  15th  St.,  Austin,  TX  78701. 

Lucrative,  active  family  practice/walk-in  med- 
ical clinic  for  sale.  Well-established.  Located  in 
South  Coastal  Texas.  Annual  gross  near  $600,000. 
Call  (925)  210-0710. 


BUSINESS  AND 
FINANCIAL  SERVICES 


Now  50%  Off! 


Differential  Diagnosis  in  Seconds! 

DiagnosisPro - leading  decision  support  software  for  15,000 
disease  manifestations.  Now  only  $294.95. 30-Day  Money 
Back  Guarantee,  plus  a FREE  Merck  Manual  CD. 

Order  online  today  at  www.medtech.com 
or  call  us  at  1-800-260-2600.  Mention  offer  #TMC389. 


LEGAL  SERVICES 


CRIMINAL  INVESTIGATION 
DEFENSE 

25-yrs.  experience  - National  lecturer  and  author  on 
defeating  medical  fraud  investigations  - Board-certi- 
fied in  criminal  law  - National  Association  of  Criminal 
Defense  Lawyers  - Former  President  Dallas  County 
Criminal  Bar  Association  - Voted  "Best  Criminal  De- 
fense Lawyer"  - Has  handled  cases  in  14  states. 

Arch  C.  McColl,  III 

1601  Elm  Street,  2000  Thanksgiving  Tower 
Dallas,  Texas  75201 
http://www.physicianfraud.com 
Telephone  (888)  979-1112 
Pager  (800)  251-9978-3-# 


Advertising  Rates  & Data  — Regular  classified  ad- 
vertising sells  for  $2  per  word,  minimum  25  words  or 
$50,  per  issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  type- 
faces, logos,  and  borders  may  be  used  in  display  clas- 
sified ads.  Discounts  are  available  for  display 
classified  ads  5 inches  and  larger. 

5 to  9 *72  inches  $85/inch 

10  to  19  '72  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can  be 
substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Copy 
deadline  is  the  1st  of  the  month  (or  the  closest  busi- 
ness day)  preceding  publication.  Send  copy  to 
Advertising  Prodtiction  Manager,  Texas  Medicine, 

401  W.  15th  St.,  Austin,  TX  78701. 


Your  ad  could 
be  right  here! 

Let  Texas  Medicine  help  you 
get  your  message  in  front 
of  35,000  physicians. 

For  more  information  on 
classified  advertising,  please  call 
Advertising  Manager 

(512)  370-1423 
(800)  880-1300,  ext.  1423 
Fax  (512)  370-1635 

More  than  85%  of  the  li- 
censed, practicing  doctors  in 
Texas  belong  to  Texas  Med- 
ical Association  and  3 out  of 
every  4 read  Texas  Medicine 
on  a regular  basis! 


Texas  Medicine 
Classified  Department: 
401  W.  15th  St. 
Austin,  TX  78701 


Tel  800.880.1300 
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ULTRASOUND 

EDUCATION 

Etnergency  Medicine 

September  9-11 

Advanced  Emergency 
Medicine 

November  5-6 

Carotid  Duplex 

September  16-18 

Abdominal  (3  Day) 

September  30- 
October  2 

OB/GYN  (3  Day) 

October  21-23 

Family  Practice 

October  14-16 

Breast  Ultrasound 

October  9 

Abdominal  (5  Day) 

September  13-17 

OB/GYN  (5  Day) 

September  20-24 

Vascular 

October  4-8 

Ultrasound  for 
Surgeons 

August  27-29 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  loca- 
tion; minimum  enrollment  required.  Call 
(800)  239-1361  for  more  information  and/or  a 
free  catalog. 

Advanced  Health  Education  Center 

8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  Category  1 AMA  PRA  credit 

www.aheconline.com 

September  10, 1999— Houston,  Texas 

Assessment  and  Management  ot  Elbow,  Wrist  & Hand  Injuries 
Sponsored  by  Joe  W.  King  Orthopedic  Institute 

The  Joe  W,  King  Orthopedic  Institute  is  accredited  hy  the 
ACCME  to  sponsor  continuing  medical  education  for  physicians. 
For  more  information,  (713)  794-3455  or  jwking(gonramp.net. 


LOOKING  AHEAD— RADIOLOGY  CME  Diag 
nostic  Radiology  Update,  Oct.  29-31,  1999.  Course 
Directors;  George  Curry,  MD  and  Helen  Redman, 

MD.  CME  credit  offered.  Presented  by  UT  Southwest- 
ern Medical  Center  at  Dallas,  the  accredited  sponsor, 
and  Parkland  Radiology  Alumni  Association.  Contact 
Dolly  Christensen,  (214)  648-8013;  fax  (214)  648- 
2678:  dchris@mednet.swmed.edu. 


The  Alliance  for  Medical  Management  Educa- 
tion Degree  and  Certification  Program; 
Strategic  Management  of  Healthcare  Organi- 
zations (Module  6),  August  1-7.  Sponsored  by  UT 
Southwestern  Medical  Center  and  The  University  of 
Texas  at  Dallas  School  of  Management.  Course 
Director;  John  McCracken,  PhD.  CME  credit  offered. 
Contact  Paul  Krawietz  (214)  648-3705. 

Uro-Gynecology  Update,  August?.  Sponsored 
by  UT  Southwestern  Medical  Center.  The  Melrose 
Hotel,  Dallas.  Course  Director;  J.  Schaffer,  MD.  CME 
credit  offered.  Contact  Jim  O'Reilly  (214)  648-3794. 

New  Approaches  to  Macular  Degeneration, 
August  21.  Sponsored  by  UT  Southwestern  Medical 
Center,  Department  of  Ophthalmology.  Simmons 
Biomedical  Research  Building,  UT  Southwestern. 
Course  Director;  A.  Edwards,  MD.  CME  credit 
offered.  Contact  Francie  Issa  (214)  648-3784. 

Fifth  Annual  Breast  Care  Advances  and 
SCMIS  BioskillsTraining  Conference,  August 
21-22.  Sponsored  by  UT  Southwestern  Medical  Cen- 
ter, Department  of  Surgery.  Simmons  Biomedical 
Research  Building,  UT  Southwestern.  Course  Direc- 
tors; R.  Rohrich,  MD;  G.  Peters,  MD;  M.  Leitch,  MD; 
E.  Frenkel,  MD;  D.  Jones,  MD.  CME  credit  offered. 
Contact  Chelsea  Yost  (214)  648-2200. 

The  6th  Symposium  on  Techniques  of  Patient- 
Oriented  Research,  September  11.  Sponsored  by 
UT  Southwestern  Medical  Center,  The  Center  for 
Training  in  Clinical  Investigation.  Simmons  Biomed- 
ical Research  Building,  UT  Southwestern.  Course 
Directors;  P.  Adams,  PhD;  C.  Pak,  MD.  CME  credit 
offered  (Ethics).  Contact  Lisa  Dunlevy  (214)  648- 
9532. 

Minimally  Invasive  Pediatric  Surgery,  Sep- 
tember 17-18.  Sponsored  by  UT  Southwestern  Med- 
ical Center  and  the  Southwestern  Center  for  Mini- 
mally Invasive  Surgery.  Simmons  Biomedical 
Research  Building,  UT  Southwestern.  Course  Direc- 
tors: D.  Jones,  MD;  S.  Burdick,  MD.  CME  credit 
offered.  Contact  Leah  Cannon  (214)  648-3792. 

What’s  New  in  Gastroenterology  & Hepatol- 
ogy?, September  18.  Sponsored  by  UT  Southwest- 
ern Medical  Center.  Renaissance  Dallas  Hotel. 

Course  Directors:  W.  Peterson,  MD;  D.  Thiele,  MD. 
CME  credit  offered  (Ethics).  Contact  Lisa  Dunlevy 
(214)  648-9532. 

Plastic  Surgery  for  the  Pediatrician,  Septem- 
ber 25.  Sponsored  by  UT  Southwestern  Medical  Cen- 
ter. Simmons  Biomedical  Research  Building,  UT 
Southwestern.  Course  Directors;  H.S.  Byrd,  MD;  PC. 
Hobar,  MD.  CME  credit  offered.  Contact  Jim  O’Reilly 
(214)  648-3794. 


Managing  Risk  in 

THE  21  ST  CENTURY 

August  9-10,  1999 
Dallas, Texas 
Course  Directors: 

Susan  M.  Cox,  M.D. 

Shelley  Roaten,Jr.  , M.D. 

Sponsored  By 

The  University  of  Texas  Southwestern  Medical 
Center  at  Dallas,  the  accredited  sponsor,  is 
jointly  sponsoring  this  activity  with  The 
Federation  of  State  Medical  Boards  of  the 
United  States,  Inc. 

PLANNING  COMMITTEE: 

Dale  Austin,  FSMB;  Larry  Gill,  KaMMCO: 
Harold  Kaplan,  MD.  UTSW;  Bruce  Levy.  MD, 
Texas  State  Board  of  Medical  Examiners; 

John  McCracken,  PhD.  Alliance  for  Medical 
Management  Education;  Lynn  Powell.  PIAA, 
JanWier.  JD.  UT  Southwestern 

ACKNOWLEDGEMENT: 

We  gratefully  acknowledge  the  generous 
support  of  Pfizer. 

PLACE:  Harold  C Simmons  Bio  Medical 
Research  Building,  The  University  of  Texas 
Southwestern  Medical  Center  at  Dallas 
DESCRIPTION:  RISK.  It's  one  of  health 
care’s  most  urgent  emerging  issues.  A two- 
day  conference,  to  be  later  produced  as  an 
enduring  material  features  nationally  recognized 
speakers  addressing  the  following  topics: 

• Reducing  Errors  in  Medicine:  New 
Approaches 

• Communication  and  Risk:  Patient  and  Peer 

• New  Challenges:  Cybermedicine  and 
Alternative  Medicine 

• Who  Is  Governing  Health  Care^  Regulation 
and  Risk 

• Special  Evening  Mock  Deposition  and 
Trial  features  opposing  attorneys  represent 
ing  a physician  and  a patient  in  a dramatic 
reenactment  of  an  actual  case. 

FEE: 

Physicians:  $250  Alumni,  $225 
Non-Physicians  $200 
CONTACT:  UT  Southwestern  Office 
of  Continuing  Education  214/648-2200; 
800/688  8678;  FAX  214/648-2317; 
http://www.swmed  edu/home  pages/cme/ 
cemain.html 
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24th  Annual  Meeting 

of  the  Texas  Society  for  Gastroenterology  & Endoscopy 

September  17-19,  1999  • J.W.  Marriott  Hotel  • Houston 

This  year’s  program  includes: 

Hepatology:  Hepatitis  C:  Unwinding  the  Gordian  Knot  • Extrahepatic  Manifestations  ofViral 
Hepatitis  C • Multi-discipline  Approach  to  the  Complications  of  Cirrhosis  and  Portal  Hypertension 

• Cost-effective  Referral  for  Liver  Transplant  • Medical  Management  of  Patients  Following  Liver 
Transplant  • The  Liver  in  Pregnancy  • Ethics  in  Gastroenterology 

Gl  Malignancies:  Chemoprevention  of  Gl  Cancers  • Genetic  Screening  for  Family  Cancer  Syn- 
dromes • Endoscopic  Ultrasound  in  Gl  Malignancies  • Endoscopic  Stent  Placement  in  Gl  Cancers 

Nutritional  Support/Herbal  Remedies:  Nutritional  Support  in  Sports  Medicine  • Pro- 
posed Value  of  Herbal  Remedies  in  Gl  and  Liver  Disease  • Gl  and  Hepatic  Side  Effects  of  Herbal 
Remedies  • Small  and  Large  Bowel  Diseases:  Short  Bowel  Syndrome:  Current  Treatment  Options 

• Physiologic  Effects  of  Space  Travel  on  the  Gut:The  NASA  Experience  • Crohn’s  Disease:  One  Year 
After  Remicade  • Bowel  Preparation  and  Pre-Medication  for  Colonoscopy  • Traveler’s  Diarrhea 

Endoscopic  Unknowns  (With  interactive  key  pads) 

Who  should  attend:  Physicians,  physicians  in  training,  Gl  nurses  and  assistants 

CME/CNE:  Category  Type  I hours  towards  the  Physician’s  Recognition  Award  of  the  American 
Medical  Association  have  been  applied  for. 

Additionally, Type  I contact  hours  have  been  applied  for  from  the  Society  of  Gastrointestinal  Nurses 
and  Associates. 

Registration  Fees:  Physician  non-member:  $200; TSGE/ACG  member:  $150 
Physician  in  training:  $75;  Gl/Nurse  Assistant:  $75. 


THE  TEXAS  SOCIETY  FOR 
GASTROENTEROLOGY  AND 
ENDOSCOPY 


For  a brochure  or  to 
register,  call  (512)  370-1533 


6th  Annual  Paul  C.  Peters  Day  in  Urology, 
October  1-2.  Sponsored  by  UT  Southwestern  Med- 
ical Center.  Simmons  Biomedical  Research  Building, 
UT  Southwestern.  Course  Director:  J.  McConnell, 
MD.  CME  credit  offered.  Contact  Jim  O’Reilly  (214) 
648-3794. 

Update  in  Sexually  Transmitted  Diseases, 
October  22-23.  Sponsored  by  UT  Southwestern 
Medical  Center,  Department  of  Internal  Medicine. 
Renaissance  Dallas  Hotel.  Course  Director:  J.  Smith, 
MU.  CME  credit  offered  (Ethics).  Contact  Lisa  Dun- 
levy  (214)  648-9532. 
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In  June,  a statement  from  TMA  President  Alan  G.  Baum,  MD,  about  the  AMA  vote  on  collective  negotiations 
for  physicians  (see  “AMA  Votes  for  Negotiating  Unit  in  Stormy  Session,”  pp  18-18)  was  e-mailed  to  about 
6,500  TMA  members.  Dr  Baum  said  TMA  shares  physicians' anger  and  frustrations,  but  regrets  the  AMA 
action.TMA  prefers  the  approach  of  the  Physician  Negotiation  Bill  passed  by  the  1 900  Texas  Legislature 
because  Texas  doctors  believe  the  ability  to  jointly  negotiate  quality  of  care  issues  is  right  for  doctors 
and  patients,  he  said.  Here  is  a sample  of  some  of  the  physicians’ responses: 


(I  Ido  agree  with  and  share  your  concerns.  As  a physician, 
1 1 do  not  want  to  be  put  in  a position  where  I am  forced 
to  deny  care  to  patients  who  have  medical  needs.  I believe 
the  patient-physician  relationship  is  of  paramount  impor- 
tance and  should  not  be  infringed  upon.” 

John  Marshall,  MD,  77 

anesthesiology,  Houston 

tt  I I nion  is  not  a bad  word.  Unions  helped  achieve  dig- 
nity  for  the  American  worker.  I was  a member  of  or- 
ganized labor  before  I became  a doctor.” 

W.  B.  Donovan,  MD,  64 

psychiatiy,  San  Antonio 

C i jy  11  of  this  is  for  naught  until  we  have  a one-payer  sys- 
^^tem.  I pray  that  it  is  not  an  insurance  company. 
Every  plan  is  changed  every  6 or  12  months  — so  often  that 
participating  physicians  don’t  get  their  current  plan  instruc- 
tions and  formularies.  Members  of  the  TMA  House  of  Dele- 
gates handled  the  matter  with  their  usual  collective  wisdom 
and  tact,  and  should  be  commended  for  a job  well  done!” 

J.  C.  Burns,  MD,  64 

family  practice,  West  Columbia 

1 1 I strongly  support  Dr  Baum’s  statement  and  the  TMA  po- 
I sition.  TMA  is  holding  the  ‘high  moral  ground.’  The  AMA 
and  the  HMO  contingent  are  haggling  over  short-term  ‘money 
issues’  and  are  devoid  of  ethical  or  moral  commitment.” 

Al  Reinarz,  MD,  64 

infectious  diseases,  Austin 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  in- 
terest. Physicians  are  polled  by  telephone,  fax,  or  e-mail.  We  welcome  suggestions 
for  future  topics.  Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX 
78701;  fax  them  to  (512)  370-1632;  or  e-mail  them  to  larry  b@texmed.org. 


1 1 frankly.  I’m  all  for  a union  for  doctors.  The  business  types 
■ take  advantage  of  our  oath  to  make  huge  profits,  with- 
out an  inkling  of  the  practice  of  medicine.  This  is  a first  step.” 

Walter  Carr,  MD,  49 

neurology,  Frisco,  Colo 

til  agree  100%  with  TMA’s  position  concerning  a doctor’s 
I labor  union.  This  is  not  professional,  and  it  is  demean- 
ing to  even  think  of  myself  as  a laborer.  By  the  way,  we  are 
not  providers;  rather,  we  are  physicians,  doctors,  surgeons.” 

Melton  J.  Horwitz,  MD,  56 

otolaryngology,  Houston 

IJaving  been  in  academic  medicine  for  15  years  before 
I I the  past  5 years  as  a solo  practitioner,  and  even  though 
I am  not  an  AMA  member,  I am  supportive  of  its  action.  It  is 
time  that  all  available  means  be  mobilized  to  actively  fight!” 

Robert  J.  Carpenter,  Jr,  MD,  53 

obstetrics-gynecology,  Houston 

4 4 s should  be  able  to  confront  the  insurers  with  a 

Ww  collective  bargaining  committee  examining  all 
contracts  offered  to  physicians,  advising  and  arguing  in  such 
a way  that  they  will  be  in  a competitive  situation.  Without 
denial  of  care,  we  could  advise  our  patients  as  to  which  is  the 
best  insurer.  Health  care  is  a market,  and  it  should  be  com- 
petitive. Our  power  is  our  patients’  trust.” 

H.A.  Epstein,  MD,  84 

general  surgeiy,  Dallas 
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At  Aiitollex  Leasing,  we  don’t  make  ears... ^e  Make  Car  Leases!  And  lots  of  them.  In  faet,  we  have  over  50  different 
leases  to  ehoose  from  on  every  vehiele.  Chances  are  you'll  save  money  with  our  Flexlease.  A lot  of  your  peers  have. 
Call  Today.  After  all,  why  would  you  get  a lease  from  a car  company  when  you  can  get  a lease  from  a lease  company? 


Ifs  their  future. . . 


Have  you 
helped  to 
protect 
them  yet? 

If  you  die  unexpectedly,  how  long  will 
your  family  be  able  to  manage  financially 
without  you?  Will  they  be  able  to  keep 
the  house  that’s  now  become  their  home? 
Will  your  children  still  have  the  same 
educational  opportunities?  Will  your 
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Legislative  Affairs 

Patients’  bill  of  wrongs  24 

Patients’  rights  collided  with  HMOs’  rights  in  the  US  Senate  this  summer  and  the 
HMOs  won,  thanks  in  large  part  to  the  health  plans  having  the  support  of  the  Re- 
publican majority.  Both  Republicans  and  Democrats  played  politics  with  the  issue, 
and  organized  medicine’s  hopes  for  a fair  bill  now  rest  with  the  House. 

By  Ken  Ortolon 

Science 

Pharmacy  turf  battle  28 

A plan  by  the  Texas  Tech  University  Health  Sciences  Center  School  of  Pharmacy  to 
look  at  increasing  the  role  pharmacists  play  in  treating  patients  with  t3q3e  2 dia- 
betes has  set  off  alarm  bells  in  the  physician  community.  Is  the  plan  aimed  at  im- 
proving patient  care  or  raising  the  status  of  pharmacists? 

By  Monica  Maldonado 

Medical  Economics 

Physician  profiling  44 

It  seems  like  there  are  ratings  for  everything  these  days,  from  football  teams  to  liv- 
able cities,  and  it’s  probably  just  a matter  of  time  before  physician  rankings  are  a 
reality.  The  key  question  is,  will  they  be  used  for  education  or  for  punishment? 

By  Laurie  Stoneham 

Public  Health 

Project  WATCH  48 

Like  it  or  not,  physicians  are  role  models  for  their  patients.  If  you’re  overweight  or 
if  you  smoke,  it’s  difficult  to  persuade  patients  to  change  their  own  behaviors.  That’s 
why  Project  WATCH,  a new  program  being  launched  by  TMA,  will  be  important  in 
helping  you  and  your  patients  prevent  cardiovascular  disease  and  stroke. 

By  Laura  Albrecht 

Science 

Why  people  get  sick  53 

We  know  illness  can  be  caused  by  factors  such  as  poor  nutrition,  contaminated  wa- 
ter, and  risky  behavior  like  smoking  and  abusing  alcohol  or  drugs.  But  an  innovative 
study  getting  under  way  in  Houston  will  look  beyond  disease  to  see  if  factors  such  as 
income,  education,  employment,  and  family  status  affect  health  and  mortality  rates. 
By  Monica  Maldonado 
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The  Big  Picture 

Castle  Sant’  Angelo,  Rome,  Italy,  by  Kayla  Weitlauf,  MD,  Lubbock 

If  you  would  like  to  submit  a photograph  for  The  Big  Picture,  please  send  it  to  Laura  J.  Albrecht,  Photo  Editor,  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701. 
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Editor’s 

Note 


September  is  Women  in  Medicine 
month  and  in  this  issue  we  take 
a hard  look  at  how  far  women 
have  come  in  the  practice  of 
medicine  and  how  far  they  still 
have  to  go.  Writer  Melissa  McEver  says 
progress  has  been  made  but,  unfortu- 
nately, in  the  academic  world,  a 
woman  dean  or  full  professor  is  still  a 
rarity.  The  same  goes  for  the  executive 
management  side  of  medicine. 

And,  don’t  miss  writer  and  historian 
Mike  Cox’s  fascinating  tale  of  Dr  Sofie 
Herzog,  the  first  woman  surgeon  in 
Texas.  “Dr  Sofie,”  as  she  was  known  to 
her  patients,  was  as  colorful  as  the 
times  in  which  she  lived. 

Whenever  I introduce  Shari  Henson 
to  people,  1 always  tell  them  she  is  the 
“brains”  of  the  Texas  Medicine  opera- 
tion. 1 think  it  embarrasses  her  a little, 
but  it’s  true.  Shari  is  the  one  who  man- 
ages the  complex  production  process  of 
the  magazine  and  makes  sure  there  is  a 
Texas  Medicine  each  month.  Without 
her,  you  probably  wouldn’t  be  reading 
this.  That’s  why  I’m  pleased  to  report 
that  Shari  has  been  promoted  to  the 
position  of  managing  editor. 

Meanwhile,  we’ve  lost  two  staff 
members.  Senior  Editor  Teri  Moran  has 
left  to  join  the  staff  of  Dell  Computers, 
while  Associate  Editor  Johanna  Franke 
has  taken  her  talents  to  the  TMA  Al- 
liance, where  she  is  director  of  pro- 
grams. We’ll  miss  both  of  them  and 
wish  them  well. 


Larry  BeSaw 

Editor 
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Letters 


Cost  versus  care 


I enjoyed  reading  the  Texas  work- 
force article  regarding  the  appropri- 
ate complement  of  physicians  for 
the  patient  population  (“Shortage 
Amid  Surplus,”  July  1999  Texas 
Medicine,  pp  38-45).  After  thinking 
' about  it  for  awhile,  I was  reminded  of  a 
1 time  during  the  mid-1980s  when  some- 
body asked  me  if  we  were  having  a 
nursing  shortage.  My  opinion  then  was 
that  we  were  not  having  a nursing 
, shortage,  it  was  simply  that  none  of  the 
nurses  were  nursing! 

As  someone  in  the  rank-and-file 
' physician  workforce,  I see  more  physi- 


cians — from  the  mid-50s  on  — contem- 
plating, or  at  least  planning,  retirement 
as  soon  as  possible.  Many  physicians  also 
are  moving  into  administrative  positions. 

However,  I think  the  most  subsur- 
face erosion  of  the  physician  workforce 
is  caused  by  physicians  who  are  not 
willing  to  treat  Medicaid  or  uninsured 
patient  populations.  In  many  physi- 
cians’ offices,  the  front  office  is  stacked 


deep  with  people  who  simply  fill  in  the 
blanks  on  the  appointment  calendar 
and  who  have  been  instructed  to  send 
others  to  the  emergency  room.  This  is  a 
very  ominous  trend. 

In  my  current  field  of  ophthalmol- 
ogy, more  physicians  are  moving  to  re- 
fractive surgery  and  other  types  of 
noninsurance-driven  procedures  to 
avoid  the  headaches  of  managed  care. 
At  least  in  our  town,  it  is  getting 
harder  and  harder  for  patients  to  find 
someone  to  take  care  of  them  when 
they  are  sick. 

Although  I feel  that  it  is  only  natural 
for  physicians.  Just  as  any  profession, 
to  seek  the  safest  ground,  I do  think 


this  is  an  ominous  trend  that  is  being 
exacerbated  by  the  lack  of  ability  to 
cost-shift.  This  pendulum  is  clearly 
swung  in  favor  of  cost  rather  than  care; 
hopefully,  at  some  point,  we  will  get 
back  to  the  middle. 

Lee  S.  Anderson,  MD 

1350  S Main,  Ste  3200 
Fort  Worth,  TX  76104 


Respect  needs  to  be  earned 


Dr  Pettigrove  criticizes  physicians 
for  a lack  of  moral  outrage  in  re- 
sponse to  what  he  perceives  to  be 
an  era  of  excess  materialism  and 
the  loss  of  virtue,  idealism,  and 
traditional  values  (“Where  is  the  Out- 
rage?” June  1999  Texas  Medicine,  p 25). 
He  calls  for  physicians  to  heal  society 
and  guide  it  back  toward  the  Biblical 
ideal.  Although  many  Americans  are 
concerned  about  materialism  being 
overemphasized,  I am  sure  that  a sig- 
nificant number  of  Americans  are  grate- 
ful for  having  good  jobs  and  for  their 
children  having  more  opportunities 
than  ever  before.  There’s  a lot  to  be  said 
in  favor  of  good  economic  times  rather 
than  economic  depression,  unemploy- 
ment, homelessness,  and  hopelessness. 
Whether  or  not  we  live  in  depraved 
times  is  open  to  debate,  but  certainly 
crime  is  significantly  decreased.  If  there 
is  a moral  decline,  who  is  to  say  it  is 
caused  by  good  economic  times? 

Furthermore,  what  evidence  is  there 
that  physicians  are  more  ethical  or 
moral  than  any  other  group  of  people? 
I can  understand  organized  medicine 
taking  ethical  and  moral  stands  on  to- 
bacco abuse,  alcohol  and  drug  abuse, 
violence,  and  universal  health  care.  But 
I think  organized  medicine  is  on  very 
shaky  ground  when  it  tries  to  moralize 
about  our  society’s  shortcomings.  What 
did  organized  medicine  have  to  say 
about  slavery,  racism,  prejudice,  and 
universal  suffrage  when  these  issues 
were  crying  for  correction? 
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Meet  Texas  State  Board  of  Medical  Examiner’s  license 

renewal  retjuirements 

TfexasMedical 
^ Association 

To  subscribe,  call  (800)  880-1300,  ext.  1550, 

or  (512)  370-1550;  fax  (512)  370-1634; 

or  e-mail  tma_library@texmed.org 

MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insu  rance  problems. 


We  are  a dedicated  group  of 
professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


5#^ 

Medical  Insurance  Services 


This  is  not  to  say  that  physicians 
have  no  right  to  express  moral  outrage. 
Of  course,  we  do,  just  as  any  individual 
or  group  in  our  society  has  that  right. 
But  I believe  that  we  need  to  have  our 
own  house  in  order  before  we  attempt 
to  be  the  nation’s  conscience. 

Organized  medicine,  as  I have  said  in 
this  publication  previously,  historically 
opposed  the  establishment  of  health  in- 
surance and  Medicare.  A case  can  be 
made  that  managed  care  exists  because 
of  the  vacuum  created  by  organized 
medicine’s  resistance  to  universal  health 
care.  For  a long  time,  organized  medicine 
was  in  bed  with  the  tobacco  industry. 
And  how  ethical  are  physician-sponsored 
political  action  committees?  If  individual 
physicians  and  organized  medicine  could 
have  a major  impact  on  medical  ethics, 
that  truly  would  be  a significant  accom- 
plishment. I prefer  to  leave  the  evalua- 
tion of  and  prescription  for  society’s 
morality  to  others. 

Attempting  to  be  the  nation’s  moral 
leader  is  a tremendous  undertaking 
fraught  with  peril.  Whoever  attempts 
this  role  must  come  to  the  table  with 
relatively  clean  hands.  Many  pretenders 
and  hypocrites  have  been  exposed  to  be 
mere  frauds.  More  respect  is  usually  ex- 
tended to  those  who  practice  good 
deeds  rather  than  to  those  who  merely 
preach  morality.  Let’s  earn  our  society’s 
respect  by  establishing  quality  universal 
health  care.  That  would  go  a long  way 
toward  establishing  our  credibility  as  an 
ethical  and  moral  force  to  be  reckoned 
with  in  the  future. 


For  (ulclitiomil  informal  ion,  contact: 

Barbara  E.  Gaffney,  Healthcare  Director 
Aberdeen  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  000  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

I'liysidyp.s  & Siiri’eons  I’rofessioiKil  l.iability  • Clinics  • Hospitals  • ER  Croups 
iVliilli  Sncdalty  Practices  • Outpatient  Surgery  Centers 
Aiiilnil:  ‘.ay  Care  < iters  • lini(|iie  Healthcare  Insurance  Requests 


Jerry  Frankel,  MD 

3320  Snidow  Court 
Plano,  TX  75025 
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of  Your 
PiacOcc 

Focus  on  the  future  with  these 
expanded  services: 


^CONSULTING 
^PAYMENT  TRACKING 
VTHIRD-PARTY  ADMINISTRATION 
>CREDENTIALING 
>MEDICAL  PEER  REVIEW 
>ST0P  LOSS  COVERAGE 
VRISK  MANAGEMENT  PROGRAMS 
^INSURANCE  PRODUCTS 


THIS  IS  THE  NEXT  GENERATION 


OF  TMA  PHYSICIAN  SERVICES. 


Physician 

Services 


To  engage  our  services,  contact 
TMA  Physician  Services 
at  (800)  523-8776,  or 
physician_services@texmed.org. 


5 O^NEAL,  McGUINNESS 


AND  CO.,  P.L.L.C. 

, Certified  Public  Accountants  , 
& Management  Consultants 


tokeep 

healthcare  professionals 
independent. 

Member  of  AMA  Consulting  Link  and 
a Valued  Consultant  of  National  IPA  Coalition 


PINEAL,  McGUINNESS  & COMPANY 

Our  CPA  firm  services  include: 

• Tax  / Audit  / Bookkeeping 

• Practice  Valuation 

• Merger  / Acquisition  Analysis 

• Financial  / Estate  Planning 

PMC  CONSULTING  SERVICES 

Our  consulting  company  services  include: 

• Practice  Assessment 

• Strategic  Planning 

• New  Practice  Set-up 

• Practice  Management  Consulting 

• Managed  Care  Development  and 
Contracting 

• Clinical  Consulting  and  Risk  Management 

DALLAS  OFFICE 
12221  Merit  Drive,  Suite  1305 
Dallas,  Texas  75251 
972-770-4770  • Fax  972-770-4771 


HOUSTON  OFFICE 
4635  Southv^est  Freeway,  Suite  600 

Houston,  Texas  77027  omccpa.net 

713-993-0847  • Fax  713-960-8223  emailomc@omccpa.net 


YNA  FALL 
CONFERENCE 


Tex 


TexasMedical 

Association 


Turning  Points  in  Medicine 


September  18,  1999 
Renaissance  Austin  Hotel 


For  more  information, 
caii  (800)  880-1300, 
ext.  1 346,  or 
(513)  370-1346. 


Or  visit  TMA's 
Web  site 

at  www.texmed.org. 


Hear  exceptional  keynote  speakers:  Get  all  these  extras 


• Thomas  R.  Reardon,  MD,  President,  AMA 

• John  M.  Eisenberg,  MD 

Director,  Agency  for  Health  Care  Policy  and  Research 

• Clyde  W.  Yancy  Jr.,  MD 

UT  Southwestern  Medical  School  at  Dallas 

• Robert  M.  Tenery  Jr,  MD 

Immediate  Past  Chair,  AMA  Council  on  Ethical  and  Judicial  Affairs 

• John  Daly,  PhD  (invited) 

Amon  Carter  Professor  of  Communication,  UT  Austin 


Free  AMA  PRA  Category  1 CME  Credit  available 

AMA/Intel  Internet  Health  Road  Show,  Sept.  1 7 

Outstanding  afternoon  seminar  titled  "Was  it  Something 
I Said?"  The  Underlying  Psychology  of  Medical  Malpractice 
(Seminar  fee  required) 

Informative  Dawn  Duster  session  led  by  Robert  M.  Tenery,  MD, 
focusing  on  Medical  Ethics:  Present  Conflicts  and  Issues 

Luncheon  courtesy  of  Texas  Medical  Liability  Trust 


People 


Newsmakers 


Jorge  Albores-Saavedra,  MD,  Dallas, 
received  a first-place  award  for  his  pa- 
per “Morphology  Accurately  Predicts 
Behavior  of  Mucinous  Cystic  Neo- 
plasms of  the  Pancreas”  from  the  gas- 
trointestinal pathology  subspecialty 
section  of  the  United  States  and  Cana- 
dian Academy  of  Pathology 

Dallas  internist  Ron  J.  Anderson,  MD, 
was  installed  as  chair  of  the  1999-2000 
Texas  Hospital  Association  Board  of 
Trustees. 

Texas  A&M  College  of  Medicine  faculty 
and  graduating  students  received  the 
following  honors  during  the  college’s 
senior  banquet  and  commencement  cer- 
emonies: Temple  obstetrician-gynecolo- 
gist Carin  Appel,  MD,  received  the 
Antony  Van  Leeuwenhoek  Award  for  Ex- 
cellence, the  Dudley  P.  Baker,  MD  Award 
for  Excellence  in  Obstetrics  and  Gyne- 
cology, and  the  Henry  B.  Hahn,  Jr  Award 
for  Outstanding  Performance  on  a Pedi- 
atric Clerkship;  John  Blevins,  MD,  of 
Temple,  was  recognized  as  the  outstand- 
ing faculty  member  in  pediatrics;  Allen 
internist  Wendy  Brooks,  MD,  received 
the  Alpha  Omega  Alpha  Award  of  the 
Eta  Chapter  of  the  Alpha  Omega  Alpha 
Honor  Medical  Society  and  the  Health- 
care Foundation  of  New  Jersey  Human- 


Jorge  Albores-Saavedra,  Michael  E.  DeBakey,  MD 
MD 


ism  in  Medicine  Award  for  a student; 
Temple  internist  Christian  Cable,  MD, 
received  a Merck  Award  and  the  Depart- 
ment of  Medicine  Award,  and  was  rec- 
ognized as  a “Top  Pathology  Student”; 
Laura  Connell,  MD,  of  Temple,  received 
the  Janet  M.  Glasgow  Memorial 
Achievement  Citation;  family  practi- 
tioner Kip  Corrington,  MD,  of  Greens- 
boro, NC,  received  the  James  A.  Knight 
Award  for  Excellence  in  Humanities  in 
Medicine  and  the  Richard  K.  Gaines,  MD 
Award  for  Excellence  in  Psychiatry;  and 
Nefertiti  DuPont,  MD,  of  Oklahoma 
City,  received  the  James  A.  Knight  Award 
for  Leadership  in  Medicine. 

Temple  pediatrician  Robert  Flowers, 
MD,  was  recognized  as  the  outstanding 
resident  in  pediatrics;  Temple  general 
surgeon  Seth  Fritcher,  MD,  received  the 
Raleigh  R.  White  Award  for  Surgical  Ex- 
cellence; Temple  family  practitioner 
Matthew  Furman,  MD,  was  recognized 
as  the  outstanding  resident  in  family 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
section  are  TM A membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
tion; or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  People,  Texas  Medicine, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry  b@texmed.org. 


Eddie  Molina-Lamas,  MD  Paul  C.  Peters,  MD 


medicine;  Temple  family  practitioner 
Robert  Henry,  DO,  was  recognized  as 
the  outstanding  faculty  member  in  fam- 
ily medicine;  Kristopher  Knoop,  MD,  of 
Temple,  received  the  Outstanding  Stu- 
dent in  Family  Medicine  Award;  Harker 
Heights  family  practitioner  Kelly  Maedo, 
MD,  received  a Merck  Award;  Temple 
obstetrician-gynecologist  Chris  Mason, 
MD,  received  the  Texas  A&M  University 
Corps  of  Cadets  March  of  Dimes  Grant 
and  John  Montgomery  Travel  Award  for 
Study  of  History  of  Medicine;  Michael 
Dean  McFadden,  MD,  of  Temple,  re- 
ceived the  Helen  Salyer  Anderson 
Award,  the  Lange  Medical  Publications 
Award,  and  an  Award  for  Outstanding 
Performance  During  a Clinical  Clerkship 
in  Otolaryngology,  and  was  recognized 
as  a “Top  Pathology  Student”;  and  Bryan 
nephrologist  Richard  Morgan,  MD,  re- 
ceived the  Healthcare  Foundation  of 
New  Jersey  Humanism  in  Medicine 
Award  for  a faculty  member. 

Temple  obstetrician-gynecologist 
Karen  Patterson,  MD,  was  recognized 
as  the  outstanding  faculty  member  in 
obstetrics  and  gynecology;  Joanne 
Phem,  MD,  of  Temple,  received  an 
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pop  FOR  HEALTHY  HEARTS. 


JOINTHE 

HeartCare 

PARTNERSHIP 


A multi-faceted,  interactive  approach 
to  OV\E,  the  HeartCare  Partnership 
project  strives  to  affect  long-term 
behavioral  change  through  intense 
focus  on  practical  patient  management 
strategies  v/ithin  the  practice  setting. 


SEPTEMBER  17 
AUSTIN 

IN  CONJUNCTION  WITH 
TA\AS  FALL 

LEADERSHIP  CONFERENCE 


Coming  this  fall  to  El  Paso,  Corpus  Christi 
and  Tyler/Longview  areas. 

For  more  information,  call  Bridget  Butler 
at  TMA  (800)  880- 1 300  ext.  1 46 1 . 

Brought  to  you  by  TAAA,  AHA,  TX  Affiliate 
with  support  from  Merck  Pharmaceuticals. 


Tex 


TexasMedical 

Association 


American  Heart 
Association* 


Fighting  Heart  Disease 


Award  for  Outstanding  Performance 
During  a Clinical  Clerkship  in  Otolaryn- 
gology; Temple  internist  Salman  Razi, 
MD,  was  recognized  as  the  outstanding 
resident  in  internal  medicine;  Temple 
general  surgeon  Randall  Smith,  MD, 
was  recognized  as  the  outstanding  fac- 
ulty member  in  surgery;  and  Temple  ob- 
stetrician-gynecologist Len  Tadvick, 
MD,  was  recognized  as  the  outstanding 
resident  in  obstetrics  and  gynecology. 

Houston  cardiothoracic  surgeon  Michael 
E.  DeBakey,  MD,  received  an  honorary 
doctor  of  science  degree  from  Wake  For- 
est University. 

Houston  general  surgeon  Jeremy  W. 
Denning,  MD,  was  recognized  as  one  of 
two  graduates  to  receive  a 4.0  grade 
point  average  at  The  University  of  Texas- 
Houston  Health  Science  Center’s  com- 
mencement ceremony.  Dr  Denning 
received  awards  from  the  Departments  of 
Biochemistry,  Microbiology,  Clinical  Med- 
icine, Pharmacology,  Physical  Diagnosis, 
and  Pathology/Laboratory  Medicine. 

The  1999-2000  Texas  Transplantation 
Society  officers  include  El  Paso  general 
surgeon  Hector  Diaz-Luna,  MD,  presi- 
dent; San  Antonio  general  surgeon 
Glenn  Halff,  MD,  president-elect; 
Austin  general  surgeon  Michael 
Mueller,  MD,  heart  councilor;  and  Dal- 
las abdominal  surgeon  Robert  Gold- 
stein, MD,  liver  councilor. 

Eddie  Molina-Lamas,  MD,  a Houston 
anesthesiologist,  was  elected  to  the 
Board  of  Directors  of  the  Society  for 
Obstetric  Anesthesia  and  Perinatology. 

Houston  infectious  disease  specialist 
Barbara  E.  Murray,  MD,  received  the 
37th  Annual  Marion  Spenser  Fay  Na- 
tional Board  Award  of  MCP  Hahne- 
mann University. 

Orthopedic  surgeon  Brian  S.  Parsley, 
MD,  received  the  Outstanding  Medical 
Professional  Award  from  the  Arthritis 
Foundation-Houston. 

Dallas  urologist  Paul  C.  Peters,  MD, 
was  elected  president-elect  of  the 


North  Texas  Chapter  of  the  American 
College  of  Surgeons. 

Geoffrey  L.  Robb,  MD,  Houston,  was 
elected  chair  of  the  Department  of  Plas- 
tic Surgery  at  The  University  of  Texas 
M.D.  Anderson  Cancer  Center. 

Tibor  Ruff,  MD,  of  Temple,  was  elected 
president  of  the  Texas  Association  of 
Otolaryngology. 

General  surgeon  Ronald  Stewart,  MD, 
received  Faculty  of  the  Year  honors 
from  The  University  of  Texas  Health 
Science  Center  at  San  Antonio. 

Obstetrician-gynecologist  Margaret 
Thompson,  MD,  won  the  Austin  Ernst  & 
Young  Services  Entrepreneur  of  the  Year 
Award  for  her  work  with  the  Renaissance 
Women’s  Center  and  was  nominated  for 
the  national  award  competition. 


Deaths 


Charles  Edward  Beachley,  Jr,  MD,  75; 

Lewisville;  Harvard  Medical  School, 
1947;  died  March  20,  1999. 

Walter  Ira  Berman,  MD,  52;  Dallas; 
University  of  Mississippi  School  of 
Medicine,  1972;  died  June  27,  1999. 

Albert  Leonard  Blakes,  MD,  62;  Eu- 
less; The  University  of  Texas  Medical 
Branch  at  Galveston,  1963;  died  May 
26,  1999. 

Robert  Lewis  Duff,  MD,  81;  Tyler;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1945;  died  June  9,  1999. 

Jack  Dunn,  Jr,  MD,  74;  Lubbock;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1948;  died  June  14,  1999. 

Joe  Bill  Ellis,  MD,  79;  Fort  Worth;  Bay- 
lor College  of  Medicine,  1951;  died 
June  26,  1999. 

Jesse  Durward  Gomillion,  Jr,  MD,  75; 

Houston;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1947;  died 
June  28,  1999. 
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^Edwin  Bulian  Hibbs,  Jr,  MD,  PhD,  58; 

I Bay  City;  The  University  of  Texas  Med- 
Tcal  School  at  San  Antonio,  1978;  died 
i February  2,  1999. 

I 

Joseph  MacGalashan  Hill,  MD,  94; 

Dallas;  State  University  of  New  York  at 
Buffalo  School  of  Medicine  and  Bio- 
medical Sciences,  1928;  died  May  21, 
1999. 

I Daniel  Mark  Ingraham,  DO,  50;  Bed- 
ford; College  of  Osteopathic  Medicine 
and  Surgery-Des  Moines,  1976;  died 
June  22,  1999. 

I Peter  John  Julian,  MD,  74;  Dallas; 
i State  University  of  New  York  at  Buffalo 
School  of  Medicine  and  Biomedical  Sci- 
ences, 1947;  died  June  17,  1999. 

Howell  S.  McCreary,  MD,  66; 

Gainesville;  The  University  of  Texas 
i Southwestern  Medical  School  at  Dal- 
•,  las,  1958;  died  May  26,  1999. 

it  Bedford  Forrest  Pace,  MD,  89;  Beau- 
mont; University  of  Tennessee  College 
I of  Medicine-Memphis,  1934;  died  June 
I 24,  1999. 

Beverly  Lee  Reynolds,  MD,  76;  Dallas; 
University  of  Virginia  School  of  Medi- 
■ cine,  1952;  died  May  21,  1999. 

i Jackson  Ewell  Upshaw,  MD,  83;  Cor- 
pus Christi;  The  University  of  Texas 
S Medical  Branch  at  Galveston,  1942; 
I died  July  1,  1999. 

Frederik  Mario  Wessels,  MD,  81; 

Austin;  University  of  Cordoba-Ar- 
gentina,  1945;  died  June  25,  1999. 

I 

I Robert  James  Wise,  MD,  81;  Houston; 
Washington  University  School  of  Medi- 
cine-St  Louis,  1943;  died  June  17, 1999. 
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Information  on  a wide  variety  of  topics  ranging 
from  medical  ethics  to  lighting  cardiovascular  disease 
will  he  available  to  physicians  attending 
the  conference,  entitled  “Turning  Points  in  Medicine.” 


Is  it  really  a “doctors’  union”?  Learn 
the  truth  behind  the  headlines  as 
the  president  of  the  American 
Medical  Association  discusses  the 
recent  AMA  decision  to  form  a col- 
lective negotiating  unit  at  Texas 
Medical  Association’s  1999  Fall 
Conference.  Information  on  a wide 
variety  of  topics  ranging  from  medical 
ethics  to  fighting  cardiovascular  disease 
will  be  available  to  physicians  attending 
the  conference,  entitled  “Turning  Points 
in  Medicine,”  Saturday,  September  18, 
at  the  Renaissance  Austin  Hotel. 


Among  those  scheduled  to  speak  are 
AMA  President  Thomas  R.  Reardon, 
MD;  Clyde  W.  Yancy,  Jr,  MD,  director  of 
the  Congestive  Heart  Failure  Program 


at  The  University  of  Texas  Southwest- 
ern Medical  School;  and  John  M 
Eisenberg,  MD,  director  of  the  Agenc} 
for  Health  Care  Policy  and  Research. 


Thomas  R.  Reardon,  MD 


Clyde  W.  Yancy,  Jr,  MD 


John  M.  Eisenberg,  MD 


Robert  M.  Tenery,  Jr,  MD 
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i The  general  session  of  the  confer- 
iience  begins  at  9:30  am  with  introduc- 
tory remarks  from  TMA  President  Alan 
C.  Baum,  MD,  after  which  Dr  Reardon 
will  give  the  keynote  speech,  “ Turning 
Points  in  Medicine.” 

Dr  Yancy  will  help  kick  off  TMA’s 
cardiovascular  screening  program 
known  as  Project  WATCH  by  delivering 
1 a speech  titled  “WATCHing  Points  and 
Saving  Lives  . . . Including  Your  Own.” 
He  will  encourage  physicians  to  do  a 
better  job  of  screening  their  patients 
for  cardiovascular  disease. 

Project  WATCH  is  a 2-year  cardio- 
vascular disease  and  stroke  prevention 
education  program  focusing  on  the  five 
risk  factors  — weight,  alcohol,  tobacco, 
cholesterol,  and  high  blood  pressure 
(see  “Heart  to  Heart,”  pp  48-51). 

Dr  Eisenberg  will  outline  the  role 
, physicians  and  professional  associations 
can  play  in  enhancing  the  quality  of  care 
and  improving  patient  outcomes. 

Also  during  the  conference,  Robert 
W.  Sloane,  Jr,  MD,  of  Fort  Worth,  chair 
of  the  TMA  Council  on  Legislation,  will 
review  the  recent  session  of  the  Texas 
Legislature.  His  presentation  will  in- 
clude a review  of  the  Texas  approach  to 
joint  physician  negotiations. 

In  addition.  Dr  Baum  will  present 
the  “Texas  Medicine’s  Best”  awards  to 
several  state  officials  for  their  efforts  on 
behalf  of  patients  and  physicians.  Re- 
cipients are  Lt  Gov  Rick  Perry;  Sens  J.E. 
“Buster”  Brown  (R-Lake  Jackson),  Chris 
Harris  (R- Arlington),  Jane  Nelson  (R- 
Flower  Mound),  and  David  Sibley  (R- 
Waco);  and  Reps  Garnet  Coleman 
(D-Houston),  Craig  Eiland  (D-Galve- 
ston),  Patricia  Gray  (D -Galveston),  Kyle 
Janek  (R-Houston),  Glenn  Lewis  (D- 
Fort  Worth),  John  Smithee  (R- Amar- 
illo), and  Barry  Telford  (D-DeKalb). 

A “dawn  duster”  session  will  begin 
the  day’s  activities  at  7:45  am  with  a 
presentation  by  Robert  M.  Tenery,  Jr, 
MD,  of  Dallas,  immediate  past  chair  of 
the  AMA  Council  on  Ethical  and  Judi- 
cial Affairs.  He  will  focus  on  medical 
ethics  conflicts  and  issues. 

The  conference  also  includes  a 
luncheon  hosted  by  the  Texas  Medical 
Liability  Trust  (TMLT),  during  which 
John  Daly,  PhD,  the  entertaining  Amon 
Carter  professor  of  communications  at 


The  University  of  Texas  at  Austin,  is 
scheduled  to  discuss  “So  You  Think 
You’re  Communicating?” 

The  day’s  events  will  conclude  with 
a risk  management  seminar,  “Was  It 
Something  I Said?  The  Underlying 
Psychology  of  Medical  Malpractice,” 
from  2 to  4 pm.  The  fee  for  the  semi- 
nar is  $85  for  TMA  members,  but  it  is 
reduced  to  $65  for  members  insured 
by  TMLT. 

The  remainder  of  the  conference  is 
free  to  TMA  members.  It  is  designated 
for  5 hours  of  AMA  Physician’s  Recog- 
nition Award  Category  1 continuing 
medical  education  credit.  On-site  child 
care  is  available. 

To  register,  call  Amy  Edwards,  TMA 
special  services,  at  (800)  880-1300,  ext 
1346,  or  (512)  370-1346;  or  e-mail 
amy_e@texmed.org.  ★ 


Road  show  offers  insight 
to  Internet  health  care 


Physicians  interested  in  incorpo- 
rating the  Internet  into  their 
medical  practices  can  get  a first- 
hand look  at  how  the  World  Wide 
Web  is  changing  health  care  with 
a free,  all-day  training  session,  the  “In- 
ternet Health  Road  Show,”  Friday,  Sep- 
tember 17,  at  the  Renaissance  Austin 
Hotel.  Held  in  conjunction  with  the 
Texas  Medical  Association’s  1999  Fall 
Conference,  the  session  is  sponsored  by 
TMA,  the  American  Medical  Associa- 
tion, and  Intel. 

The  event,  an  AMA  and  Intel  pilot 
program  of  a mobile  presentation  AMA 
hopes  to  take  to  physicians  throughout 
the  nation,  will  cover  topics  such  as 
emerging  Internet  trends,  barriers  to 
physician  use  of  the  Internet,  and  pa- 
tient use  of  the  Internet. 

Physicians  who  attend  the  session 
will  be  able  to: 

• Understand  the  direction  the  Internet 
is  pushing  the  patient-physician  rela- 
tionship, the  health  care  industry, 
and  the  health  information  process; 

• Identify  major  types  of  Internet  con- 
sumer health  sites  and  applications 
and  become  familiar  with  the  fea- 
tures provided  by  Internet  tools  de- 


veloped for  physicians  in  clinical,  of- 
fice management,  and  educational 
settings;  and, 

• Understand  the  limitations  of  cur- 
rent Internet  tools. 

Expert  speakers  will  include  Steve 
McGeady,  vice  president  of  Content 
Group  and  director  of  Intel’s  Internet 
Health  Initiative;  Thomas  Ferguson, 
MD,  adjunct  professor  of  health  infor- 
matics at  The  University  of  Texas-Hous- 
ton  Health  Science  Center;  Richard  F. 
Corlin,  MD,  speaker  of  the  AMA  House 
of  Delegates;  Robert  Sikorski,  MD, 
PhD,  chair  and  chief  technology  officer 
of  Mednav.com  Inc;  and  Robert  Mc- 
Kinstry,  MD,  PhD,  assistant  professor  of 
neuroradiology  for  the  Mallinckrodt  In- 
stitute of  Radiology  and  the  Washing- 
ton University  School  of  Medicine. 

The  activities  begin  with  novice  In- 
ternet training  from  8 to  10  am.  The 
formal  presentations  begin  at  10  am 
with  Mr  McGeady  discussing  the  Inter- 
net’s impact  on  health  care.  That  will 
be  followed  by  discussions  of  the  In- 
ternet’s role  in  health  care  and  barriers 
to  physicians’  using  the  Web,  how  pa- 
tients are  leading  the  online  revolu- 
tion, physicians’  reaction  to  patients 
on  the  Internet,  working  with  Web- 
sawy  patients  and  how  doctors  can 
benefit,  and  how  the  Internet  increases 
a medical  practice’s  efficiency.  The  pre- 
sentations will  include  “hands-on”  use 
of  personal  computers. 

The  session  will  conclude  with  a 
networking  reception  from  4:30  to  7 
pm.  The  reception  is  open  to  all  physi- 
cians who  attend  the  Internet  road 
show  and  the  TMA  Fall  Conference. 

AMA  has  designated  the  event  for 
up  to  7.5  hours  of  AMA  Physician’s 
Recognition  Award  Category  1 continu- 
ing medical  education  (CME)  hours. 
While  the  session  is  free,  a $25  CME 
processing  fee  will  be  charged. 

To  register,  call  Paula  Rigling  at  (800) 
880-1300,  ext  1450,  or  (512)  370-1450; 
or  e-mail  paula_r@texmed.org.  ★ 
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Border  programs  screens 
for  acanthosis  nigricans 

A pilot  program  to  screen  children 
attending  school  in  nine  border 
counties  for  acanthosis  nigri- 
cans, a skin  condition  associated 
with  insulin  resistance  and  a 
propensity  for  type  2 diabetes,  has 
been  created  by  the  Texas  Legislature. 
The  program  requires  school  nurses  to 
screen  children  for  acanthosis  nigricans 
at  the  same  time  that  vision,  hearing, 
and  scoliosis  screenings  are  performed. 

Schools  will  be  required  to  notify 
parents  of  children  identified  as  having 
acanthosis  nigricans  and  recommend 
that  they  be  seen  by  a physician.  Physi- 
cians in  the  participating  counties  — El 
Paso,  Hudspeth,  Cameron,  Hidalgo, 
Jim  Hogg,  Starr,  Webb,  Willacy,  and 
Zapata  — undoubtedly  will  receive  re- 
ferrals from  the  screening  program. 

Medicaid  will  reimburse  physicians 
for  treating  acanthosis  nigricans  and 
will  pay  for  one  evaluation  and  four 
consultations  with  a dietitian. 

The  2-year  pilot  program  will  be  co- 
ordinated by  The  University  of  Texas 
System  Texas-Mexico  Border  Health 
Coordination  Office  in  Edinburg.  For 
more  information,  call  (956)  381- 
3687,  fax  (956)  381-3688,  or  e-mail 
pvillas@panam.edu.  ★ 

UT-Houston  creates 
surgery  department 


The  University  of  Texas-Houston 
Medical  School  has  established  a 
new  department  of  cardiotho- 
racic  and  vascular  surgery  with 
the  help  of  Hermann  Hospital,  a 
$20  million  endowment,  and  the  for- 
mer head  of  Baylor  College  of  Medi- 
cine’s Division  of  Vascular  Surgery. 

Hazim  Safi,  MD,  was  hired  away 
from  Baylor  to  become  the  chair  desig- 
nate of  the  new  department  as  well  as 
chief  of  the  cardiothoracic  and  vascular 
surgery  service  at  Hermann  Hospital, 
according  to  a July  5 Houston  Business 
Journal  article.  ★ 


TMA  expands 
speakers’  bureau 


The  Texas  Medical  Association  re- 
cendy  expanded  its  speakers’  bu- 
reau by  recruiting  physician 
volunteers  from  across  the  state  to 
relay  TMA  priority  issues  to  vari- 
ous medical  groups.  TMA  will  provide  a 
speaker  to  any  physician  group,  includ- 
ing county  medical  societies,  state  med- 
ical specialty  societies,  TMA  sections, 
hospital  medical  staffs,  allied  health  pro- 
fessionals, and  medical  schools,  for  free. 

Topics  to  choose  from  include  recent 
legislative  victories,  rural  health,  physi- 
cian workforce,  major  liability  issues, 
TMA  relevance  and  values,  and  the 
Children’s  Health  Insurance  Program. 

Physicians  who  want  to  schedule  a 
speaker  for  their  next  meeting  or  who 
wish  to  join  the  bureau  and  speak  on 
one  of  these  topics  may  register  with 
the  TMA  Speakers’  Bureau  by  calling 
(800)  880-1300,  ext  1375,  or  (512) 
370-1375;  or  by  sending  an  e-mail  to 
jennifer_o@texmed.org.  ★ 


Drs  Evans,  Varma  join 
editorial  committee 


Carolyn  A.  Evans,  MD,  and  Suren- 
dra  K.  Varma,  MD,  have  been  ap- 
pointed to  the  Texas  Medicine 
Editorial  Committee  by  the  Texas 
Medical  Association  Board  of 
Trustees. 

Dr  Evans  is  a Plano  pediatrician  and 
former  chair  of  the  TMA  Council  on 
Communication.  Dr  Varma  is  professor 
and  vice  chair  of  pediatrics  and  director 
of  the  Pediatric  Residency  Program  at  the 
Texas  Tech  University  Health  Sciences 
Center  School  of  Medicine  in  Lubbock. 

Both  physicians  will  serve  3-year 
terms  on  the  15-member  committee  that 
sets  broad  policies  for  Texas  Medicine 
and  reviews  clinical  articles  submitted 
for  publication  in  the  Journal  section  of 
the  magazine.  ★ 


Extra!  Extra! 
Read  all  about  it 


Confused  over  the  myriad 
health  plans  from  which  you 
and  your  patients  have  to 
choose?  Help  is  available.  “Es- 
sential Elements  of  a Quality 
Plan”  has  been  produced  by  the  TMA 
Council  on  Socioeconomics  and 
Council  on  Communication  to  help 
physicians  and  patients  better  judge 
the  health  plans  with  which  they 
have  to  contract  or  in  which  they 
may  enroll.  The  combination  of  a 
four-color  poster  for  patients  and  a 
detailed  matrix  for  physicians  pro- 
vides an  objective  yardstick  for  meas- 
uring the  various  health  plans. 

The  backbone  of  the  poster  and  ma- 
trix is  the  Essential  Characteristics  of  a 
Quality  Health  Plan,  devised  in  1987 
by  the  American  Medical  Association 
Center  on  Society  Sponsored  Managed 
Care  Corporations. 

To  ensure  their  accuracy  and  com- 
pleteness, the  poster  and  matrix  were 


reviewed  by  the  TMA  Medical  Direc- 
tors’ Forum,  the  Texas  Association  of 
Health  Plans,  the  medical  directors  of 
several  Texas  health  plans,  the  Texas 
commissioner  of  insurance,  and  the 
Texas  office  of  a national  consumer 
protection  organization. 

The  poster  and  matrix  were  printed 
in  a special  puUout  section  between 
pages  48  and  49  of  the  May  1999  issue 
of  Texas  Medicine.  TMA  members  can 
use  a postcard  in  that  same  issue  to  or- 
der up  to  four  additional  copies  for 
free.  Sets  of  10  are  available  for  $20, 
tax  and  postage  included.  If  you  do  not 
have  the  postcard,  you  may  place  an 
order  by  calling  (800)  880-1300,  ext 
1390,  or  (512)  370-1390;  sending  a 
fax  to  (512)  370-1632;  or  sending  an 
e-mail  to  steve_l@texmed.org. 

In  addition,  members  may  call  the 
Texas  Department  of  Insurance  pub- 
lication order  line  at  (800)  599-7467 
to  order  up  to  25  free  copies  of  the 
brochure/complaint  form  “Helping 
You  With  Your  Insurance  Complaint” 
for  distribution  to  patients.  ★ 
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WEB  SITES  OF  INTEREST  TO  TEXAS  PHYSICIANS 


September’s  “MedBytes”  serves  up  medical  sites  with 
Texas  connections. 

The  Ferguson  Report 

Austin  physician  Thomas  Ferguson,  MD,  has  been  pub- 
lishing “The  Ferguson  Report:  The  Newsletter  of  Online 
Health"  on  the  Internet  at  ferguson-report.spark  list.com 
since  March.  In  monthly  reports  for  physicians,  Dr  Fergu- 
son, adjunct  associate  professor  of  health  informatics  at 
The  University  of  Texas-Houston  Health  Science  Center, 
focuses  on  online  health,  industry  trends,  company  pro- 
files, upcoming  meetings,  and  ways  to  respond  to  Inter- 
net-savvy patients.  To  subscribe,  send  an  e-mail  to 
ferguson-report-request@sparklist.com.  To  learn  more 
about  the  reports,  attend  the  “Internet  Health  Road 
Show”  on  September  17  in  conjunction  with  Texas  Med- 
ical Association's  1999  Fall  Conference  in  Austin. 

Physician’s  News  Digest 

Who  knew  aTexas  medical  news  service  could  be  based  in 
Pennsylvania?  Jeffrey  Barg,  editor  and  publisher  of 
Physician’s  News  Digest  (PND),  did.  The  site  at 
physiciansnews.com  has  carried  Pennsylvania  medical 
news  focusing  primarily  on  health  policy,  medical  eco- 
nomics, and  health  care  law  since  1996.  Recognizing  the 
swift  changes  in  Texas’  health  care  environment,  PND 
producers  expanded  their  updates  to  include  the  Lone  Star 
State.  Subscribe  to  the  Texas  edition  of  “PND  News 
Briefs,”  an  e-mail  service,  at  physiciansnews.com/about. 
html#subscription. 

Texas  Physicians  Database 

For  historical  information  on  Texas  doctors,  go  to  www. 
swmed.edu/home_pages/library/doctors/doctors.htm. 


The  searchable  database,  which  includes  biographical 
information  dating  back  between  the  years  1870  and  1966, 
was  built  by  The  University  of  Texas  Southwestern  Med- 
ical Center  at  Dallas  Library. 

Dr  Koop’s  health  network 

Austin-based  drkoop.com  provides  health  information 
and  resources  for  the  whole  family.  Inspired  by  C.  Everett 
Koop,  MD,  former  US  surgeon  general,  the  site  strives  to 
improve  the  quality  of  people’s  lives  by  empowering  them 
to  improve  their  health. 

Physicians  Who  Care 

The  not-for-profit  National  Organization  of  Physicians 
Who  Care  (PWC),  based  in  San  Antonio,  was  formed  in 
1985  to  protect  the  patient-physician  relationship.  The 
PWC  Web  site  at  www.pwc.org  delivers  legislative  alerts 
and  provides  Medicare+Choice  updates,  news  articles  on 
topics  such  as  patient  rights,  and  information  on  state 
health  care  reform.  PWC  also  sponsors  “The  HMO  Page” 
at  www.hmopage.org,  which  houses  physician  and  con- 
sumer experiences  with  managed  care  plans,  and  “The 
MSA  Page”  at  www.msapage.org,  which  contains  med- 
ical savings  account  information. 

TMA’s  Cyber  Sweepstakes  hits  September 

Be  sure  to  drop  by  theTMA  Web  site  at  www.texmed.org 
before  September  30  to  sign  up  for  TMA’s  latest  Cyber 
Sweepstakes.  TMA  members  who  provide  or  confirm 
their  e-mail  addresses  through  the  “Members  Only”  sec- 
tion before  the  end  of  this  month  are  entered  automati- 
cally to  win  a Palm  V ultrathin  organizer  with  razor-sharp 
LCD  screen.  Your  e-mail  address  will  be  used  to  contact 
you  with  breaking  health  care  news. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  the  TMA  Web  site  at  www.texmed.org. 
If  you  Know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  larry  b(^exmed.org.  Publication  of  information  about  Web  sites  in  this 
column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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WHAT  YOUR  PATIENTS  ARE  READING 


Dateline: 


By  Laura  Albrecht 


The  following  is  a collection  of  recent  consumer  magazine  articles  that  fea- 
ture health  and  medical  information.  Send  suggestions  and  comments  to 
Laura  Albrecht,  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  or  e-mail 
laura_a@texmed.org. 

“AMERICA’S  BEST  HOSPITALS.”  Take  a look  at  the  top  hospitals  in  the 
country  in  16  different  specialties.  US  News  & World  Report,  7/19/99 

“THE  ARKANSAS  HEALER.”  A gifted  surgeon  in  Arkansas  takes  on  the 
toughest  cases.  US  News  & World  Report,  7/19/99 

“INFECTION  CONNECTION.”  Do  viruses  and  bacteria  cause  mental  ill- 
ness? Psychology  Today,  8/99 

“A  CHUCKLE  A DAY  . . . WHY  LAUGHING  IS  GOOD  FOR  YOU.”  Adults  are 
laughing  15  times  a day  while  a typical  kindergartner  laughs  up  to  300  times. 
Physicians  share  their  views  on  the  health  benefits  of  a case  of  the  giggles. 
Family  Circle,  8/99 

“THE  HEALING  POWER  OF  PETS.”  Patients  with  Alzheimer's  disease, 
nursing  home  residents,  and  sexually  abused  teenagers  benefit  from  the 
unconditional  love  of  animals.  Family  Circle,  8/99 

“WHO’S  READING  YOUR  MEDICAL  RECORDS?”  Experts  say  80  to  100  in- 
dividuals have  access  to  patient  records.  Learn  how  insurance  companies 
are  snooping  in  medical  records  and  where  the  medical  information  goes. 
Good  Housekeeping,  8/99 

“MOM,  I’M  PREGNANT.”  Mothers  reveal  how  they  handled  their  teenage 
daughters’  pregnancies.  Ladies’  Home  Journal,  8/99 

“WHEN  TO  CALL  911.”  When  do  you  call  and  what  happens  when  you  call 
for  emergency  assistance?  Physicians  provide  sound  advice  to  calm  even 
the  most  panic-filled  parents.  Parents,  8/99 

“OUTSMARTING  ALZHEIMER’S.”  Four  million  Americans  suffer  from 
Alzheimer's  disease.  Treating  or  preventing  the  disease  with  a vaccine  pro- 
vides hope  for  patients.  Newsweek,  7/19/99 


Physician  stress/burnout 
course  updated 


The  Texas  Medical  Association 
Committee  on  Physician  Health 
and  Rehabilitation  (PHR)  re- 
cently updated  the  course 
“Physician  Stress/Burnout”  to  in- 
clude suggestions  made  by  previous 
participants.  Specifically,  more  solu- 
tions are  offered,  recommending  spe- 
cific ways  a physician  can  manage  the 
stress  in  his  or  her  life. 

The  course  is  given  by  PHR  commit- 
tee regional  education  team  members 
to  county  medical  societies,  hospitals, 
and  other  groups,  at  no  charge,  upon 
request.  It  also  is  available  on  the  In- 
ternet at  www.texmed.org  under  “Edu- 
cation/CME,”  and  as  a home  study 
course.  Even  for  those  who  have  previ- 
ously taken  this  course,  the  revised  pro- 
gram is  an  excellent  refresher. 

The  “Physician  Stress/Burnout” 
course  is  one  of  a series  offered  by  the 
PHR  committee.  Other  topics  include 
“Alcohol  & Other  Drug  Use  Among 
Physicians,”  “Intervention  for  Physi- 
cians Who  May  be  Impaired,”  “How  to 
Establish  a Peer  Assistance  Commit- 
tee,” and  “Care  for  the  Caregiver  (Be- 
havioral & Emotional  Problems).” 

All  of  the  PHR  courses  have  been  des- 
ignated for  1 hour  of  Category  1 credit  of 
the  American  Medical  Association  Physi- 
cian’s Recognition  Award.  TMA  also  has 
designated  these  courses  as  ethics/pro- 
fessional education. 

To  request  a course  or  for  additional 
information,  contact  Linda  Kuhn  at 
(800)  880-1300,  ext  1342,  or  (512)  370- 
1342;  or  e-mail  linda_k@texmed.org.  ★ 


Aetna  invoived  in 
Florida,  Virginia  disputes 


This  probably  won’t  come  as  a sur- 
prise, but  Texas  physicians  are 
not  alone  in  their  problems  with 
Aetna  US  Healthcare.  The  Or- 
lando Business  Journal  reported 
in  July  that  several  Central  Florida 
physicians  are  refusing  to  renew  their 
Aetna  contracts  because  of  its  “all  prod- 
ucts” provision  that  does  not  allow 
physicians  to  contract  with  any  Aetna 
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insurance  program  unless  they  contract 
with  all  programs  offered  in  the  mar- 
ket. Aetna  has  extended  its  physician 
contract  renewal  deadline  to  Septem- 
ber and  has  told  employers  it  plans  “in- 
tense meetings”  with  doctors  to 
encourage  them  to  sign. 

Meanwhile,  the  Washington  Business 
Journal  says  Mary  Washington  Hospital 
of  Fredericksburg,  Va,  is  suing  Aetna’s 
Mid-Atlantic  NYLCare  Health  Plans  over 
$3  million  in  unsettled  and  unpaid 
claims.  The  hospital  sued  after  a year  of 
unsuccessftil  attempts  to  resolve  the  dis- 
pute. Hospital  officials  allege  NYLCare 
I continued  to  wrongfully  delay  and  deny 
payments  despite  signing  a memoran- 
!i  dum  of  understanding  in  which  it  prom- 
ised to  pay  claims  within  30  days,  the 
Business  Journal  reported.  ★ 


SUMMARIES  OF  RECENT  HEALTH  CARE  FINDINGS 


In  Case  You 


By  Jennifer  Ownby 


Use  of  atenolol  to  treat  hypertension  in  pregnancy  appears  to  have  adverse 
fetal  and  obstetric  effects,  and  these  are  rnost  pronounced  with  earlier  and 
prolonged  use.  American  Journal  of  Hypertension,  6/99 


Health  spending  to  grow 
more  slowly  than  expected 


An  experimental  nasal  spray,  called  FluMist,  is  effective  in  preventing  the 
flu  in  healthy  adults,  researchers  say,  and  could  make  it  to  the  market  as 
early  as  next  year.  Journal  of  the  American  Medical  Association,  7/14/99 


The  Health  Care  Financing  Ad- 
ministration (HCFA)  has  lowered 
its  projections  for  national  health 
spending  over  the  next  decade 
from  the  estimates  it  made  last 
year.  The  new  projections  show  the 
rate  of  growth  slows  to  an  average  of 
6.5%  during  1997-2007,  compared 
i with  last  year’s  projection  of  7%.  Na- 
j tional  health  spending  is  still  projected 
; to  double  in  level  by  2008. 

This  new  estimate  reflects  slower 
than  expected  growth  in  Medicare 
spending  in  1998,  and  slower  projected 
growth  for  both  private  and  Medicare 
spending  in  the  latter  half  of  the  pro- 
jection period,  HCFA  officials  say. 

The  study  projects  the  nation’s  total 
health  spending  will  reach  $2.2  trillion 
and  16.2%  of  the  Gross  Domestic  Prod- 
uct (GDP)  in  2008,  up  from  $1.1  tril- 
lion and  13.5%  in  1997.  In  last  year’s 
projection,  health  spending  was  pro- 
jected to  reach  16.6%  of  GDP  in  2007. 

Detailed  information  on  the  forecast, 
both  by  type  of  service  and  source  of 
funds,  is  available  on  the  HCFA  Web  site 
at  www.hcfa.gov/stats/nhe-proj/.  ★ 


After  prostatectomy  for  prostate  cancer,  biochemical  control  and  disease- 
free  survival  are  better  among  patients  who  undergo  adjuvant  radiation 
therapy  for  adverse  pathologic  findings  than  among  those  who  undergo  sal- 
vage radiation  therapy.  Urology,  7/99 

Americans  take  for  granted  they'll  get  a blood  transfusion  whenever  they 
need  one,  but  soon  that  may  not  be  the  case.  Blood  donations  are  dropping 
so  low  that  serious,  nationwide  shortages  could  hit  as  early  as  next  year. 
Associated  Press,  6/28/99 

High  rates  of  HIV  infection  in  certain  regions  may  thwart  efforts  to  eradi- 
cate measles,  British  and  American  investigators  report.  Clinical  Infec- 
tious Diseases,  7/99 

Doctors  and  psychologists  are  bracing  themselves  for  an  increase  in  men- 
tal breakdowns  related  to  the  end  of  the  century.  They  report  the  number  of 
patients  suffering  from  stress,  panic  attacks,  and  depression  linked  to  the 
arrival  of  the  year  2000  has  doubled  in  the  past  6 months.  New  York  Times 
Syndicate,  6/28/99 

Serial  creatine  kinase-MB  (mass)  measurements  can  be  used  to  determine 
within  7 hours  of  the  onset  of  chest  pain  whether  a patient  has  experienced 
acute  myocardial  infarction.  European  Heart  Journal,  7/99 

Body  size  and  blood  pressure  are  rising  among  US  adolescents  between 
the  ages  of  10  and  14,  according  to  results  of  a 10-year  Minnesota-based 
trial.  Reuters,  6/29/99 

Psychological  stress  seems  to  be  a risk  factor  for  infertility  only  in  women 
with  long  menstrual  cycles,  a team  of  Danish  researchers  reports.  Fertility 
and  Sterility,  7/99 
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Home  HIV  test  kits 
not  reliable,  FTC  warns 


If  your  patients  tell  you  they  used  a 
home  test  kit  being  sold  on  the  In- 
ternet to  check  their  HFV  status,  tell 
them  they  probably  should  get  a le- 
gitimate test.  They  may  have  gotten 
some  bad  information. 

The  Federal  Trade  Commission 
(FTC)  has  issued  an  alert  that  some 
home-use  test  kits  can  give  false  infor- 
mation. The  FTC  recently  tested  HIV 
kits  advertised  and  sold  on  the  Internet 
and  in  every  case,  the  kits  showed  a 
negative  result  when  they  should  have 
shown  a positive  one. 


Although  the  Internet  ads  say  the 
kits  are  available  only  outside  the 
United  States,  consumers  here  have 
been  able  to  purchase  them.  Some  of 
the  ads  say  or  imply  the  kits  have  been 
approved  by  the  World  Health  Organi- 
zation (WHO),  but  WHO  does  not  ap- 
prove or  license  such  kits. 

The  US  Food  and  Drug  Administra- 
tion has  approved  only  one  home  test 
kit  for  sale  in  the  United  States.  The 
Home  Access  Express  system  allows 
consumers  to  collect  a blood  sample  at 
home,  but  it  must  be  sent  to  a labora- 
tory for  analysis.  ★ 


Symposium  readers 
earn  CME  credit 


Physicians  who  read  the  special 
Symposium  on  Environmental 
Medicine  in  the  October  issue 
of  Texas  Medicine  will  be  eligi- 
ble for  2 hours  of  AMA  Physi- 
cian’s Recognition  Award  Category  1 
continuing  medical  education  (CME) 
credit.  Texas  Medicine  is  the  first  state 
medical  society  magazine  to  offer 
CME  credit. 

The  October  issue  was  approved 
for  CME  credit  by  the  Texas  Medical 
Association  Committee  on  Continu- 
ing Medical  Education  as  part  of 
TMA’s  overall  CME  program,  which 
recently  received  a 6-year  accredita- 
tion from  the  Accreditation  Council 
for  Continuing  Medical  Education. 
Physicians  can  receive  CME  credit 
by  reading  the  articles  any  time 
within  a year  after  the  October  issue 
is  published  and  returning  an  evalu- 
ation form  that  will  be  included  in 
the  magazine. 

CME  credit  also  can  be  earned  by 
reading  the  articles  on  the  TMA  Web 
site  at  www.texmed.org. 

“Texas  Medicine  recognizes  the  im- 
portance of  continuing  medical  edu- 
cation, not  just  as  a requirement  for 
licensure  but  as  an  integral  part  of 
the  practice  of  medicine,”  said  John 
C.  Jennings,  MD,  of  Amarillo,  chair 
of  the  magazine’s  Editorial  Commit- 


tee. “The  symposium  issues  of  our 
journal  target  topics  that  are  particu- 
larly applicable  to  the  practice  of 
Texas  physicians.  By  offering  CME 
credits  for  these  issues,  we  hope  to 
encourage  critical  examination  of  ar- 
eas that  are  important  to  a majority 
of  our  readership,  while  simultane- 
ously making  it  easy  to  obtain  CME.” 

Jeffrey  L.  Levin,  MD,  MSPH,  is 
the  guest  editor  of  the  issue.  Dr 
Levin  is  professor  and  chair  of  occu- 
pational and  environmental  medi- 
cine at  The  University  of  Texas 
Health  Center  at  Tyler.  In  addition  to 
his  commentary,  “Symposium  on  En- 
vironmental Medicine:  Into  the  Next 
Millennium,”  the  issue  will  contain 
the  following  articles: 

• “Environmental  Awareness  Among 
Physicians:  What  Are  Environmen- 
tal Health  and  Environmental 
Medicine?” 

• “Physicians  Have  an  Important 
Role  in  Environmental  Issues.” 

• “The  Role  of  Research  in  Environ- 
mental Science  and  Health.” 

• “The  Alphabet  Soup  of  Environ- 
mental Regulations.” 

• “Environmental  Health  Issues 
Along  the  United  States-Mexico 
Border:  an  Airshed  in  Evolution.” 

• “Occupational  Asthma.” 

• “The  Texarkana  Mercury  Incident.” 

• “The  Silent  Voice  of  Reason.”  ★ 


22 


Texas  Medicine  Rounds 


www.texmed.org 


The  Expertise  Referring  Physieians 
Have  Come  To  Count  On:  Cook  Childrens 
Talks  With  Dr.  Lawrenee  Fox. 


Dr.  Lawrence  Fox  — Medical  Director  Of  Cardiovascular  Surgery 


Dr.  Fox,  you  are  one  oe  only  a few  pediatric 

CARDIOVASCULAR  SURGEONS  IN  THE  U.S.  WHO  PER- 
FORM CORRECTIVE  SURGERY  FOR  HYPOPLASTIC  LEFT 
HEART  SYNDROME.  As  YOU  WORK  WITH  REFERRING 
PHYSICIANS,  WHAT  IS  IT  THAT  PROMPTS  THEM  TO 
CONTINUE  TO  REFER  PATIENTS  TO  YOU  FOR  THIS  AND 
OTHER  PEDIATRIC  HEART  PROBLEMS? 

The  child’s  primary  care  physician  knows  we’re  committed  to  deliv- 
ering the  highest  quality  care,  and  that  we  have  the  expertise  and 
technology  to  do  things  other  hospitals  can’t.  Our  goal  is  to  return  a 

healthy  child  to  his  or  her  parents  and 
pediatrician  as  soon  as  possible. 

How  DO  YOU  WORK  WITH 
REFERRING  PHYSICIANS 
k,  SO  THAT  YOU  DO  NOT  IN 
ANY  WAY  DIMINISH  THEIR 
OWN  RELATIONSHIP  WITH 
THEIR  PATIENTS? 

In  a word,  communi- 
cation. We  keep 
the  referring 
physician 
informed 

every 


step  of  the  way.  After  the  operation  is  done,  the  primary  care  doctor 
gets  a call  and  a letter,  and  the  same  occurs  on  the  day  of  the 
patient ’s  discharge.  Also,  our  nurses  make  sure  to  keep  the  referring 
physician  informed  about  any  changes  in  the  patient’s  condition. 

What  do  referring  physicians  think  are  the 

KEYS  TO  EXCELLENT  PEDIATRIC  SPECIALTY  CARE? 

They  want  to  see  us  care for  the  patient’s  problem  with  a good  result 
and  return  the  patient  to  them  promptly.  Referring  physicians  also 
know  that  we  do  a lot  of  surgeries  at  Cook  Children's,  and  it’s  like 
anything  else  - the  more  you  do,  the  better  the  outcomes.  Another 
thing  they  appreciate  is  the  fact  we  have  a cardiac  support  group 
that  helps  reduce  the  stress  of  families  and  everyone  involved. 

Can  you  relate  an  interesting  case  which 

EXEMPLIFIES  THE  TRUST  OF  REFERRING  PHYSICIANS 
IN  YOUR  SPECIALTY  CARE  HERE  AT  CoOK  CHILDREN  S? 
Yes.  A baby  was  born  with  a condition  known  as  transposition  of  the 
great  arteries,  which  means  the  position  of  the  heart’s  major  arteries 
needs  to  be  “switched.  ’’  If  uncorrected,  most  babies  will  die  in  the 
first  few  weeks  of  life.  The  referring  physician  knew  we  performed 
many  of  these  complex  operations  with  a very  high  level  of  success, 
and  was  therefore  calling  to  have  our  team  care  for  his  patient. 

Cook  Children’s  Medical  Center  is  located  in  Fort  Worth, 
Texas.  For  more  information  on  Dr.  Fox  and  his  partner  in 
Cardiovascular  Surgery,  Jeffrey  Heinle,  call  1-800-COOK517. 


CookChildren’s. 
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Patients’  bill  of  wrongs 

US  Senate  puts  HMOs  in  the  driver’s  seat  with  managed  care  reforms 


HMOs' 

moF 

1^ 
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t’s  one  of  the  oldest  cliches  in 
politics,  but  people  are  still 
fond  of  saying  the  two  things 
you  don’t  want  to  see  made 
are  laws  and  sausages.  That 
may  be  particularly  true  of 
B1  the  process  by  which  the  US 
Senate  crafted  a so-called  “Pa- 
tients’ Bill  of  Rights”  in  mid-July. 

After  months  of  posturing  and 
4 days  of  lengthy  and  sometimes 
heated  debate,  the  Senate  passed 


managed  care  legislation  drafted  by  the  Republican  majority.  The  bill,  offered  sight 
unseen  by  all  but  a few  Republican  senators  and,  presumably,  the  health  plan  lobby, 
passed  as  a complete  substitute  for  the  Democratic  version  on  almost  a straight  party 
line  vote.  Republicans  told  angry  Democratic  senators  that  they  did  not  get  copies  of 
the  bill  before  the  vote  because  the  copiers  had  broken  down.  > >■ 


By  Ken  Ortolon,  Associate  editor 
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Observers  say  the  Patients’  Bill  of 
Rights  debate  was  one  of  the  most  in- 
tensely partisan  battles  they’ve  witnessed 
in  Congress.  And  numerous  Washington 
insiders  expressed  disgust  over  the  way 
both  parties  put  politics  above  policy. 

The  outcome  had  to  please  managed 
health  care  plans  and  their  business  al- 
lies, who  fought  tooth  and  nail  to  keep 
substantive  managed  care  reforms  off 
I the  Senate  floor.  The  bill  already  has 
been  dubbed  an  “HMO  Bill  of  Rights.” 

Meanwhile,  physicians  say  patients 
will  be  the  big  losers  if  the  Senate  Re- 
publican bill  ever  becomes  law. 

“I  think  it’s  a devastating  setback  for 
what  we’ve  been  able  to  do  to  improve 
the  health  care  climate  for  patients 
here  in  Texas,”  Texas  Medical  Associa- 
tion President  Alan  C.  Baum,  MD,  of 
Houston,  said  of  the  Senate  bill. 

Dr  Baum  expressed  little  optimism 
the  US  House  of  Representatives  can 
produce  a better  product.  Even  if  more 
substantive  reforms  were  to  come  out 
of  the  House,  TMA  lobbyists  say  that 
I might  only  set  the  stage  for  a bitter 
I fight  to  reconcile  House  and  Senate 
bills  in  conference  committee. 

Still,  an  effort  is  under  way  in  the 
House  to  cut  through  the  partisanship 
! that  has  been  displayed  on  the  man- 
aged care  reform  issue.  A group  of 
moderate  Republicans,  led  by  a hand- 
ful of  doctor-lawmakers,  will  attempt 
to  craft  a consensus  patient  protection 
act  and  get  it  to  the  floor  of  the  House 
later  this  year.  The  outlook  for  their 
proposal  is  mixed,  but  the  lawmakers 
say  they  are  encouraged  by  the  willing- 
ness of  at  least  one  key  House  commit- 
tee chair  to  consider  their  proposal. 

Setting  the  stage 

The  tone  for  July’s  Senate  debate  actually 
was  set  in  1998  when  House  and  Senate 
Democrats  introduced  Patients’  Bill  of 
Rights  legislation.  The  Republican  major- 
ity kept  the  bill  from  moving  for  months 
but  finally  bowed  to  public  opinion. 

“I  think  there  was  so  much  attention 
placed  on  the  Patients’  Bill  of  Rights 
then  that  the  Republican  majority  in 
the  House  — under  the  pressure  of 
public  opinion  — finally  decided  they 
were  going  to  have  to  do  something,” 
said  Connie  Barron,  TMA’s  associate  di- 
rector for  legislative  affairs. 


Republican  leaders  countered  by  ap- 
pointing a GOP  task  force  to  look  at  the 
issue.  The  task  force  met  behind  closed 
doors  for  several  months  before  unveiling 
a managed  care  reform  plan  that  was  a 
health  plan  executive’s  dream.  The  bill  in- 
cluded no  accountability  for  health  plans 
that  make  negligent  medical  necessity  de- 
cisions and  gave  health  maintenance  or- 
ganizations (HMOs)  the  right  to  choose 
the  reviewer  in  what  was  supposed  to  be 
an  independent  appeals  process. 


The  bill,  sponsored  by  now-Speaker  of 
the  House  Dennis  Hastert  (R-111),  passed 
on  virtually  a straight  party  line  vote. 
Only  12  Republicans  — including  Texas 
Reps  Henry  Bonilla,  of  San  Antonio,  Ron 
Paul,  of  Surfside,  and  Kevin  Brady,  of  The 
Woodlands  — voted  against  it. 

Fortunately  for  physicians  and  pa- 
tients, the  bill  floundered  in  the  Senate, 
never  making  it  to  the  floor  for  debate. 
Unfortunately,  virtually  the  same  bill 
was  trotted  out  again  this  year  to 
counter  Democrats  when  they  again 
filed  their  version  of  the  Patients’  Bill  of 
Rights,  which  closely  resembles  the  pa- 
tient protection  laws  enacted  in  1997 
by  the  Texas  Legislature. 

Forcing  the  issue 

This  time.  Speaker  Hastert  promised  a 
full  and  open  committee  markup  of 
managed  care  reforms.  Despite  that 
promise,  however,  the  legislation  lan- 
guished in  both  chambers.  Senate  De- 
mocrats finally  forced  the  issue  by 
virtually  stalling  all  work  in  the  Senate 
for  several  days. 

“In  an  attempt  to  get  the  bill  heard 
and  get  the  issues  debated  publicly. 
Senate  Democrats  began  trying  to  add 
provisions  of  their  Patients’  Bill  of 
Rights  onto  various  appropriations 
bills,”  Ms  Barron  said.  “Every  time  they 
would  put  an  amendment  on,  the  Re- 
publicans would  vote  it  down.  Then  the 
Democrats  would  try  to  put  it  on  again. 
This  was  just  tying  up  the  process.” 


After  the  Senate  was  shut  down  for 
4 days,  the  Republican  leadership 
agreed  to  allow  floor  debate  on  the 
measure.  This  is  where,  observers  say, 
the  process  and  the  motives  of  senators 
from  both  parties  became  somewhat 
convoluted.  Republican  majority  and 
Democratic  minority  leaders  agreed  to 
rules  for  the  debate  that  allowed  Ma- 
jority Leader  Sen  Trent  Lott  (R-Miss)  to 
author  the  “underlying  bill.”  That 
meant  Republicans  could  choose  which 


bill  would  be  the  starting  point  for  the 
debate.  The  parties  also  agreed  to  limit 
debate  to  4 days,  with  time  limits  for 
debate  on  each  amendment  offered. 

Everyone  assumed  Senator  Lott 
would  lay  out  the  Republican  bill,  with 
its  weak  patient  protections,  as  the  un- 
derlying bill.  But,  in  a somewhat  sur- 
prising move,  the  bill  he  laid  out  as  his 
own  was  the  Democratic  Patients’  Bill 
of  Rights  measure.  Ms  Barron  says  that 
was  a maneuver  designed  to  stifle  the 
amendment  process  and  limit  an  open 
discussion  of  the  issues  by  giving  De- 
mocrats nothing  to  amend.  One  Senate 
staff  member  close  to  the  debate,  who 
asked  not  to  be  identified,  says  it  also 
gave  the  Republicans  the  chance  to  be 
on  the  offensive,  rather  than  having  to 
defend  each  provision  of  their  bill. 

“But  the  very  first  amendment  the 
Democrats  offered  was  to  replace  the 
underlying  bill  with  the  Republican  bill 
so  that  they  could  go  ahead  with  their 
amendment  strategy,”  Ms  Barron  said. 
That  failed,  as  did  every  other  Demo- 
cratic attempt  to  amend  the  bill. 

Once  the  Democrats  were  out  of 
amendments.  Republicans  offered  their 
original  bill  as  a complete  substitute  for 

All  articles  In  Texas  MedicineXhaX  mention  Texas  Med- 
ical Association's  stance  on  state  legislation  are 
defined  as  “legislative  advertising,"  according  to  Texas 
Govt  Code  Ann  §305.027.  That  law  requires  disclosure  of 
the  name  and  address  of  the  person  who  contracts  with 
the  printer  to  publish  the  legislative  advertising  in 
Texas  Medicine:  Louis  J.  Goodman,  PhD,  Executive 
Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 


“I  think  it’s  a devastating  setback 
for  what  we’ve  been  able  to  do  to  improve 
the  health  care  climate  for  patients  here  in  Texas.” 
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the  measure  that  had  been  laid  out  by 
Majority  Leader  Lott.  That  bill  passed  on 
July  15  by  a 53-47  margin.  The  outcome 
again  was  a straight  party  line  vote  with 
only  Sens  John  Chafee  (R-RI)  and  Peter 
Fitzgerald  (R-Ill)  breaking  GOP  ranks. 

The  bill  that  passed  does  grant  some 
new  rights  for  patients.  Health  plans 
would  be  required  to  pay  for  reasonable 
emergency  room  care  and  women 


would  be  able  to  see  an  obstetrician-gy- 
necologist without  a referral.  However, 
48  million  Americans  are  covered  by  so- 
called  “self-funded”  plans  offered  by 
large  employers,  but  only  an  estimated 
10%  of  them  would  benefit  from  the 
Senate  bill.  And,  an  obstetrician-gyne- 
cologist could  not  serve  as  a woman’s 
primary  care  physician. 

Senators  adopted  an  appeals  process 
that  applies  to  persons  whose  health  in- 
surance is  provided  through  their  em- 
ployer. However,  the  bill  stacks  the 
process  against  the  patient  by  letting  the 
plan  choose  the  reviewer.  And,  that  pro- 
vision would  override  the  strong  external 
appeals  process  enacted  by  the  Texas  Leg- 
islature in  1997  as  part  of  the  landmark 
patient  protection  legislation.  On  top  of 
that,  patients  were  not  given  the  right  to 
sue  their  health  plans  for  negligent  med- 
ical necessity  decisions,  which  means 
health  plans  will  have  no  accountability 
beyond  the  weak  appeals  process. 

Possibly  most  damaging,  the  bill  al- 
lows insurance  plans,  not  physicians, 
to  determine  what  is  medically  neces- 
sary. “I  think  that  is  the  most  devastat- 
ing part  of  what  came  out  of  the 
Senate,”  Dr  Baum  said.  “To  pass  a bill 
that  says  an  insurance  carrier  or  an 
HMO  plan  should  be  the  entity  to  de- 
cide what  is  medically  necessary  is  lu- 
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dicrous.  The  two  people  who  have  to 
make  that  decision  are  the  patient  and 
the  patient’s  physician.” 

Dr  Baum  says  he  is  “disappointed” 
that  Texas’  two  Republican  senators 
voted  for  the  Republican  bill.  “I’m  not 
sure  they  fully  understood  the  conse- 
quence of  their  vote,”  he  said.  “I  think 
they  had  some  concerns  about  allowing 
patients  to  have  redress  against  their 


health  carriers.  And,  I think  they  believe 
this  review  process  that  will  be  set  up  by 
the  insurance  carrier  is  going  to  be  ade- 
quate, but  we  don’t  feel  that  way.” 

In  a recent  letter  to  Gov  George  W. 
Bush,  Dr  Baum  urged  the  governor  to  op- 
pose the  Senate  bill  and  support  a bipar- 
tisan approach  to  managed  care  reform. 
“We  all  agree  that  a strong,  truly  inde- 
pendent review  system  is  the  key  to  mak- 
ing the  investor-driven  HMOs  provide 
the  health  care  services  for  which  our  pa- 
tients have  paid.  In  Texas,  it  has  been  the 
key  to  keeping  the  vast  majority  of  these 
disputes  out  of  the  courtroom. 

“In  very  plain  language,”  Dr  Baum 
continued,  “the  Senate  Republican  ver- 
sion preempts  Texas’  independent  ap- 
peal law  and  substitutes  a substantially 
inferior  appeal  mechanism  that  is  far 
from  independent.  Their  version  allows 
the  health  plan  to  handpick  the  re- 
viewer, could  drag  out  the  review 
process  for  months,  and  is  everything 
you  expect  in  legislation  drafted  by  the 
insurance  lobby.” 

Meet  the  depressed 

Some  on  Capitol  Hill  described  the 
whole  debate  as  a “very  depressing 
week.”  Republicans  closed  ranks  and 
voted  down  every  Democratic  amend- 
ment even  though  some  of  their  mem- 
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bers  personally  favored  them.  In  some 
instances,  the  Republicans  turned 
around  and  offered  watered-down  ver- 
sions of  virtually  the  same  amendment. 
The  lockstep  votes  were  designed  to 
avoid  a party  split  like  the  one  that  em- 
barrassed Republicans  during  the  gun 
control  debate  earlier  this  year.  And,, 
despite  denials  by  Republican  senators, 
intense  pressure  was  placed  on  them 
not  to  break  ranks,  observers  say. 

Democrats  came  in  for  their  fair 
share  of  criticism,  as  well.  Their  insis- 
tence on  running  with  provisions  that 
even  moderate  Republicans  argued 
would  drive  up  health  insurance  premi- 
ums prevented  a compromise  proposal 
from  being  introduced.  One  observer 
says  Democratic  senators  knew  they 
had  lost  the  day  after  the  defeat  of 
their  first  amendment  to  allow  women 
to  designate  their  obstetrician-gynecol- 
ogists as  their  primary  care  doctors  — 
one  of  the  most  politically  popular  pro- 
visions in  their  version  of  the  Patients’ 
Bill  of  Rights.  After  that,  the  remaining 
debate  was  little  more  than  an  attempt 
to  establish  a record  that  they  could  use 
against  Republicans  in  the  2000  elec- 
tion campaigns,  the  observer  says. 

Since  President  Clinton  has  threat- 
ened to  veto  the  Senate  bill  if  it  ever 
reaches  his  desk,  the  motive  of  senators 
from  both  parties  may  simply  have 
been  to  build  a campaign  record. 

Back  to  the  House 

what  little  hope  that  remains  for  enact- 
ment of  substantive  managed  care  re- 
forms by  Congress  this  year  now  rests 
with  the  House.  Robert  W.  Sloane,  Jr, 
MD,  of  Fort  Worth,  chair  of  TMA’s  Coun- 
cil on  Legislation,  says  that  three  possible 
scenarios  could  play  out  there.  First,  spec- 
ulation has  been  made  that  House  major- 
ity leaders  will  put  the  Senate  bill  on  a 
fast  track,  bypass  the  committee  process, 
and  take  the  Senate  bill  straight  to  the 
floor  for  a vote.  The  second  scenario  is 
that  a bill  similar  to  that  passed  by  the 
Senate  may  advance  through  the  House 
Education  and  the  Workforce  Committee. 
US  Rep  John  Boehner  (R-Ohio),  chair  of 
the  Education  and  Workforce  Subcom- 
mittee on  Employer-Employee  Relations, 
is  attempting  to  move  a bill  that  Dr 
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“To  pass  a bill  that  says  an  insurance  carrier 
or  an  HMO  plan  should  be  the  entity  to  decide 
what  is  medically  necessary  is  ludicrous. 
The  two  people  who  have  to  make  that  decision 
are  the  patient  and  the  patient’s  physician.” 


Legislative  Affairs 


Sloane  says  is  not  likely  to  be  much  bet- 
ter than  the  Senate  version. 

The  most  promising  scenario  is  that 
the  House  bill  could  originate  in  the 
House  Commerce  Committee,  chaired 
by  US  Rep  Thomas  Bliley  (R-Va).  Several 
moderate  Republican  committee  mem- 
bers — led  by  US  Reps  Charles  Nor- 
wood, of  Georgia,  Tom  Coburn,  of 
Oklahoma,  Greg  Ganske,  of  Iowa,  and 
others  — have  proposed  a compromise 
plan  called  the  Consensus  Managed 
Care  Improvement  Act.  Representative 
Norwood  is  a dentist  and  Representa- 
tives Coburn  and  Ganske  are  physicians. 

The  “consensus”  bill  includes  the 
right  of  patients  to  choose  their  own 
doctors  and  hospitals.  It  creates  a truly 
independent  external  appeals  process 
and  it  gives  patients  the  right  to  sue  their 
health  plans  for  negligent  medical  ne- 
cessity decisions.  Dr  Sloane  says  the  bill 
looks  like  something  TMA  and  organized 
medicine  can  get  “100%  behind.” 

State  Sen  David  Sibley  (R-Waco),  who 
authored  the  Texas  patient  protection 
laws,  was  in  Washington,  DC,  shortly  af- 
ter the  Senate  debate  to  receive  the 
American  Medical  Association’s  1999  Dr 
Nathan  Davis  Award  for  his  hard  work  on 
patients’  rights  in  Texas.  While  there,  he 
met  with  several  of  the  Republican  legis- 
lators who  support  the  consensus  bill  to 
discuss  the  Texas  experience  and  legisla- 
tive strategy.  Senator  Sibley  was  quoted 
in  the  July  26  issue  of  Newsweek  saying 
that  patients’  rights  legislation  deserves 
nonpartisan  support. 

“If  you’re  going  to  hold  a welfare 
mother  accountable  for  a child  out  of 
wedlock,  why  not  hold  an  HMO  ac- 
countable for  a medical  decision  it 
makes?”  the  senator  told  Newsweek. 

John  Stone,  press  secretary  for  Rep- 
resentative Norwood,  says  Representa- 
tive Bliley  has  received  the  consensus 
bill,  and  Representative  Bliley  and  US 
Rep  John  Dingell,  of  Michigan,  the 
ranking  Democrat  on  the  Commerce 
Committee,  are  discussing  whether 
they  can  produce  a compromise. 

Mr  Stone  says  the  consensus  strat- 
egy calls  for  two  bills  to  address  the  is- 
sues involved  in  the  managed  care 
reform  debate.  The  Consensus  Man- 
aged Care  Improvement  Act  focuses  on 


true  patient  protection  issues,  such  as 
access  to  specialists  and  emergency 
room  care,  HMO  accountability,  gag 
rules,  and  continuity  of  care.  A second 
bill  — the  Consensus  Health  Care  Ac- 
cess and  Choice  Act  — targets  eco- 
nomic issues,  such  as  insurance  pools, 
tax  deductibility  of  health  care  premi- 
ums, and  medical  savings  accounts. 

“One  of  the  most  divisive  things  in 


sensus  bill.”  He  predicted  the  consensus 
bill  could  get  as  many  as  300  votes  in  the 
435-member  House  of  Representatives  if 
it  is  allowed  to  come  to  the  floor. 

Despite  his  optimism  for  the  bill. 
Representative  Coburn  was  not  ready 
to  count  on  that  many  votes.  “The  real 
question  is  this:  do  the  Democrats  re- 
ally want  to  help  patients  or  do  they 
want  to  play  politics?  [Minority 


“If  you’re  going  to  hold  a welfare  mother  accountable 
for  a child  out  of  wedlock,  why  not  hold  an  HMO 
accountable  for  a medical  decision  it  makes?” 


trying  to  reach  a bipartisan  solution  in 
this  whole  debate  is  that  there  are  a lot 
of  solid,  good  business  proposals  out 
there  that  will  lower  the  cost  of  health 
insurance,  but  the  Democrats  all  hate 
them,”  Mr  Stone  said.  “Likewise,  we’ve 
got  a bunch  of  great  patient  protec- 
tions, and  a large  number  of  Republi- 
cans hate  those.  You  try  and  put  them 
both  together  in  the  same  bill  and  sud- 
denly nobody  will  vote  for  it.” 

By  splitting  the  issues  into  two 
measures,  chances  of  moving  substan- 
tive patient  protections  to  the  House 
floor  for  a vote  are  increased,  he  says. 

Representative  Coburn  also  was  op- 
timistic the  consensus  bill  would  find 
support  in  the  Commerce  Committee. 
“We  feel  confident  that  the  vast  major- 
ity of  the  things  in  our  bill  will  be  in  the 
bill  that  comes  out  of  the  Commerce 
Committee,”  he  said.  He  adds  that  mod- 
erate Republican  opposition  to  Repre- 
sentative Boehner’s  bill  appears  to  have 
that  measure  bottled  up  in  the  Educa- 
tion and  the  Workforce  Committee,  im- 
proving the  chances  that  the  Commerce 
Committee  bill  will  be  the  vehicle  for 
House  managed  care  reforms. 

Predicting  the  future 

Should  GOP  leaders  attempt  to  fast  track 
the  Senate  bill,  moderate  Republicans 
also  will  be  able  to  block  its  passage  on 
the  House  floor,  Mr  Stone  says.  “If  that’s 
the  case,  bring  it  on,”  he  said.  “The  first 
amendment  will  be  to  substitute  the  con- 


Leader] Dick  Gephardt  doesn’t  want  to 
help  patients.  He  wants  to  use  it  as  a 
campaign  issue.  The  Republicans 
walked  right  into  that  in  the  Senate 
and  we’re  not  going  to  walk  into  that  in 
the  House.  We  want  a bill  signed  and 
we  are  willing  to  do  what’s  necessary.” 

While  Democrats’  motives  may  be  in 
doubt,  so  are  those  of  the  Republican 
leadership.  Ms  Barron  says  the  outlook 
for  enactment  of  adequate  patient  pro- 
tections likely  will  depend  on  how  large 
a role  GOP  leaders  believe  managed 
care  reform  will  play  in  the  next  elec- 
tions. Democrats  campaigned  heavily 
on  the  issue  in  1998  and  several  Repub- 
lican House  members  lost  their  jobs.  Yet 
the  leadership  may  not  be  convinced 
managed  care  was  a key  issue. 

“If  Republicans  truly  believe  that  the 
health  care  issue  did  not  play  a key  role 
in  the  loss  of  seats  in  the  last  cycle, 
then  they  may  not  believe  that  it  will 
play  a role  this  time  around,”  Dr  Sloane 
said.  “And,  if  it’s  not  a big  campaign  is- 
sue, if  they  think  they  can  shift  the  de- 
bate to  other  things,  then  they  may 
choose  to  take  their  chances  and  not  let 
it  get  to  the  floor.”  ★ 
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The  new  disease  team 


Will  Texas  Tech’s  disease  management  test  project  begin  a new  turf  war? 


Artman 


elivering  the  best  care  to  patients 
H is  a team  effort,  and  as  with  any 
I good  team,  physicians  and  phar- 

I macists  have  always  known  their 
■ roles  and  have  cooperated  to 

II  achieve  the  best  results.  But  in 
W recent  years,  the  boundaries  sep- 
arating those  roles  have  blurred  as  phar- 
macists across  the  nation  have  begun 
efforts  to  take  on  more  responsibility.  Not 
all  of  their  motivation  lies  in  improving 
the  quality  of  care,  however,  and  some  in- 
sist physicians  should  make  the  calls  when 
it  comes  to  revising  the  lineup.  >■  > 


By  Monica  Maldonado,  Associate  editor 
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A case  in  point:  The  complications 
and  prevalence  of  type  2 diabetes  have 
always  reciuired  a team  effort,  and  yet 
in  the  fight  against  the  disease,  the 
team  thus  far  has  been  overmatched. 
Somewhere  among  visits  to  physicians, 
registered  nurses,  certified  diabetes  ed- 
ucators, pharmacists,  and  dietitians, 
many  diabetics  fall  off  track,  racking 
up  medical  bills  that  could  otherwise 
be  avoided.  These  patients  contributed 
vastly  to  the  $4  billion  spent  on  dia- 
betic patients  in  Texas  in  1992.  Studies 
estimate  that  medical  expenditures  for 
diabetics  are  almost  four  times  higher 
on  average  than  for  nondiabetics. 

It  seems  a worthwhile  endeavor, 
then,  to  investigate  whether  the  lineup 
should  be  reworked  to  create  better 
outcomes,  which  in  turn  would  lead  to 
lower  costs.  In  fact,  a pilot  project  from 
the  Texas  Tech  University  Health  Sci- 
ences Center  School  of  Pharmacy,  origi- 
nally slated  to  begin  this  year,  will  try  to 
prove  that  pharmacists  should  step  up 
their  involvement.  But,  so  far,  the  pro- 
posal has  met  with  delays,  both  from 
the  Health  Care  Financing  Administra- 
tion (HCFA)  and  the  Texas  Medical  As- 
sociation. While  both  groups  believe 
studying  the  value  of  increased  involve- 
ment by  pharmacists  is  worthwhile, 
they  say  the  proposal  needs  further  re- 
finements, especially  in  terms  of  how 
J physicians  would  fit  into  the  program. 

At  press  time,  a six-member  technical 
advisory  panel  of  pharmacists  and  physi- 
cians, created  by  the  Texas  Health  and 
Human  Services  Commission  (HHSC) 
and  including  representatives  from  TMA, 
the  Texas  Academy  of  Family  Physicians, 
the  Texas  Academy  of  Internal  Medicine, 
Texas  Tech,  and  the  Texas  Pharmacy  As- 
sociation (TPA),  was  discussing  and  re- 
working the  proposal  for  Tech’s  “Care  of 
j Type  2 Diabetic  Patients  by  Community 
! Pharmacists:  A Texas  Medicaid  Demon- 
stration Project.”  So  far,  about  the  only 
thing  the  group  seems  to  have  settled  on 
j is  that  the  name  be  changed  to  “A  Physi- 
' cian/Pharmacist-Team  Approach  to  Care 
of  Type  2 Diabetic  Patients:  A Texas  Medi- 
caid Demonstration  Project.”  It’s  a 
mouthful,  but  it  signals  that  physicians 
have  made  inroads  in  gaining  control  of 
the  project. 

Jill  Aslakson,  TMA’s  scientific  affairs 
specialist  who  has  been  organizing  the 


critique  of  the  proposal,  says  that  from 
physicians’  viewpoint,  the  issue  is 
twofold:  What  is  the  cost  benefit  of  phar- 
macists’ expanding  their  role  in  the  treat- 
ment of  diabetics  under  the  supervision 
of  physicians,  and  is  this  study  designed 
well  enough  to  answer  that  question? 

An  idea  raises  eyebrows 

The  idea  of  pharmacists  applying  dis- 
ease management  to  care  for  patients 
with  chronic  diseases  is  not  new.  A story 
in  a January  1999  Wall  Street  Journal  ti- 


tled, “Pharmacists  Are  Starting  to  Move 
in  on  Doctors’  Turf,”  reported  that  21 
states  (including  Texas)  have  given 
pharmacists  the  authority  to  initiate  or 
modify  drug  treatment  if  they  have  col- 
laborative agreements  with  physicians. 
Last  April,  HCFA  made  Mississippi  the 
first  state  to  reimburse  pharmacists  un- 
der Medicaid  for  advising  patients  with 
diabetes  and  other  chronic  problems, 
but  private  insurers  are  cool  on  the 
idea,  the  paper  reported. 

Responding  to  questions  from  Texas 
Medicine,  Arthur  Nelson,  RPh,  PhD, 
dean  of  the  Texas  Tech  pharmacy  school 
and  principal  investigator  for  the  pro- 
posal, said  he  believes  pharmacists  “can 
help  fill  the  gap  to  render  quality  pa- 
tient care  at  lower  system  costs. 

“It’s  not  economical  for  the  physician 
to  provide  these  services  and  interven- 
tions,” Dr  Nelson  said,  “especially  in  a 
managed  care  system  in  which  physi- 
cians don’t  receive  adequate  compensa- 
tion for  chronic  disease  management.” 

And  according  to  Dr  Nelson,  other 
compelling  economic  reasons  to  ex- 
pand the  role  of  pharmacists  exist.  Not 
only  would  it  reduce  system-wide  ex- 
penditures, but  it  also  could  positively 
affect  pharmacists’  income. 

“Managed  care  has  put  pressure  on 
pharmacists’  professional  dispensing 
fees,”  he  said.  “Developing  these  types 


of  direct  patient  care  services  is  vital 
for  the  long-term  economic  viability  of 
the  profession.” 

Physicians  who  have  followed  the 
history  of  the  disease  mtinagement 
concept  — in  which  teams  of  physi- 
cians and  other  health  care  profession- 
als work  together  to  design  a treatment 
plan  for  patients  with  chronic  diseases 
in  an  effort  to  improve  patient  compli- 
ance with  treatment  guidelines  and  re- 
duce costs  — have  heard  this  line  of 
reasoning  before.  Having  healthier  pa- 


tients is  indeed  one  reward,  but  the 
driver  for  the  recent  growth  of  disease 
management  is  apparent:  the  $500-bil- 
lion  gold  mine  that  is  the  business  of 
chronic  disease  care. 

According  to  the  recently  formed 
Disease  Management  Purchasing  Con- 
sortium and  Advisory  Council  (its  very 
existence  testifying  to  the  growth  of 
these  programs),  disease  management 
is  already  a $350-million-a-year  indus- 
try. In  fact,  the  idea  was  the  brainchild 
of  pharmaceutical  companies  intent  on 
marketing  their  products  to  the  right 
patients.  Now,  private  vendors  offer 
their  services  to  health  maintenance 
organizations  and  other  insurers,  bid- 
ding to  bring  down  their  expenditures 
on  chronic  disease  care. 

But  A1  Lewis,  founder  of  the  consor- 
tium, argues  that  it’s  impossible  for  a 
disease  management  program  to  save 
or  make  money  without  improving  the 
quality  of  care:  “You  can’t  have  one 
without  the  other.”  He  also  reports  that 
while  the  industry  is  growing,  a lack  of 
resources,  which  can  sometimes  mean 
a lack  of  supporting  physicians,  can 
hold  a program  back. 

Beverly  Koops,  MD,  medical  director 
of  the  Texas  Department  of  Health’s 
health  care  financing  arm,  agrees:  “In  a 
sense,  what  might  turn  physicians  off  is 
the  fact  that  some  of  them  went  to  school 


“It’s  not  economical  for  the  physician  to  provide  these 
services  and  interventions,  especially  in  a managed 
care  system  in  which  physicians  don’t  receive  adequate 
compensation  for  chronic  disease  management.” 
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for  10  years  to  do  just  that  — manage 
disease.  But  really,  disease  management 
is  just  a way  to  organize  the  team,  with 
doctors  as  the  captains,  of  course.” 

Staking  their  claim 

HCFA  received  a copy  of  the  Texas  Tech 
proposal  in  December  1997,  and  this 
April  it  returned  an  initial  critique  to 
Linda  Wertz,  the  state  Medicaid  direc- 
tor for  HHSC.  That  critique  contained 
several  questions  for  Texas  Tech  and 
suggested  the  school  make  further  re- 


finements before  HCFA  could  perform  a 
more  technical  review.  One  question 
concerned  the  reaction  to  the  proposal 
from  the  physician  community.  At  that 
point,  TMA  was  busy  preparing  its  own 
critique  of  the  same  proposal. 

TMA  became  aware  of  the  proposal 
just  a month  before  HCFA  did  and  a year 
after  Tech  had  constructed  it.  Shocked 
that  Tech  had  proposed  such  a large-scale 
study  without  the  early  involvement  of 
TMA,  the  association  immediately  for- 
warded the  proposal  to  the  TMA/TPA  li- 
aison committee  for  critique.  It  then 
distributed  the  proposal  to  about  15  en- 
docrinologists, diabetologists,  and  family 
physicians  who  work  with  diabetics.  The 
resulting  critique,  which  included  each  of 
the  physicians’  comments,  was  passed  on 
to  HHSC  Commissioner  Don  Gilbert  in 
April. 

TMA  physicians  agreed  that  in  terms 
of  making  sure  patients  comply  with 
medication  schedules,  the  proposed 
study  could  show  improved  outcomes. 
“But  a major  concern  is  that  it  goes  be- 
yond the  drug-related  aspects  of  the 
disease,”  the  critique  stated.  The  physi- 
cians took  issue  with  the  suggestion 
that  pharmacists  would  perform  what 
the  proposal  called  “physical  examina- 
tions,” including  collecting  and  inter- 
preting laboratory  data,  and  analyzing 
patients’  cardiac  risk  factors.  Critics 
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wonder  if  pharmacists  have  the  appro- 
priate training  and  knowledge  for  such 
tasks.  Texas  Tech’s  proposal  says  the 
project  is  specifically  designed  to  ex- 
amine “how  patient  outcomes  differ  for 
patients  receiving  primary  care  from 
pharmacists/caregivers  collaborating 
with  physicians.” 

Patrick  Pevoto,  MD,  an  Austin  obste- 
trician-gynecologist who  cochairs  the 
liaison  committee  and  who  is  a li- 
censed pharmacist  in  Texas,  said  in  his 
critique  that  some  of  the  tasks  pro- 


posed to  be  performed  by  pharmacists 
are  “too  closely  related  to  the  practice 
of  medicine.  I realize  there  will  be  ba- 
sic training  in  these  areas  for  pharma- 
cists,” he  wrote,  “but  I don’t  believe  it 
can,  in  any  way,  substitute  for  the  clin- 
ical training  obtained  in  4 years  of 
medical  school.” 

Though  the  proposal  says  that  phar- 
macists will  be  trained  to  perform 
these  complicated  assessments,  TMA 
physicians  argued  that  the  amount  of 
training  would  not  suffice.  “I  think  the 
proposed  plan  is  beyond  the  capabili- 
ties of  a certified  diabetes  educator 
and/or  pharmacist,  and  may  put  the 
patient  at  risk,”  Fred  Ciarochi,  MD,  an 
endocrinologist  in  Duncanville,  wrote 
in  his  critique. 

Dr  Nelson,  dean  of  the  pharmacy 
school,  responded,  “Not  all  practicing 
pharmacists  are  prepared  to  enhance 
their  roles  beyond  traditional  dispens- 
ing responsibilities.  However,  more  re- 
cent pharmacy  graduates,  especially 
PharmD  graduates  and  others  who 
have  participated  in  professional  devel- 
opment beyond  pharmacy  school,  are 
capable  and  motivated  to  develop  the 
knowledge  and  skills  to  meet  patient 
care  needs  safely  and  effectively.”  Fur- 
thermore, he  said,  “Only  pharmacists 
who  have  demonstrated  appropriate 
knowledge  and  skills  through  an  as- 
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sessment  process  conducted  by  phar- 
macists, certified  diabetes  instructors, 
and  physicians  will  be  allowed  to  par- 
ticipate in  the  study.” 

Dr  Nelson  also  pointed  out  that  the 
proposal  “clearly  provides  that  no  patient 
will  be  entered  into  the  pharmacist  care 
services  without  the  expressed  permis- 
sion of  the  patient’s  attending  physician.” 
He  says  the  pharmacist  and  physician 
will  be  required  to  develop  written  pro- 
tocols that  would  define  the  scope  of 
services  the  pharmacist  may  render. 

But  TMA’s  critique  argues  that  the 
proposal  only  vaguely  addresses  the 
pharmacist-physician  relationship,  an 
issue  it  says  could  lead  to  problems 
down  the  road,  such  as  the  possibility 
that  a patient  could  receive  conflicting 
information  or  that  a physician  could 
be  held  liable  for  physical  assessments 
and  treatment  decisions  made  by  the 
pharmacist.  Many  of  TMA’s  criticisms 
are  based  on  concern  over  the  need  for 
appropriate  medical  management.  In 
fact,  the  proposal  would  allow  pharma- 
cists to  contact  patients  to  participate 
in  the  program  and  choose  physicians 
based  on  their  willingness  to  comply. 

And  yet,  the  proposal  says  pharma- 
cists would  comply  with  the  Texas 
Pharmacy  Act  and  the  Medical  Practice 
Act,  both  of  v\^hich  establish  that  a 
pharmacist  may  provide  drug  therapy 
management  only  under  written  proto- 
col from  a physician.  The  Texas  State 
Board  of  Medical  Examiners  also  has 
written  rules  pertaining  to  “drug  ther- 
apy management”  that  put  physicians 
at  the  helm.  Inevitably,  the  project  de- 
sign and  protocols  would  have  to  com- 
ply with  these  laws,  and  TMA  predicts 
HCFA  will  require  Tech  to  clarify  the 
role  of  physicians  in  its  proposal. 

At  the  most  recent  negotiation  meet- 
ing, the  six-member  panel  discussed 
the  services  pharmacists  would  be  pro- 
viding and  agreed  that  the  proposal 
should  say  in  more  detail  that  the  phar- 
macists would  operate  under  physician 
protocol.  The  panel  also  reworked  the 
language  of  the  “physical  examination” 
aspect  of  the  proposal  to  rein  in  some 
of  what  the  pharmacists  will  be  able  to 
do.  But  the  panel  has  only  begun  ad- 
dressing the  issues  in  detail. 
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“I  think  the  proposed  plan  is  heyond  the  capabilities 
of  a certified  diabetes  educator  and/or  pharmacist, 
and  may  put  the  patient  at  risk.” 
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Negotiating  research  design 

In  addition  to  the  need  for  defining 
physicians’  roles  in  the  diabetes  pilot 
project,  some  doctors  believe  the  pro- 
posed design  has  critical  research 
flaws,  beginning  with  the  purpose  of 
the  project,  which  is  to  “demonstrate 
the  effects  of  having  the  pharmacists 
participate  in  the  disease  management 
of  Medicaid  diabetic  patients.” 

In  his  critique  of  the  proposal,  Joe 
Cunningham,  MD,  an  internal  medi- 
cine specialist  in  Waco,  wrote  that  al- 
though he  believes  patients  would 
benefit  from  more  time  and  attention, 
certified  diabetes  educators  and  dia- 
betes programs  exist  that  are  already 
trying  to  address  this  need.  “Having  the 
need  tackled  by  pharmacists  might  di- 
lute these  programs,  and  visits  to  the 
doctor’s  office  might  be  decreased  to 
±e  point  that  comprehensive  medical 
care  would  be  lessened.”  Responding 
to  this  concern.  Dr  Nelson  pointed  out 
that  with  fewer  than  700  certified  dia- 
betes educators  in  Texas  to  treat  about 
850,000  diagnosed  diabetics,  it  makes 
sense  to  recruit  other  professionals 
who  can  improve  diabetics’  care. 

Texas  Tech’s  proposal  resulted  from 
1997  legislation  that  would  allow  the 
creation  of  a pilot  program  to  test  phar- 
macists’ role  in  diabetic  care  and  per- 
haps fill  in  those  aspects  of  diabetic 
care  that  are  missing.  The  program,  in 
which  pharmacists  would  be  allowed 
to  participate,  would  waive  the  three- 
medication  maximum  imposed  on 
Medicaid  managed  care  patients  so 
they  would  have  access  to  the  same 
benefits  as  fee-for-service  Medicaid  pa- 
tients. That  legislation  led  to  a request 
from  the  Texas  Pharmacy  Association 
for  Tech  to  develop  a pilot  program. 

But  the  history  of  that  legislation  is 
mired  in  compromise.  In  the  1995  ses- 
sion of  the  legislature,  a rider  attached  to 
an  appropriations  biU  for  the  Texas  De- 
partment of  Health  required  that  ex- 
penses Medicaid  pays  to  pharmacists  be 
reduced  by  4%,  in  light  of  the  fact  that 
expenditures  for  prescription  drugs  con- 
sume 7%  of  Medicaid  spending  in  Texas. 
Reacting  to  the  change,  the  pharmacy 
association  — along  with  Rep  Dianne 
White  Delisi  (R-Temple)  and  then-Health 
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The  VA  North  Texas  Health  Care 
System  (VANTHCS)  and  The  University 
of  Texas  Southwestern  Medical  Center 
(UTSWMC)  are  actively  recruiting  for 
the  position  of  Chief,  Radiology  Service 
at  the  Dallas  VA  Medical  Center.  The 
Radiology  Service  has  new  state-of-the- 
art  equipment  in  all  modalities  including 
computed  tomography,  magnetic  reso- 
nance imaging  and  angiography,  fluo- 
roscopy, ultrasound  and  a digital  Aim- 
less imaging  system  (PACS).  The 
Radiology  Service  at  the  Dallas  VA 
Medical  Center  is  fully  integrated  with 
the  Department  of  Radiology  at 
UTSWMC, 

We  are  looking  for  an  academic  radiolo- 
gist with  experience  and  enthusiasm  for 
clinical  or  laboratory  research,  education 
of  medical  students  and  residents,  and 
sound  administrative  skills  to  manage  a 
large  and  complex  department.  The 
service  supports  a number  of  interdisci- 
plinary programs. 

The  candidate  must  be  board  certified  in 
his/her  area  of  expertise  and  meet  the 
requirements  for  an  appointment  as  an 
associate  professor  or  professor  within 
the  department  of  radiology  at 
UTSWMC. 

The  candidate  must  be  a U.S.  citizen  or 
permanent  resident  and  possess  an 
active  current  medical  license  to  practice 
in  a state,  territory  or  commonwealth  of 
the  United  States,  or  in  the  District  of 
Columbia. 

Candidates  should  submit  their 
curriculum  vitae  to: 

Richard  Turnage,  MD 
Chief,  Surgical  Service  (112) 
VANTHCS,  4500  S.  Lancaster  Road 
Dallas,  Texas  75216 
Phone  (214)  857-0811 

Or 

Robert  Parkey,  MD 
Professor  & Chairman 
Department  of  Radiology,  UTSWMC 
5323  Harry  Hines  Blvd 
Dallas,  Texas  75235-8896 
Phone  (214)  648-8018 
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and  Human  Services  Commissioner 
Mike  McKinney,  MD  — developed  the 
1997  legislation  for  a pilot  program. 

In  analyzing  the  proposal,  however, 
TMA  physicians  found  that  even  within 
the  proposal’s  narrow  intention  — “to 
demonstrate  the  effects  of  pharmacists’ 
participation”  — the  study’s  scope  may 
not  allow  for  useful  outcomes.  The  pro- 
posal suggests  measuring  results  after 
just  2 years,  which  physicians  believe 
may  not  be  long  enough.  Dr  Cunning- 
ham wrote,  “It  has  taken  us  many  years 
to  get  even  a very  small  handle  on  the 
effects  of  various  therapies  for  the  type 
2 diabetic.  Any  short-term  study  could 
give  no  information,  or  worse,  erro- 
neous information  regarding  benefit.” 
Even  HCFA  doubted  that  observing  Just 
1,000  patients  over  2 years  would  gen- 
erate significant  outcomes.  The  six- 
member  panel  has  since  agreed  to 
expand  the  project  to  5 years. 

The  proposal  also  suggests  using 
two  control  groups  to  compare  and 
measure  the  effects  of  the  treatment 
on  the  patients  in  the  experimental 
group,  but  physicians  worry  that  the 
difference  among  the  control  and  the 
experimental  groups  may  disqualify 
any  comparisons.  In  addition,  the 
physicians  say  the  proposal’s  sugges- 
tion to  keep  both  patients  and  physi- 
cians from  knowing  which  group  they 
are  in  would  be  impossible  to  main- 
tain, thereby  diluting  the  effect  of  a 
control  group.  Physicians  also  found 
that  without  standardized  protocols 
for  each  pharmacist  and  physician, 
comparing  the  outcomes  for  each  pa- 
tient would  be  useless. 

“Each  of  the  physicians  we  asked  to 
review  this  proposal  came  up  with  vir- 
tually the  same  concerns,”  said  Ms 
Aslakson.  “That  is  a red  flag  to  us  that 
we  really  need  to  work  with  Texas  Tech 
to  create  a proposal  that  would  en- 
hance physicians’  care  of  diabetics  yet 
wouldn’t  alienate  physicians  who 
would  otherwise  be  eager  to  partici- 
pate in  the  project.” 

Dean  Nelson  has  agreed  to  cooper- 
ate with  TMA  but  wants  to  limit  the 
discussion  to  scope-of-practice  and  cre- 
dentialing  issues  for  pharmacists.  He 
has  said  he  does  not  believe  any  of  the 

Texas  Medicine  ★ September  1999 


I 

1- 

six  panel  members  are  qualified  to  cri- 1 j 
tique  research  issues.  i 

Open  to  possibilities 

One  physician  who  critiqued  the  pro- 
posal reported  positively  on  his  experi- 
ence in  working  with  pharmacists  to  ;i 
care  for  type  2 diabetics.  Keith  Cryar,  I 
MD,  an  endocrinologist  working  at  Scott  I 
& White  Clinic,  already  relies  on  phar-| 
macists  and  their  ability  to  help  imple- 
ment treatment  plans  for  his  patients. 
His  program  enlists  doctors  of  pharmacy, 
nurses,  dietitians,  and  educators  who 
work  together  based  on  a protocol  writ- 
ten by  the  physician.  In  this  program, 
the  pharmacist  makes  sure  the  team 
completes  each  item  on  the  patient’s 
checklist  every  time  the  patient  comes 
in,  ensuring  that  the  key  monitoring  and 
screening  studies  are  not  neglected.  Af- 
ter a year.  Dr  Cryar  says,  his  patients’ 
glycosylated  hemoglobin  levels  have 
dropped,  but  he  admits  it  is  too  soon  to 
measure  the  program’s  success. 

“I  have  a good  relationship  with  the 
pharmacists  hj  this  program,”  said  Dr 
Cryar,  which  he  says  is  the  key  to  mak- 
ing a diabetes  program  work.  “We  all 
know  what  our  roles  are,  and  we  some- 
times cross  traditional  boundaries  in  try- 
ing to  offer  what  each  of  us  can  best  do 
to  help  the  patient  succeed.”  Noting  that 
there  is  a growing  body  of  research 
based  on  pharmacists’  role  in  diabetes 
care.  Dr  Cryar  added,  “Pharmacists  have 
some  useful  skills  to  bring  to  the  table.” 

TMA  members  say  they  recognize 
this,  too,  adding  that  the  scale  and  inten- 
tion of  Tech’s  proposal  is  important  and 
admirable.  But  they  caution  that  regard- 
less of  whether  physicians  get  involved 
now,  pharmacists’  involvement  in  patient 
care  might  happen  without  them. 

“I  admit  we  weren’t  very  receptive  to 
this  idea  in  the  beginning,”  says  Dr 
Pevoto,  cochair  of  the  TMA/TPA  liaison 
committee,  “but  this  is  a new  paradigm 
in  the  care  of  patients  with  chronic  dis- 
ease, some  of  whom  have  access  prob- 
lems. We  are  fortunate  to  have  the 
opportunity  to  work  with  pharmacy  in 
trying  to  shape  these  programs  and  im- 
prove the  health  care  of  our  patients  in- 
stead of  watching  the  program  evolve 
without  the  input  of  medicine.”  ★ 
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They’ve  made  progress,  but 

THE  STRUGGLE 


CONTINUES 


By  Melissa  McEverWhen  Janice  Knebl,DO,was 
in  medical  school,  a male  classmate  shared  this 
revelation  with  her  after  they  went  through  several 
rotations  together:  “I  never  realized  you  wanted  to 
be  a doctor  as  much  as  I did.  I thought  the  women 
in  our  class  came  here  to  find  husbands.”  > > 
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Dr  Knebl,  now  chief  of  geriatrics  at  the  Univer- 
sity of  North  Texas  Health  Science  Center  at 
Fort  Worth,  can  laugh  at  that  comment  today. 
“Can  you  believe  that?  It’s  only  in  hindsight 
that  I see  just  how  outrageous  that  was.  And 
that  was  in  the  late  ’70s  — not  that  long  ago.” 

What  a difference  two  decades  can  make.  Since  then, 
women  physicians  not  only  have  silenced  naysayers  who 
thought  they  didn’t  take  medicine  seriously,  but  they  also 
have  made  their  presence  felt  by  joining  the  profession  in 
large  numbers  and  by  rising  to  higher  levels  of  visibility  in 
the  practice  of  medicine.  They  also  are  assuming  leadership 
positions  in  organized  medicine,  and  a Texan  recently  com- 
pleted her  term  as  the  first  woman  president  of  the  American 
Medical  Association. 

The  numbers  tell  it  all:  300%  more  women  physicians  are 
practicing  now  than  in  1970,  and  women  soon  will  represent 
a third  of  US  physicians.  According  to  the  latest  available  fig- 
ures, the  number  of  women  graduating  from  medical  schools 
across  the  country  has  jumped  from  700  during  the 
1969-1970  school  year  to  6,614  in  1996-1997.  That  same 
school  year,  women  accounted  for  more  than  42%  of  total 
medical  school  enrollment,  and  the  number  is  expected  to 
continue  rising. 

Also,  judging  from  the  numbers  of  female  residents  in  cer- 
tain specialties,  it  may  not  be  too  long  until  the  majority  of 
pediatricians  and  obstetrician-gynecologists  are  women,  and 
until  women  comprise  nearly  half  of  several  other  special- 
ties, including  family  practice,  psychiatry,  and  dermatology. 

On  top  of  that,  many  women  physicians  are  maintaining 
their  practices  while  striving  for  balance  in  their  work,  fam- 
ily, and  organized  medicine  roles. 

Truly,  women  physicians  have  many  successes  to  cele- 
brate. However,  for  all  the  obstacles  women  have  overcome, 
other  statistics  reveal  a lingering  problem:  a significant  dis- 
parity between  the  number  of  men  and  women  claiming  cer- 
tain leadership  roles  in  academia  and  administration. 
Apparently,  the  struggle  isn’t  over. 

Currently,  of  the  total  US  medical  school  faculty,  31%  of 
the  men  faculty  members  are  full  professors,  but  only  9%  of 
the  women  faculty  have  achieved  that  position.  The  per- 
centages are  even  smaller  in  administrative  positions.  Only 
eight  women  serve  as  medical  school  deans  in  the  United 
States;  none  are  in  Texas.  And  though  the  number  of  female 
associate  deans  and  assistant  deans  has  increased  dramati- 
cally since  the  1970s,  most  women  physicians  insist  that 
the  number  of  women  deans  still  does  not  reflect  the  physi- 
cian population. 

Recent  figures  also  suggest  that  women  are  not  being  rep- 
resented adequately  in  physician  executive  and  medical  di- 
rector positions  in  hospitals  and  health  care  systems.  Of  the 
12,500  members  of  the  American  College  of  Physician  Exec- 
utives (ACPE),  which  includes  a variety  of  positions  from 
medical  directors  to  administrative  roles,  only  1,370  are 
women.  Though  not  all  physician  executives  are  members  of 
ACPE,  this  disparity  in  membership  likely  is  reflective  of  the 


current  trend,  says  Patty  Reynolds,  ACPE  director  of  infor- 
mation services. 

And  in  a 1997  survey  by  the  AMA,  of  the  13,467  physi- 
cians who  reported  themselves  to  be  in  administrative  posi- 
tions, only  2,418  were  women. 

After  all  the  strides  women  have  made,  what  is  causing 
these  disparities  to  remain?  Some  say  women  need  time  to 
move  up  through  the  ranks  of  academia  and  administration 
— after  all,  more  than  67%  of  female  physicians  are  under 
age  44.  Of  those,  30%  are  younger  than  35. 

“Now  that  there  are  increased  numbers  of  women  coming 
into  a time  of  their  lives  when  they  would  be  reasonable 
candidates  for  leadership  positions,  we  need  to  wait  and 
see,”  said  Joan  Richardson,  MD,  professor  of  pediatrics  at 
The  University  of  Texas  Medical  Branch  (UTMB)  at  Galves- 
ton. “If  it  still  doesn’t  happen,  then  I think  we  can  say,  ‘Hey, 
we’ve  got  a problem  here.’” 

Some  physicians  have  chosen  to  opt  out  of  some  of  these 
positions,  deciding  instead  to  take  career  paths  that  will  al- 
low them  to  spend  more  time  with  their  families.  “I  think  it’s 
kind  of  sad,  at  least  in  my  mind,  that  I had  to  sacrifice  an  ac- 
ademic career  to  be  able  to  raise  my  kids,  be  active  in  or- 
ganized medicine,  and  have  my  sanity  left,”  said  Susan  Rudd 
Wynn,  MD,  a Fort  Worth  allergy  and  immunology  specialist, 
vice  speaker  of  the  Texas  Medical  Association  House  of  Del- 
egates, and  a member  of  the  Texas  A&M  University  System 
Board  of  Regents. 

Whatever  route  women  physicians  have  chosen  in  their 
careers,  the  important  thing,  many  of  them  say,  is  that  when 
it  comes  to  choosing  a path,  a woman  should  do  what  she 
loves,  knowing  that  even  if  few  other  women  have  accom- 
plished her  goal,  it  can  be  done.  “I  love  my  work.  I really  en- 
joy my  activities  with  organized  medicine.  I love  associating 
with  the  physicians  and  staff,  and  I love  my  kids,”  said  Diana 
Fite,  MD,  a Waller  emergency  medicine  specialist  who  works 
in  Houston.  Dr  Fite  maintains  a 60-  to  70-hour  workweek  in 
a hospital  emergency  department,  is  active  in  TMA  and  her 
specialty  society,  and  is  raising  eight  children.  “You  can  do 
whatever  it  is  you  want  to  do.” 


It’s  all  academic 

'any  women  love  teaching  and  research,  and 
want  that  to  be  the  heart  of  their  medical  ca- 
reers. One  is  Margaret  Pearle,  MD,  a urological 
surgeon  and  assistant  professor  in  the  Depart- 
.ment  of  Urology  and  Mineral  Metabolism  at  The 
University  of  Texas  Southwestern  Medical  School  at  Dallas. 

“I  love  practicing  medicine,  but  research,  being  on  the  cut- 
ting edge  of  what’s  new  in  my  subspecialty  — that’s  what 
drives  me.  That’s  what  is  fun  to  me,”  Dr  Pearle  said. 

The  obstacles  facing  women  in  academia  can  make  that 
goal  difficult  to  reach.  Some  physicians  point  to  the  rigidity 
of  the  tenure  track  as  a real  hurdle  for  women  who  want 
both  an  academic  life  and  a family.  Medical  schools  usually 
require  faculty  members  seeking  tenure  to  work  full  time  as 
well  as  meet  other  requirements,  including  extensive  re- 
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at  least  in  my  mind,  that  1 had  to  sacrihce 
an  academic  career  to  be  able  to  raise 
my  kids,  be  active  in  organized  medicine, 
and  have  mv  sanitv  left.” 


search  efforts.  And  the  tenure  track  often  has  a time  limit. 
For  instance,  at  Texas  Tech  University  Health  Sciences  Cen- 
ter School  of  Medicine,  the  limit  is  7 years  for  an  assistant 
professor  and  4 years  for  an  associate  professor,  both  of 
which  could  prove  difficult  for  a working  mother  with  mul- 
tiple time  demands. 

Such  a structure  could  be  a reason  why  fewer  women 
have  achieved  the  rank  of  full  professor  or  received  tenure, 
physicians  speculate. 

“For  some  women,  that  lack  of  flexibility  is  a real  source 
of  problems,”  said  Dr  Richardson,  who  is  a full  professor.  Be- 
cause she  has  no  children,  the  flexibility  issue  hasn’t  affected 
her  as  much,  she  says,  adding  that  not  having  children  has 
made  it  easier  for  her  to  work  the  needed  hours  and  fulfill  re- 
search requirements. 

Some  medical  schools  do  provide  some  options  for 
women  who  wish  to  work  part  time.  At  Texas  Tech,  new  fac- 
ulty members  can  opt  not  to  go  through  the  tenure  track  if 
they  wish  to  work  part  time  and  then  later  begin  the  tenure 
track  when  they’re  prepared  to  work  full  time,  says  Rial 
Rolfe,  PhD,  assistant  dean  for  faculty  development. 


Diana  Fite,  MD,  takes  a few  minutes  to  relax  with  her  husband,  Ron  Patton,  and 
eight  children  at  their  home  in  Waller.  She  says  women  physicians  must  remember 
it  is  possible  to  accomplish  many  goals  if  they  really  want  to. 


However,  when  a physician  faculty  member  opts  not  to 
be  on  the  tenure  track  at  Texas  Tech,  none  of  the  time  served 
in  the  position  counts  toward  tenure.  So  faculty  members 
working  part  time  often  end  up  far  behind  those  on  the 
tenure  track. 

Dr  Rolfe  says  the  full-time  requirement  to  achieve  tenure 
is  necessary  because  of  the  importance  of  a tenured  posi- 
tion. “It’s  a lifelong  contract  with  the  state  of  Texas,”  he  said. 
“And  because  of  that,  schools  want  to  have  an  individual 
giving  100%.” 

Dr  Pearle  also  has  no  children,  and  she  says  it  would  be 
very  challenging  for  her  to  give  100%  with  a family  to  care 
for,  too.  “But  it’s  not  impossible  — women  do  it  all  the 
time,”  she  said. 

But  the  multiple  responsibilities  often  leave  women  feel- 
ing torn.  “It  becomes  a very  difficult  push-pull  kind  of  situa- 
tion,” said  Kathleen  Williams,  MD,  associate  dean  for  student 
affairs  and  admissions  for  Texas  A&M  Health  Science  Center 
College  of  Medicine. 

Dr  Williams,  who  has  two  children,  says  that  working  as 
a dean  also  can  present  obstacles  to  women  with  children. 


Diana  Fite,  MD,  helps  patient  Jimmy  Rochester  sit  up  as  another  busy  day  unfolds 
in  the  emergency  room.  She  works  10  to  12  hours  a day  and  still  manages  to  find 
time  for  her  family  and  organized  medicine  responsibilities. 
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“rm  a physician  first, 
a woman  physician  second.” 

AMA’s  first  president  reflects  on  her  term 


In  a year  of  fighting  for  antitrust  reform  for  physi- 
cians and  the  Patients’  Bill  of  Rights,  gender  could- 
n’t be  called  the  biggest  issue  of  the  presidency  of 
Nancy  W.  Dickey,  MD,  immediate  past  president  of 
the  American  Medical  Association.  “It  hasn’t  been 
a major  issue,”  said  Dr  Dickey,  a College  Station  family 
physician.  “There  has  been  a huge  number  of  other  issues 
to  address.” 

Dr  Dickey  completed  her  year  as  AMA’s  first  woman 
president  in  June,  and  looking  back  on  the  year,  she  says 
her  ground-breaking  presidency  wasn’t  focused  so  much 
on  women  physicians’  issues  as  on  issues  affecting  all 
physicians.  Being  the  first  woman  president,  though, 
opened  some  doors  that  otherwise  would  have  been 
closed.  “My  being  a woman  opened  doors  to  some  media 
and  to  some  meetings,”  she  said.  “People  were  willing  to 
talk  about  these  defining  issues  because  I was  a somewhat 
different  AMA  president.” 

These  defining  issues  included  planning  for  long-term 
reform  of  the  US  health  care  system,  as  well  as  bills  seek- 
ing to  allow  physicians  to  collectively  bargain  with  man- 
aged care  plans,  initiatives  to  protect  medical  records 
privacy,  and  end-of-life  care  education. 

But,  of  course.  Dr  Dickey  didn’t  leave  her  gender  at  the 
door  — issues  affecting  women  certainly  were  of  concern 
to  her.  “There’s  still  data  that  suggest  that  women  face 
tougher  battles  in  academic  positions  and  in  senior  man- 
agement roles,”  she  said.  “These  numbers  should  be 
watched  carefully.  And  pay  discrimination  continues  to  be 
an  issue  as  well.  If  you’re  looking  per-patient,  per-hour  of 
work,  women  still  are  paid  measurably  less  for  the  same 
work  done.” 

She  thinks  the  AMA’s  role  in  addressing  these  problems 
should  be  to  conduct  further  research  and  then  develop 
programs  that  could  help,  such  as  the  AMA  Women  Physi- 
cians Congress,  recently  formed  to  give  women  physi- 
cians’ concerns  a special  voice. 

But  Dr  Dickey  says  her  primary  goal  as  president  was 
addressing  issues  that  impact  the  careers  of  every  physi- 
cian, male  or  female.  “At  least  in  terms  of  the  AMA,  I con- 
sider myself  a physician  first  and  a woman  physician 
second,”  she  said.  And  when  it  came  to  issues  of  physician 
representation  and  patient  care.  Dr  Dickey  found  that  all 
physicians  are  working  toward  the  same  goals. 


“When  we  sat  down  to  tackle  issues  or  walked  out  to 
meet  the  press,  we  were  physicians.  Whether  we  were 
black  or  white  or  brown,  male  or  female,  young  or  old,  we 
were  physicians,”  she  said.  “And  one  of  the  beauties  of  be- 
ing a physician  today  is  the  diversity  that  physicians  bring. 
That  adds  some  spice  and  a multitude  of  different  per- 
spectives at  times.” 

As  for  the  legacy  her  presidency  will  leave  and  its  im- 
pact on  other  women  physicians.  Dr  Dickey  leaves  that  for 
the  history  books  to  decide.  “I  certainly  gave  it  110%  ef- 
fort and  as  much  commitment  as  anyone  could  give,”  she 
said.  “But  it’s  not  the  legacy  of  a person  that  counts, 
rather  it’s  the  legacy  of  an  organization.” 

She  hopes  other  women  physicians  will  take  inspira- 
tion from  her  presidency.  “Other  women  who  aspire  to 
leadership  may  take  some  small  piece  of  things  I did  and 
put  them  together  to  make  their  very  own  quilt  of  solu- 
tions,” Dr  Dickey  said.  And  she  hopes  her  experiences  will 
show  other  women  that  they  can  assume  successfully  such 
leadership  roles.  “It  can  be  done.  I assure  you  that  many 
others  are  far  more  talented  and  energetic  than  I am,  so  if 
I can  do  it,  certainly  it  can  be  done  by  others.” 
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“Having  a family  would  not  preclude 
somebody  from  doing  this  job  well, 
if  she  wanted  to  do  a good  job. 

Not  having  a family  wouldn’t  guarantee 
that  someone  would  do  well,  either.” 


Because  her  children  are  older,  she  says,  she  can  be  more 
flexible  with  her  hours  and  therefore  receive  less  criticism 
from  CO  workers.  Other  women  who  work  part  time  in  aca- 
demia because  of  family  commitments  face  discrimination, 
she  says.  “There’s  a general  attitude  that  you’re  not  serious 
about  your  career.” 

Women  at  the  helm 

The  ratio  of  men  to  women  in  leadership  and  ad- 
ministrative positions  in  hospitals  is  another 
problem  the  medical  profession  needs  to  address, 
says  Ms  Reynolds.  “It’s  one  of  the  biggest  prob- 
lems we  face,”  she  said.  “How  can  women  break 
into  the  administrative  ranks?” 

Dr  Richardson,  who  also  is  medical  director  of  UTMB’s 
hospital,  believes  the  problem  will  correct  itself  as  more 
women  enter  medicine.  “I  think  as  the  number  proportion- 
ately increases  — and  that’s  going  to  happen  — you’re  really 
going  to  see  a large  number  of  women  who  are  chairs  of  de- 
partments and  chief  operating  officers  of  hospitals.  I think 
we’ll  begin  to  see  that  soon,”  she  said. 

It  is  possible  that  just  as  with  academia,  the  time  pressures 
involved  in  a leadership  position  could  steer  some  women 
with  families  away,  Dr  Richardson  adds.  “There  are  Just  so 
many  issues  for  which  I’m  responsible,”  she  said.  “And  I have 
a pretty  tight  schedule.”  But  those  time  constraints  can  be 
difficult  for  men  or  women,  and  because  a woman  has  a fam- 
ily doesn’t  mean  she  can’t  devote  the  needed  time,  she  says. 
“Having  a family  would  not  preclude  somebody  from  doing 
this  job  well,  if  she  wanted  to  do  a good  job.  Not  having  a 
family  wouldn’t  guarantee  that  someone  would  do  well,  ei- 
ther,” Dr  Richardson  said. 

Dr  Wynn,  who  is  raising  two  children  as  a single  mother 
while  working  in  private  practice  and  serving  in  numerous 
leadership  roles  in  organized  medicine,  says  the  rigidity  of 
some  positions  and  of  the  academic  environment  would  not 
have  given  her  the  time  she  wished  to  spend  with  her  chil- 
dren. “I  sacrificed  some  of  the  things  I would  have  liked  to 
do.  I knew  those  would  not  give  me  the  flexibility  and  inde- 
pendence I needed  to  achieve  my  goals,”  she  said.  “Working 


50  to  60  hours  a week  with  small  children  — that’s  not  how 
I wanted  to  raise  my  kids.” 

Many  other  women  physicians  feel  compelled  to  make  such 
choices  because  “women  often  feel  they  have  to  choose  be- 
tween career  and  family,  and  that’s  really  counterproductive  for 
our  society,”  she  said.  “In  general,  our  society  needs  to  do  a bet- 
ter job  of  helping  both  parents  balance  child-raising  and  career.” 

Mentors  make  the  difference 

Many  physicians  think  a lack  of  female  mentors 
and  role  models  also  may  keep  some  women 
physicians  from  pursuing  certain  career 
paths.  This  is  especially  a problem  for  the 
growing  number  of  women  in  medical  school, 
says  Dr  Knebl.  “It’s  a shame,  because  we  need  more  role 
models  for  all  these  female  students  now.” 

Such  role  models  can  provide  invaluable  guidance  for  stu- 
dents making  decisions  about  their  careers,  says  Dr  Pearle. 
Supportive  female  friends  and  mentors  helped  her  choose 
urology,  a specialty  in  which  there  are  few  women,  she  says. 
“Two  female  friends  of  mine  were  in  urology,  so  it  never 
seemed  like  such  an  unusual  career  choice,”  she  said.  “You  see 
these  physicians,  you  see  their  lifestyles  and  their  philosophy 
of  practicing  medicine.  If  that  strikes  you  as  something  that 
you  want  to  emulate,  then  I think  you’re  attracted  to  that  spe- 
cialty,” when  otherwise  you  may  overlook  it,  she  said. 

Unfortunately,  in  fields  in  which  women  are  poorly  repre- 
sented, few  mentors  are  available  for  women. 

As  one  solution,  many  women  physicians  are  making  an 
extra  effort  to  reach  out  to  younger  women.  Dr  Richardson, 
who  says  she  was  helped  by  both  men  and  women  mentors, 
takes  any  opportunity  to  mentor  other  women  physicians 
and  gives  pep  talks  to  children  interested  in  medicine.  She 
also  urges  young  women  to  seek  guidance  from  male  men- 
tors as  well  as  from  female  mentors.  “Reach  out  to  senior 
people  who  you  feel  can  teach  you  things.” 

Also  important  are  guidance  and  encouragement,  says  Dr 
Pearle.  “I’ve  been  extremely  fortunate  to  have  a supportive 
chairman  and  colleagues,”  she  said.  “If  you  surround  your- 
self with  the  right  people,  you  can  do  anything.” 
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“You  really  have  to  avoid  the  superwoman 
syndrome. You  just  have  to  be  very  careful 
about  choosing  what  will  make  you  happiest.” 


The  juggling  act 

For  some  women  physicians,  the  best  choice  is  to 
work  less  while  raising  a family.  Others  work  ex- 
tra hard  to  set  priorities  and  get  organized  while 
maintaining  schedules  some  might  deem  impos- 
sible. Driven  by  the  sheer  will  to  succeed,  how- 
ever, the  impossible  becomes  attainable  for  them. 

Dr  W3mn  decided  to  work  part  time  after  her  residency, 
when  she  had  small  children.  “Part  time  for  a doctor,  any- 
way,” she  laughed.  Now,  she  works  about  30  hours  a week  so 
she  can  spend  time  with  her  kids  in  the  evenings. 

She  also  strives  to  maintain  balance  in  caring  for  herself  so 
she  has  more  to  give  to  her  children  and  to  her  patients,  she  says. 
“You  can’t  let  yourself  not  be  in  the  equation,”  she  said.  And  as 
for  the  stress  involved  in  juggling  her  responsibihties.  Dr  Wynn 
said,  “These  are  things  I love.  Just  because  you’re  juggling  lots  of 
things  and  it’s  stressful  doesn’t  mean  they’re  always  in  conflict. 
And  I’m  choosing  to  do  all  these  things,”  she  said. 

Dr  Fite  chooses  to  do  more  probably  than  most  people 
could  handle.  Working  10  to  12  hours  a day  in  emergency 
medicine.  Dr  Fite  also  holds  several  positions  at  TMA,  her 
county  medical  society,  and  her  specialty  society.  And  then 
there  are  her  eight  children,  aged  4 to  20. 

Dr  Fite  says  her  husband,  who  currently  stays  home  with 
their  children,  deserves  the  credit  for  her  ability  to  do  what  she 
does.  “It’s  been  hard  for  everyone  at  times  because  work  does 
take  up  so  much  of  my  time,  but  my  children  are  essentially 
what  I work  for.  They’re  dehnitely  my  pride  and  joy,”  she  said. 

Her  schedule  allows  4 hours  of  sleep  in  the  midst  of  a long 
workday,  time  with  her  children,  and  her  organized  medicine 
duties.  Until  recently,  she  also  maintained  a part-time  outpa- 
tient gynecology  practice. 

Stressful?  Perhaps,  but  Dr  Fite  thrives  on  handling  multi- 
ple responsibilities,  and  she  urges  women  physicians  to  be- 
lieve that  accomplishing  many  goals  is  possible  if  that’s  what 
they  want  to  do.  “You  can  have  all  the  children  you  want,  if 
that  is  what  you  want,”  she  said.  “You  can  make  the  time  to 
do  what  needs  to  be  done,  and  the  return  you  get  back  in  the 
joy  of  the  children  is  far  worth  any  toil  or  stress.” 

Dr  Williams,  a single  mother,  has  learned  that  the  secret  to 
jugghng  priorities  is  to  have  realistic  expectations.  “You  have  to 
avoid  the  superwoman  syndrome,”  she  said.  “At  one  time,  I was 
killing  myself  trying  to  do  everything  for  everybody.  It  wasn’t 
necessary.  You  just  have  to  be  very  careful  about  choosing  what 
will  make  you  happiest.  You  have  to  be  creative,”  she  said. 


Taking  the  lead 

Doing  what  you  love  and  going  after  what  you 
want  are  surefire  ways  to  overcome  obstacles  that 
may  hinder  a successful  career,  say  these  women 
physicians.  Another  way  to  overcome  the  obsta- 
cles imposed  by  the  powers-that-be  is  to  become 
a power  yourself,  rather  than  shrink  from  the  situation,  says  Dr 
Knebl,  who  is  considering  becoming  a medical  school  dean. 

“You  can  change  things  better  as  an  insider  than  as  an 
outsider,”  Dr  Knebl  said.  “If  you  want  to  change  the  rules, 
you’ve  got  to  be  making  them.  If  a medical  school  is  going 
to  begin  being  sensitive  to  these  issues,  we’ve  got  to  have 
women  at  the  helm.” 

That  seems  like  a catch-22  — more  women  are  needed  at 
the  helm  so  they  can  allow  women  to  be  at  the  helm. 

Someone  must  take  that  first  step  toward  leadership,  if 
that’s  what  the  woman  physician  wants,  she  says.  “I  always 
thought,  when  I get  in  there  I’ll  make  a change.  And  I’m 
sticking  to  what  I want  to  do,”  she  said. 

Once  a woman  takes  that  initiative,  the  impact  can  be  far- 
reaching.  Just  ask  Dixie  Melillo,  MD,  a Pasadena  surgeon 
who,  because  of  her  efforts  to  serve  low-income  women  by 
opening  a breast  cancer  screening  clinic,  recently  was  in- 
ducted into  the  Texas  Women’s  Hall  of  Fame.  Her  nonprofit 
organization.  The  Rose,  has  helped  provide  services  to  nearly 
9,000  uninsured  women  — all  because  Dr  Melillo  saw  a flaw 
in  the  system  and  wanted  to  make  a change. 

“There’s  a real  problem  in  the  health  care  system  today. 
The  needs  of  working  women  with  no  insurance  aren’t  being 
addressed.  And  in  the  hospital  administration,  you  have  to 
do  what  the  hierarchy  says,”  Dr  Melillo  said. 

And  that  wasn’t  acceptable  to  her.  By  opening  the  clinic. 
Dr  Melillo  already  has  made  a difference  in  the  community. 
“Practicing  medicine  is  such  an  honor  and  a gift,”  she  said, 
adding  that  sharing  that  gift  brings  her  great  fulfillment. 

Of  the  many  paths  women  physicians  choose  to  take  and 
the  many  hurdles  left  to  clear,  their  insight  all  converges  on 
one  point:  the  challenges  are  part  and  parcel  of  the  career, 
and  overcoming  them  can  be  part  of  the  joy  of  the  profession. 

Dr  Knebl  summed  it  up  best:  “I  figure  another  way  around 
obstacles.  And  I ask  for  forgiveness  rather  than  permission.  I 
enjoy  the  challenge  — I think  if  it  were  easy,  I wouldn’t  want 
to  do  it.”  ★ 


Melissa  McEver  is  an  Austin  writer. 
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Dr  Sofie 

Frontier  surgeon  blazed  a trail  for  other  women  to  follow 

By  Mike  Cox 


Randolph  and  Elfriede  Prell  lived  in  a modest 
frame  house  on  a quiet  street  in  Brazoria, 
not  far  from  the  Brazos  River.  But  one  day, 
the  tranquility  of  the  neighborhood  dis- 
solved faster  than  a powdered  nostrum  in  a 
cup  of  hot  water,  when  a man  with  red  spots  all  over  his 
face  shot  out  of  the  front  door. 

Startled  residents  and  passersby  heard 
raised  voices  — one  male,  the  other  female 
— coming  from  the  house.  A heated  ar- 
gument, one  that  seemed  to  involve 
the  man  running  down  the  street, 
was  in  progress.  When  one  per- 
son yelled,  the  other  shouted 
back  even  louder. 

The  confrontation  inside 
was  between  Randolph  Prell 
and  his  mother-in-law,  Sofie 
Herzog,  MD.  Vigorously 
shaking  his  finger,  he  remon- 
strated with  her  for  allowing 
a smallpox  patient  in  his 
home.  The  doctor,  wagging 
her  finger  right  back,  told  Mr 
Prell  that  how  she  handled 
her  patients  was  her  business, 
not  his.  And  how  dare  he  chase 
the  poor  man  out  of  the  house? 

He  needed  treatment,  not  trauma. 

The  shouting  grew  so  loud,  as 
was  later  related,  “that  dishes  rattled 
on  the  kitchen  shelves.” 

The  argument  ran  its  course,  and  so, 
presumably,  did  the  patient’s  disease.  Mr  Prell 
and  his  mother-in-law  eventually  resumed  speaking  to 
each  other,  but  the  incident  convinced  the  doctor  it  was 
time  to  relocate  her  office.  She  began  construction  of  her 
own  house.  Two  rooms  would  be  for  her  medical  practice; 
the  other  would  serve  as  her  residence. 

The  story  of  the  doctor’s  noisy  set-to  with  her  son-in-law 
did  nothing  to  detract  from  her  local  image  as  an  eccentric. 
Not  only  was  she  the  first  female  physician  in  Brazoria 
County,  she  was  the  first  woman  surgeon  in  Texas. 


Born  in  Vienna,  Austria,  on  February  4,  1846,  Sofie 
Dalia  was  the  daughter  of  a doctor.  When  she  was  14  or 
15  — accounts  vary  — she  married  Dr  August  Herzog. 
Like  her  father.  Dr  Herzog  was  a respected  Vienna  physi- 
cian. The  couple  had  15  children,  including  three  sets  of 
twins,  but  eight  of  those  children  died  as  infants. 

In  1886,  the  family  moved  to  New  York,  where  Dr 
Herzog  took  a staff  position  at  the  US  Naval 
Hospital.  With  her  children  grown,  Sofie 
decided  that  she,  too,  wanted  to  prac- 
tice medicine.  She  went  back  to  Vi- 
enna, where  she  earned  a medical 
degree  from  the  University  of 
Graz.  Returning  to  the  United 
States,  she  undertook  addi- 
tional medical  instruction  in 
New  York,  then  opened  a 
practice  in  Hoboken,  NJ. 

The  couple’s  youngest 
daughter,  Elfriede  Marie, 
was  teaching  school  in 
Philadelphia  when  she  met 
Randolph  Prell,  a merchant 
visiting  from  Texas.  They 
married  on  January  24,  1894, 
and  Mr  Prell  and  his  bride  re- 
turned to  Texas.  When  their 
first  child  was  on  the  way  a year 
later,  the  couple  took  the  train  to 
New  Jersey  so  Elfriede’s  physician- 
mother  could  handle  the  delivery. 

Gone  to  Texas 

Soon  after  that  new  life  began,  August  Herzog 
died.  Suddenly  a widow  and  with  her  children  scat- 
tered, Sofie  decided  to  join  her  daughter  in  Texas.  As  one 
contemporary  newspaper  article  reported,  she  believed 
“that  a wider  field  for  her  endeavors  existed”  in  the  Lone 
Star  State.  Too,  she  could  dote  over  her  new  grandchild. 
The  doctor  lived  with  Elfriede  and  Randolph  in  Brazoria 
until  the  dustup  over  the  smallpox  patient. 

Dr  Herzog’s  arrival  in  the  small  coastal  community  cre- 
ated quite  a stir.  She  was  not  the  first  woman  physician  in 
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Texas  (that  distinction  is  believed  to  belong  to  Dr  Margaret 
Ellen  Holland,  who  began  a practice  in  Houston  in  1871), 
but  when  she  came  to  Texas  in  1895,  she  was  a pioneer  in 
a field  dominated  by  men.  Queen  Victoria  reigned  in  Eng- 
land and  so  did  the  prim  and  proper  mindset  of  an  age  that 
came  to  be  called  “Victorian”  in  her  honor. 

“A  beautiful  woman  who  talked  familiarly  about  all 
parts  of  the  human  anatomy  was  as  great  a curiosity  to 
the  natives  as  they  were  to  her,  and  she  immediately  be- 
came the  chief  topic  of  conversation,”  one  writer  later 
said  of  the  doctor. 

The  fact  that  she  wore  her  hair  cropped  short  and  rode 
a horse  like  a man,  disdaining  a sidesaddle,  was  the  talk 
of  the  town.  But  she  had  two  things  going  for  her:  she  was 
good  at  what  she  did,  having  been  trained  in  the  city  that 
was  then  the  world  center  of  medicine,  and  she  was  one 
of  the  few  doctors  in  the  area.  When  someone  had  a bro- 
ken bone  that  needed  setting  or  a baby  about  to  be  bom, 
most  folks  were  not  too  picky  about  the  gender  of  their 
doctor.  Soon  the  people  of  Brazoria  County  were  calling 
her  simply  “Doctor  Sofie.” 


The  occupant  of  the  house  loaned  the  driver  a double- 
tree.  By  5:30  am,  the  patient  had  been  treated  and  the  ex- 
hausted, muddy  doctor  was  finally  back  home. 

Her  driver,  the  article  concluded,  had  “lost  all  his  apos- 
tohc  religion  and  swears  he’ll  never  drive  the  doctor 
again.  The  doctor  swears  the  same  thing.” 

Joining  the  Texas  Medical  Association  early  on.  Dr 
Sofie  seldom  missed  a meeting.  She  was  a frequent 
speaker  and  won  several  honors. 

Railroad  doctor 

Eight  years  after  Dr  Sofie  moved  to  Texas,  a developer 
named  Uriah  Lott  founded  the  St  Louis,  Brownsville  & 
Mexican  (SLB&M)  Railway.  Mr  Lott  never  achieved  his 
goal  of  connecting  St  Louis  to  Mexico’s  Yucatan  Peninsula, 
but  his  line  brought  the  first  rail  service  to  much  of  South 
Texas,  stretching  from  Brownsville  to  Houston  via  Brazo- 
ria County. 

As  construction  began  on  the  section  between  Rob- 
stown  and  Bay  City  and  on  toward  Houston,  Dr  Sofia’s 
business  picked  up.  Constmction  accidents  were  common. 


“A  beautiful  woman  who  talked  familiarly  about 
all  parts  of  the  human  anatomy  was  as  great  a curiosity 
to  the  natives  as  they  were  to  her,  and  she  immediately 
became  the  chief  topic  of  conversation.” 


One  rainy  Sunday  night,  Dr  Sofie  learned  firsthand  that 
smoking  can  be  dangerous  to  a person’s  health.  She  had 
been  called  to  the  small  town  of  Hawkinsville  to  see  a pa- 
tient. Eight  miles  from  Brazoria,  as  the  doctor  graciously 
held  the  reins  of  the  buggy  so  her  driver  could  roll  a ciga- 
rette, a wheel  went  off  the  bridge  they  were  crossing.  The 
horses  lunged,  hurling  the  driver  into  a slough.  Worse,  the 
horse  broke  the  doubletree,  the  crossbar  that  connects  the 
horses  to  the  wagon. 

When  the  driver  climbed  out  of  the  water.  Dr  Sofie  sug- 
gested that  he  cut  a piece  of  wood  and  improvise  a re- 
placement. The  driver  asserted,  as  a local  newspaper 
reported  soon  after,  that  he  was  no  “buggy  doctor.”  His 
recommendation  was  that  they  ride  the  two  horses  to  a 
nearby  farmhouse  for  help. 

The  doctor,  however,  did  not  feel  she  was  dressed  for 
such  a ride  and  refused. 

“They  finally  started  walking  for  a . . . house  two  miles 
away,”  the  newspaper  article  said.  “The  doctor  was  in  front, 
carrying  a lantern  and  her  heavy  satchel  of  instruments. 
[The  driver]  followed,  packing  a heavy  grip  and  leading  the 
horses.  The  doctor  lost  one  shoe  and  then  the  other,  but  on 
they  went  until  the  light  of  the  cabin  was  seen.” 


So  were  shooting  and  stabbing  scrapes  involving  the 
tracklayers.  Word  of  her  medical  skills  and  pleasing  bed- 
side manner  spread  up  and  down  the  line. 

She  made  calls  in  her  buggy,  or,  if  roads  were  too 
muddy  for  her  wagon,  she  traveled  astride  a horse.  Of- 
ten, she  rode  on  handcars,  boxcars,  or  train  engines  to 
reach  someone  along  the  line  who  needed  the  services  of 
a doctor. 

In  1906  or  early  1907,  the  railroad  formalized  its  rela- 
tionship with  the  doctor,  appointing  her  chief  surgeon  of 
the  SLB&  M.  She  got  the  job  over  several  male  surgeons. 
WTien  word  reached  the  railroad’s  headquarters  that  a fe- 
male surgeon  had  been  hired  by  a division  official,  Dr 
Sofie  received  a polite,  carefully  worded  letter  asking  her 
to  relinquish  the  position. 

“I’ll  keep  this  job  so  long  as  I give  satisfaction,”  she  is 
said  to  have  replied  to  the  railroad  management.  “If  I fail, 
then  you  can  free  me.” 

Though  Dr  Sofie  was  a woman  in  what  most  people  of 
her  time  considered  a man’s  job,  she  never  gave  the  rail- 
road cause  to  fire  her.  She  frequently  stressed  that  she 
“wanted  no  odds”  because  she  was  a woman.  She  re- 
mained on  the  line’s  payroll  for  the  rest  of  her  life. 
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The  necklace 

Even  if  the  railroad  had  fired  her,  the  SLB&M  was  far 
from  her  sole  source  of  income.  She  continued  her 
thriving  private  practice  and  dabbled  in  real  estate. 
Over  the  years,  beginning  in  1907,  she  purchased  nu- 
merous lots  in  Brazoria.  In  association  with  a Houston 
land  development  company.  Dr  Sofie  had  a two-and-a- 
half  story  frame  hotel  built  across  the  street  from  her 
home  and  office.  The  Southern  Hotel  became  the 
town’s  social  center. 

At  a crowded  affair  marking  the  hotel’s  grand  opening, 
the  disgruntled  wife  of  a former  railway  employee,  be- 
lieving Dr  Sofie  had  somehow  cost  her  husband  his  job, 
fired  a shotgun  blast  at  the  doctor.  The  load  of  lead 
ripped  a ragged  hole  in  a screen  door,  narrowly  missing 
the  doctor.  Dr  Sofie  laughed  off  the  incident,  and  the 
party  went  on. 

It  wasn’t  that  the  doctor  didn’t  know  what  a firearm 
could  do  to  a human  body.  She  had  become  particularly 
adept  at  removing  bullets  from  gunshot  victims.  She  pre- 
sented a paper  at  a meeting  of  the  South  Texas  Medical 


Balancing  career  and  family 

Judging  from  accounts  at  the  time.  Dr  Sofie’s  investment 
in  her  profession  was  exceeded  only  by  the  Joy  she  found 
in  her  children  and  grandchildren.  “Few  professional 
women,’’  one  newspaper  said  of  her,  “have  succeeded  in 
better  combining  the  duties  of  home  and  career.  Some  of 
her  friends,  indeed,  felt  that  the  doctor  manifested  two 
widely  divergent  personalities.  In  her  family  life  [and]  so- 
cial relations  she  was  feminine  to  the  finger  tips,  for  all 
the  fact  that  she  wore  her  hair  short  and  sometimes  af- 
fected a rather  mannish  hat.” 

After  a long  ride  to  treat  a patient,  she  often  unwound 
when  she  came  home  by  taking  up  her  crocheting. 

When  she  was  65,  the  doctor  married  Marion  Hunt- 
ington, a 70-year-old  widower.  When  she  and  her  hus- 
band signed  their  marriage  license,  she  scratched  out  the 
terms  “Miss”  and  “Mrs”  on  the  form  and  wrote  in  “Dr.”  Af- 
ter the  August  21,  1913,  wedding,  she  moved  to  Mr 
Huntington’s  plantation  7 miles  outside  Brazoria.  Despite 
her  strong  sense  of  self-identity,  she  did  use  her  hus- 
band’s last  name. 


“Brazoria,  and  indeed  a large  part  of  South  Texas,  loved 
and  honored  the  woman  physician  who  had  ministered  to 
so  many  people  for  more  than  a quarter  of  a century. . . her 
death  has  given  thousands  a sense  of  deep  personal  loss.” 


Association  on  one  of  her  techniques;  elevating  a gunshot 
patient  to  such  an  extent  that  gravity  could  help  her  get 
the  lead  out,  so  to  speak. 

Only  twice  in  her  career  was  she  unsuccessful  in  recov- 
ering a bullet.  When  she  had  accumulated  more  than  a 
score  of  extracted  pieces  of  lead  — each  representing  a 
successful  procedure  — she  had  a jeweler  fashion  her  a 
necklace  with  a gold  bead  threaded  between  each  slug. 
She  wore  it  as  a good  luck  piece  for  the  rest  of  her  life.  No 
matter  whether  it  worked  for  her,  it  certainly  represented 
luck  on  the  part  of  24  patients. 

Dr  Sofie  collected  more  than  bullets.  She  had  a world- 
class  collection  of  carved  walking  sticks.  Another  of  her 
collecting  interests  was  stuffed  animals,  birds,  and  snakes. 
She  did  her  taxidermy  work  herself,  skinning  rattlesnakes 
and  nailing  their  hides  to  the  side  of  her  carriage  house  to 
dry.  Shelves  in  her  office  were  laden  with  jars  of  mal- 
formed fetuses  and  full-term  babies  with  deformities,  in- 
cluding one  with  two  heads  and  three  arms.  Though 
preserving  the  results  of  genetics  gone  awry  did  have  a 
certain  scientific  value,  she  also  used  the  specimens  to 
convince  women  to  take  better  care  of  themselves  during 
their  pregnancies. 


Though  she  had  reached  an  age  when  many  would 
have  retired.  Dr  Sofie  continued  her  practice,  commuting 
each  day  from  the  plantation  to  town  in  a new  Ford  — the 
first  automobile  owned  by  anyone  in  the  county. 

Dr  Sofie  died  of  a stroke  at  a hospital  in  Houston  on 
July  21,  1925.  She  was  79. 

At  her  request,  she  was  buried  with  her  lucky  necklace 
— tangible  evidence  of  her  skills  as  a surgeon. 

One  of  those  attending  her  funeral  was  a Dr  Retting,  an 
old  friend  and  colleague.  The  doctor  told  the  writer  of  Dr 
Sofie’s  obituary  for  the  Houston  Chronicle  that  the  citizens 
of  Brazoria  planned  to  build  a monument  in  her  memory. 
Dr  Retting  died  not  long  after  his  friend,  however,  and  the 
monument  died  with  him. 

But  the  doctor’s  memory  lived  on  for  years.  As  the 
Chronicle  put  it,  “Brazoria,  and  indeed  a large  part  of 
South  Texas,  loved  and  honored  the  woman  physician 
who  had  ministered  to  so  many  people  for  more  than  a 
quarter  of  a century  . . . her  death  has  given  thousands  a 
sense  of  deep  personal  loss.” 


Mike  Cox  is  an  Austin  writer  and  historian. 
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Physician  report  cards 


It’s  not  a question  of  if,  but  how  you  will 
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be  graded 

he  scrutiny  has  already  begun.. 
The  first  annual  health  mainte-l 
nance  organization  (HMO)  re-j 
port  cards  came  out  last  fall.! 

i 

Next  year,  hospital  discharge! 
data  will  be  aired  publicly  Audi 
for  the  past  4 years,  employer  | 
groups  have  been  clamoring  and  lobbying' 
heavily  for  physician  profiling  to  begin.  ! 

Most  observers  agree  it’s  only  a matter' 
of  time  before  some  form  of  rating  physi-i 
cian  performance  hits  the  streets.  But! 
defining  what  data  will  be  collected  and  I 
how  the  data  will  be  used  offers  Texas  i 
physicians  an  opportunity  to  control  ai 
train  that’s  already  left  the  station.  > 
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I Who  wants  to  know? 

The  government,  employers,  and  con- 
I sumers  are  demanding  a way  to  Judge 
what  they’re  getting  for  their  health 
care  dollar.  Sophisticated,  information- 
' thirsty  consumers  want  access  to  the 
best  care,  while  employers  want  to  be 
able  to  evaluate  value  and  return  on 
their  investment. 

“For  years  and  years  we’ve  said, 
‘We’re  good  docs;  trust  us,”’  said  Josie 
Williams,  MD,  medical  director  of  the 
Texas  Health  Quality  Alliance  and 
member  of  the  Texas  Medical  Associa- 
tion Council  on  Socioeconomics.  “But 
we  have  very  little  data  on  us  as  groups 
or  as  individuals  to  support  that  what 
we  do  is  good  quality  of  care.  And  I 
think  we’re  at  a level  where  folks  are 
asking  us  for  accountability,”  she  said. 

“There  are  significant  variations  that 
make  little  sense  in  health  care,”  Dr 
Williams  continued.  “We  don’t  have  the 
data  to  know  why  one  doctor  has  the 
same  outcomes  as  another  doctor  and 
yet  it  costs  him  twice  as  much  to  take 
care  of  a patient.” 

Academic  researchers  are  stirring  the 
pot.  After  examining  Medicare  data,  the 
Dartmouth  Atlas  of  Health  Care  in  the 
United  States  reported,  “The  amount  of 
care  consumed  by  Americans  is  highly 
dependent  on  where  they  live  — on  the 
capacity  of  the  health  care  system  where 
they  live  and  on  the  practice  styles  of  lo- 
cal physicians.  Variations  in  the  intensity 
of  use  of  hospitals,  the  striking  differ- 
ences in  the  way  terminal  care  is  deliv- 
ered, and  the  idiosyncratic  patterns  of 
elective  surgery  raise  significant  ques- 
tions about  the  outcomes  and  value  of 
health  care.” 

Trends  in  Texas 

To  enhance  health  care  quality  and  pro- 
mote patients’  accessibility  to  cost-ef- 
fective quality  health  care,  a 1995 
legislative  act  created  the  Texas  Health 
Care  Information  Council  (THCIC). 
The  19-member  council  represents  all 
stakeholders  — employers,  labor, 
physicians,  hospitals,  consumers, 
HMOs,  and  quality  assurance  experts 
— and  is  charged  with  gathering  and 
objectively  reporting  HMO  Health  Plan 
Employer  Data  and  Information  Set 
(HEDIS)  data  and  hospital  discharge 
data  annually.  TMA  has  been  active  in 


refining  the  language  of  the  original 
legislation  to  ensure  that  all  data  are 
presented  accurately  and  will  be  mean- 
ingful for  consumers. 

THCIC  is  chaired  by  Stephen  Turner, 
MD,  a Plainview  pediatrician.  Other 
physician  council  members  include 
Amanullah  Khan,  MD,  a Dallas  oncolo- 
gist, and  Robert  Schorlemer,  MD,  an  ob- 
stetrician-gynecologist in  San  Antonio. 

Since  the  second  quarter  of  1998,  li- 
censed Texas  hospitals,  with  the  excep- 
tion of  rural  facilities,  have  been 


required  to  collect  and  submit  data  to 
THCIC.  The  hospital  discharge  data, 
which  are  expected  to  be  released  in 
January  2000,  will  include  at  least  6 
months  of  data,  covering  nearly  100 
data  elements  that  can  be  used  to  pro- 
file demographic,  diagnosis,  mortality, 
and  length-of-stay  information. 

Push  to  profile 

During  the  last  two  sessions  of  the 
Texas  Legislature,  consumer  and  busi- 
ness groups  have  pushed  to  pass  legis- 
lation that  would  require  physician 
performance  to  be  profiled.  TMA  has 
successfully  blocked  these  efforts  in 
Texas,  but  the  tide  is  turning.  Physician 
profiling  is  already  under  way  in  sev- 
eral states,  including  New  York,  Penn- 
sylvania, and  Florida. 

“A  lot  of  practice-specific  information 
requested  by  policymakers  or  employ- 
ers and  consumers  may  be  technically 
feasible  to  collect,  but  it  is  still  prohibi- 
tively expensive  to  obtain,  making  the 
process  unrealistic  for  most  physician 
practices,”  said  Helen  Kent  Davis,  TMA 
director  of  governmental  affairs.  “Over 
time,  new  technology  may  simplify  the 
process,  yet  the  fundamental  questions 
of  what  we  want  to  collect,  and  why, 
must  still  be  answered.” 


During  the  most  recent  legislative  ses- 
sion, lawmakers  passed  House  Bill  110. 
“Originally  dubbed  ‘physician  profiling,’ 
it’s  really  a physician  disclosure  bill,”  Ms 
Davis  said.  The  bill,  supported  by  TMA, 
enables  information  about  physicians  to 
be  released  by  the  Texas  State  Board  of 
Medical  Examiners  (TSBME). 

Currently,  patients  can  readily  hnd 
out  where  physicians  received  their 
training.  However,  HB  110  goes  further, 
making  it  easier  for  patients  to  find  out 
a physician’s  office  hours,  specialty 


services,  and  where  he  or  she  has  hos- 
pital privileges.  Regarding  malpractice 
data,  releasable  information  is  limited 
to  the  results  of  the  TSBME-required  in- 
vestigation when  a physician  has  three 
or  more  claims  in  a 5-year  period.  The 
details  of  the  claims  themselves  cannot 
be  disclosed. 

HB  110  represents  “an  initial  step  by 
the  legislature  of  getting  more  informa- 
tion about  physicians  into  the  hands  of 
patients,”  Ms  Davis  said. 

Dancing  with  the  data 

The  latest  effort  to  gather  data  from 
hospitals  has  pointed  out  some  system- 
atic problems.  First,  the  numbers  are 
being  collected  from  billing  records  be- 
cause that’s  the  only  data  readily  and 
economically  available  that  can  be  ma- 
nipulated electronically. 

“This  is  a system  for  reporting  data  to 
a payer  to  get  paid  — not  to  profile  a 
physician.  Yet,  if  used  wisely,  claims  data 
can  be  a good  starting  point  for  assess- 
ing health  care  quality,”  Ms  Davis  said. 

Denise  Remus,  PhD,  RN,  vice  presi- 
dent of  the  Dallas-Fort  Worth  Hospital 
Council  Data  Initiative,  says  different 
payers  have  different  documenting  re- 
quirements. For  example,  THCIC  re- 
quires race  data  to  be  reported; 


“For  years  and  years  we’ve  said, ‘We’re  good  docs; 
trust  us.’  But  we  have  very  little  data  on  us  as  groups 
or  as  individuals  to  support  that  what  we  do  is  good 
guality  of  care.  And  I think  we’re  at  a level  where 
folks  are  asking  us  for  accountability.’’ 
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however,  race  and  ethnicity  are  not 
generally  required  for  payment,  and 
that  information  is  not  always  entered 
into  hospital  billing  systems.  Some- 
thing as  simple  as  reporting  a patient’s 
race  can  mean  a collection  process  has 


to  be  formalized  by  each  hospital.  Ad- 
ditionally, that  particular  data  element 
has  to  be  defined  in  a standard  way  be- 
cause the  letter  “C”  may  signify  Cau- 
casian race  for  one  payer,  while  the 
number  “2”  is  used  by  another. 

This  past  legislative  session,  TMA, 
the  Texas  Hospital  Association,  and  the 
Dallas-Fort  Worth  Hospital  Council 
worked  with  Rep  Glen  Maxey  (D- 
Austin),  the  data  council’s  legislative 
sponsor,  and  consumers  to  establish  a 
“minimum  data  set”  to  ensure  that  the 
public-use  data  file  contains  only  those 
data  elements  that  have  been  verified 
for  accuracy  and  consistency. 

Limitations  are  placed  on  the  data  be- 
ing gathered,  according  to  Dr  Remus, 
who  also  is  chair  of  the  THCIC  Health  In- 
formation System  Technical  Advisory 
Committee.  “The  billing  format  contains 
spaces  for  only  nine  diagnosis  and  proce- 
dure codes.  This  means  that  mortality 
studies  should  be  interpreted  with  cau- 
tion because  the  THCIC  data  may  not 
capture  the  complete  picture  of  a pa- 
tient’s underlying  health  problems  and 
risk  of  death.”  For  example,  hospitals  and 
physicians  who  treat  patients  with  the 
most  serious  illnesses  tend  to  have  higher 
mortality  rates,  which  do  not  reflect  the 
quality  of  care  the  patients  receive. 

TMA  again  was  active  in  modifying 
the  legislation  to  require  THCIC  to  at- 
tach severity  and  risk  adjustments  to 
all  data  and  to  include  educational  ma- 
terials explaining  data  collection  meth- 
ods and  limitations. 

Whether  these  limitations  are  pre- 


sented and  explained  in  a manner  that 
is  easily  understood  by  consumers  re- 
mains to  be  seen.  According  to  THCIC 
Chair  Dr  Turner,  great  emphasis  has 
been  placed  on  ensuring  accuracy,  in- 
cluding giving  hospitals  two  opportuni- 


ties to  review,  edit,  and  certify  accuracy 
of  the  data.  “We’ll  make  every  effort  to 
make  things  as  fair,  understandable, 
and  accurate  as  possible  and  would 


never  intentionally  release  information 
that  could  deceive  or  mislead  the  pub- 
lic,” Dr  Turner  emphasized. 

Inherent  dangers 

Despite  these  precautions,  Norman 
Chenven,  MD,  president  of  the  Austin 
Regional  Clinic,  thinks  danger  still  lurks. 
“It’s  a realm  that’s  poorly  understood, 
and  there’s  going  to  be  a lot  of  informa- 
tion out  there.  There’s  a greater  poten- 
tial for  malicious  use  of  the  data  than 
there  is  for  the  beneficial  use,”  he  said. 

The  concern  over  how  the  data  are 
used  stems  from  the  differing  view- 
points of  physicians,  patients,  employ- 
ers, and  health  plans.  While  physicians 
want  to  use  the  data  as  an  educational 
tool  to  improve  the  quality  of  care  and 
patient  outcomes,  consumers  and  em- 
ployers often  see  it  as  a way  to  identify 


Preparing 

yourself 


What,  if  anything,  can  you  do  to  prepare  yourself  for  what  appears  to  be  yet 
another  regulatory  onslaught?  Here  are  some  suggestions; 

LEARN  WHAT  YOUR  DATA  LOOK  LIKE.  Talk  to  the  utilization  review  and 
quality  managers  at  your  hospitals  to  see  what  sort  of  data  they  are  gath- 
ering that  will  allow  them  to  profile  physicians  internally. 

VERIFY  DATA.  Urge  your  medical  staff  to  play  an  active  role  in  the  verifi- 
cation of  the  hospital’s  discharge  data.  A TIVIA-supported  amendment  to 
the  Texas  Health  Care  Information  Council  (THCIC)  statute  allows  physi- 
cians to  review  their  data  for  accuracy  and  consistency.  While  no  physi- 
cian- or  patient-specific  data  will  be  released  by  THCIC,  physicians  must 
be  involved  in  assuring  the  reliability  of  their  facilities'  information. 

START  MEASURING  YOURSELF.  TMA’s  HeartCare  Partnership  is  an  in- 
teractive continuing  medical  education  program  that  allows  you  to  meas- 
ure and  better  manage  the  care  you  provide  to  patients  with  cardiovascular 
disease  risk  factors.  It's  a solid  way  to  begin  designing  a practice-based 
system  for  improving  quality  of  care.  For  more  information,  contact  Bridget 
Butler  in  TM  A's  Division  of  Science  and  Quality  at  (800)  880-1300,  ext  1461,  or 
(512)  370-1461;  or  e-mail  bridget_b@texmed.org. 

GETTO  KNOWTHE  COUNCIL.  Learn  more  aboutTHClC  by  accessing  its 
Web  site  at  www.thcic.state.tx.us. 

JOIN  THE  COUNCIL.  Better  yet,  get  involved  with  the  work  of  THCIC. 
There  are  several  positions  available  for  physicians.  Contact  the  council  in 
Austin  at  (512)  424-6492. 


“We’ll  make  every  effort  to  make  things  as  fair, 
understandable,  and  accurate  as  possible 
and  would  never  intentionally  release  information 
that  could  deceive  or  mislead  the  public.’’ 
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i so-called  “bad  doctors.”  The  data  could 
be  misunderstood  and  misinterpreted 
as  used  by  health  plans  as  an  excuse  to 
(exclude  physicians  from  their  networks. 

“I  think  what  we’re  more  likely  to 
ifsee  is  people  in  organizations  using  the 


“That  same  data  being  collected 
and  displayed  by  hospitals  also  can  be 
broken  down  so  that  it  can  be  dis- 
played by  physician,”  Dr  Holcomb  said. 
“The  information  is  already  in  the  data 
banks,  and  the  only  thing  that’s  being 


“I  think  the  business  community  and  the 
government’s  push  to  do  profiling  and  measuring  is 
just  premature.  I think  the  desire  is  mostly  driven  by 
economic  concerns  rather  than  quality  concerns.” 


data  ignorantly,  not  understanding 
I what  the  data  really  mean,”  said  John 
Holcomb,  MD,  vice  president  for  clini- 
I cal  services  for  the  five-hospital 
Methodist  Healthcare  System  in  San 
Antonio. 

Dr  Chenven  believes  the  motivation 
for  profiling  is  a good  one,  but  ade- 
1 quate  tools  are  lacking.  “It’s  not  a bad 
(desire  to  want  to  be  able  to  measure 
quality  of  care  or  outcomes.  That’s  a 
1 terrific  idea.  It’s  just  scary  when  it  gets 
I out  ahead  of  where  we’re  going  to  be 
able  to  actually  do  it  well  and  appro- 
priately.” 

' One  of  the  key  challenges  of  this 
j whole  issue  is  determining  how  to  de- 
fine and  then  measure  quality  of  care. 
“The  physician  community  is  going  to 
! have  to  define  for  itself  what  it  thinks 
i are  the  true  measures  of  quality  care,” 

I Dr  Holcomb  said.  “We’re  going  to  have 
j to  invest  in  our  practices  with  data  col- 
I lection  systems  and  then  take  those 
' systems  and  those  results  forcefully  to 
the  marketplace  to  show  that  this  is  the 
. correct  measure  of  whether  physicians 
‘ are  effective  in  patient  care  or  not.” 

The  inevitability  of 
' physician  profiling 

“Everyone  should  appreciate  that  every 
managed  care  company  and  every  in- 
' surance  payer  right  now  is  collecting 
' profiling  data  on  every  individual  physi- 
j dan  and  hospital,”  said  Dr  Holcomb,  a 
* member  of  the  Texas  Hospital  Associa- 
tion Quality  Council  and  also  a member 
of  TMA’s  Council  on  Socioeconomics. 


waited  for  is  the  go-ahead  to  produce 
physician-specific  data  from  hospital 
discharge  data.” 

THCIC  member  Laura  Stevens,  direc- 
tor of  medical  reporting  for  the  Harris 
Methodist  Health  System,  believes  physi- 
cian profiling  will  come  to  Texas  within 
the  next  2 or  3 years.  She  says  the  em- 
phasis should  be  on  the  quality  of  care 
provided  and  not  on  economic  reports. 

“I  think  the  business  community  and 
the  government’s  push  to  do  profiling 
and  measuring  is  just  premature.  I think 
the  desire  is  mostly  driven  by  economic 
concerns  rather  than  quality  concerns.  I 
can  understand  it,  but  I think  it’s  almost 
doomed  to  be  a very  unpleasant  and 
unproductive  experience  for  the  next 
10  years,”  Dr  Chenven  said. 

“We  can  no  longer  afford  to  say,  ‘I 
don’t  have  time  to  know  what  my  qual- 
ity of  care  is,”’  Dr  Williams  offered.  “We 
have  to  produce  data.  And  the  problem 
is  somebody’s  going  to  produce  the 
data  for  us  and  it’s  not  going  to  be 
right.  We  have  to  know  what  our  data 
are  to  defend,  to  change,  or  to  improve 
physician  profiling,”  she  said. 

“Control  and  evolution  are  what’s 
needed.  It  just  has  to  be  done  under 
some  level  of  control  in  a sober  way,” 
Dr  Chenven  concluded.  ★ 


Laurie  Stoneham  is  an  Austin  freelance  writer. 


RFS 


Residents, 
mark  your 
daytimers! 


The  Next 
Meeting  of 
TMA  Resident  & 
Fellow  Section 

(formerly  known  as  the 
Resident  Physician  Section) 

Will  Be: 


Saturday,  November  13 
Doubletree  Hotel 
Austin 

(in  conjunction  with 
Interim  Session) 


For  more  information, 
contact  Pamela  Allen  at 
(800)  880-1300,  ext.  1402,  or 
(512)  370-1402,  or 
e-mail  pamela_a@texmed.org. 


Tex 

lir 


TexasMedical 

Association 


Tel  800.S80.1300 


Volume  95  ★ Number  9 


47 


Public  Health 


Heart  to  heart 

Project  WATCH  enters  the  fight  against  cardiovascular  disease 


Yf  ou  can’t  remember  the  last  time 
you  walked  a mile.  Or  when  you 
actually  ran  one.  Those  few  ex- 
tra pounds  are  creeping  around 
your  waistline,  and  that  half 
pack  of  cigarettes  a day  is  taking 
a heavy  toll  on  your  precious 
lungs.  And  let’s  not  even  mention  that 
your  blood  pressure  is  above  normal  or 
that  your  cholesterol  numbers  are  way 
too  high.  With  a lifestyle  like  this,  you’ll 
soon  be  a member  of  the  cardiovascular 
disease  and  stroke  club.  > > 


Regan  Dunnick 


By  Laura  Albrecht, 

TMA  public  information  officer 
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But  don’t  sign  up  for  membership 
just  yet.  Help  is  on  the  way,  not  only  for 
I physicians  but  also  for  their  patients  to 
prevent  cardiovascular  disease,  the  No. 
1 killer  in  Texas. 

Texas  Medical  Association’s  Project 
WATCH  is  a cardiovascular  disease  and 
stroke  prevention  education  program 
that  will  be  unveiled  at  TMA’s  1999  Fall 
Conference  September  18  in  Austin. 
(See  “September  18  Fall  Conference  to 
Discuss  Medicine’s  Turning  Points,”  pp 
16-17.)  The  2-year  program  will  focus 
on  the  five  risk  factors  — weight,  activ- 
ity, tobacco,  cholesterol,  and  high  blood 
pressure  — of  the  disease  that  in  1996 
claimed  42,330  lives  in  Texas.  Stroke 
took  the  lives  of  another  9,845  Texans. 

“Project  WATCH  not  only  will  bene- 
fit our  patients  but  it  also  will  bring 
awareness  to  the  family  of  medicine,” 
said  TMA  President-Elect  J.  James  Ro- 
hack,  MD. 

The  project  is  a cooperative  initiative 
that  includes  the  Councils  on  Communi- 
cation, Public  Health,  and  Scientific  Af- 
fairs, the  TMA  Alliance,  and  the  TMA 
Foundation.  County  medical  societies 
also  will  be  involved.  The  Committee  on 
Cardiovascular  Diseases  will  provide  sci- 
entific and  clinical  advice.  TMA  Presi- 
dent Alan  C.  Baum,  MD,  and  Dr  Rohack 
will  direct  the  program,  which  is  set  for 
full  implementation  in  2000  and  2001. 

The  program’s  first  order  of  business 
will  allow  physicians  to  review  and  as- 
sess their  own  risks  for  cardiovascular 
disease  and  stroke.  Employing  a domino 
effect,  a scheduled  exercise  program 
combined  with  a good  diet  and  no  to- 
bacco will  help  lead  to  normal  choles- 
terol levels  and  blood  pressure,  and  will 
allow  physicians  to  encourage  their  pa- 
tients to  follow  their  example.  Of 
course,  genetics  and  family  health  his- 
tory can  play  a role  in  a person’s  health. 

“As  physicians,  we  have  to  start  pay- 
ing attention  to  our  own  health,”  Dr 
Baum  said.  “We  should  all  take  this 
program  to  heart  not  only  for  our  pa- 
tients but  also  for  our  families.” 

The  Houston  ophthalmologist  ad- 
mits his  biggest  challenge  is  staying  on 
an  organized  workout  schedule.  He 
says  that  like  many  others,  he  finds  ex- 
cuses to  fall  off  a workout  routine,  but 
he  is  striving  to  develop  more  disci- 
pline to  stay  on  schedule. 


“This  program  certainly  melds 
nicely  with  our  image  of  physicians 
caring  for  all  Texans,”  said  Dr  Rohack, 
a Temple  cardiologist.  “However,  if  we 
are  going  to  be  interacting  with  our  pa- 
tients, we  should  certainly  be  practic- 
ing what  we  preach.” 

TMA  Alliance  President  Pam  Hen- 
dricks, of  Temple,  says  the  program 
“will  be  a wake-up  call  to  watch  every- 
thing” that  affects  the  health  of  physi- 
cians and  their  spouses. 


Fit  as  a fiddle 

Austin  physician  Doris  Robitaille,  MD, 
glances  at  her  pager  one  last  time  be- 
fore huddling  with  her  soccer  team- 
mates. It’s  a sultry  evening  at  the  Zilker 
Park  soccer  fields  and  she’s  ready  for  a 
strenuous  cardiovascular  workout  that 
will  bring  relief  from  her  day  as  a solo 
family  practitioner. 

Dr  Robitaille  has  spent  the  last  7 
months  getting  her  new  practice  up  to 
speed.  Through  it  all,  she’s  worked 
equally  hard  to  pay  attention  to  her  own 
health  regimen.  She’s  kept  up  her  physi- 
cal activities,  which,  in  addition  to  soccer, 
include  running,  cycling,  backpacking, 
and  shooting  some  hoops  at  home.  She 
maintains  a healthy  diet  that  doesn’t  in- 
clude caffeine  or  sweets.  Tobacco  is  defi- 
nitely not  invading  her  body,  and  she 
reports  that  her  blood  pressure  is  normal 
and  her  cholesterol  numbers  are  good. 
“It’s  all  a personal  choice,”  she  said. 


Dr  Robitaille  firmly  believes  patients 
do  pay  attention  to  what  their  physi- 
cians do  and  that  a healthy  doctor 
translates  into  healthier  patients.  “Pa- 
tients will  come  to  me  after  .switching 
from  a doctor  who’s  obese  and  smokes,” 
she  said.  A physician  who  practices  pre- 
vention in  his  or  her  own  life  promotes 
a healthy  lifestyle  to  patients. 

Patient  education  and  prevention 
are  mainstays  in  Dr  Robitaille’s  prac- 
tice. “Twenty-five  percent  of  my  time  is 


spent  practicing  Western  medicine  and 
the  rest  of  the  time  with  a patient  is 
prevention  and  education,”  she  said. 

“If  you  have  balance  in  your  life, 
then  you  are  a better  doctor.” 

God,  family,  exercise, 
and  country 

Thirty  minutes  a day  of  exercise  and  a 
nutritional  diet  will  ensure  good  car- 
diovascular fitness,  says  Brian  Eades, 
MD,  who  sticks  to  a high-protein  diet. 

“I  preach  this  stuff  all  day  long,”  said 
Dr  Eades,  an  Amarillo  obstetrician-gyne- 
cologist who  runs  three  times  a week, 
lifts  weights  twice  a week  for  2 hours, 
and  maintains  a healthy  diet.  He  tells  his 
patients  that  deciding  to  put  prevention 
in  their  lives  is  like  moving  to  another 
country  because  everything  changes. 

Dr  Eades  says  it  can  be  overwhelming 
to  many  patients  to  address  their  weight, 
exercise,  tobacco  usage,  cholesterol  lev- 


riVl  A Adv 

Take  part  in  l^roject  WATCH 


Make  plans  now  to  roll  up  your  sleeves  to  give  some  blood  and  take 
off  your  shoes  to  jump  on  the  scales  on  Saturday,  September  18. 
It’s  all  part  of  the  unveiling  of  Project  WATCH  at  TMA’s  1999  Fall 
Conference:  Turning  Points  in  Medicine  at  the  Renaissance  Austin  Hotel. 

By  the  end  of  the  day,  you’ll  know  your  weight,  cholesterol  level,  and 
blood  pressure.  In  addition,  physicians  and  their  spouses  will  be  given  ex- 
ercise tips  and  information  on  the  health  risks  of  tobacco. 


“As  physicians,  we  have  to  start  paying  attention  to  our 
own  health.  We  should  all  take  this  program  to  heart 
not  only  for  our  patients  but  also  for  our  families.” 
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Texas  Medical  Association  has  a LOAN  PROGRAM 
for  Resident  Physicians 
call  (800)  880-2828 
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TexasMedical 

Association 


Now! 


Malpractice 

Insurance 

Allernatives! 


Group 


"Insurance  and  Risk  Management  Services  Since  1947" 

As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for: 

e Individual  and  Group  Practice  Physicians  and  Surgeons  e 
e Clinics  e Surgery  Centers  e IPA's  • PHO's  e MSO's  e 
e Multi-Specialty  Practices  e 

For  Additional  Information,  Contact: 

Scott  Pullen 

9901  IH  10  West,  Suite  800 
San  Antonio/  Texas  78230 
Telephone:  Toll  Free  888.558.2825 
or  210.561.7909 
Fox:  210.561.2859 

Office  Locations: 

San  Antonio,  Texas  • Chicago,  Illinois  • Stevensville,  Michigan 
Cleveland,  Ohio  • Columbus,  Ohio 
Pittsburgh,  Pennsylvania  • San  Diego,  California 


Public  Health 


els,  and  high  blood  pressure.  “Growing 
up  in  West  Texas,  you  hear  the  old  adage, 
‘God,  family,  and  country.’  That  should 
be,  ‘God,  family,  exercise,  and  country.’  If 
you  are  not  going  to  make  it  [good  health 
habits]  a priority,  then  it’s  always  going  to 
be  the  first  thing  to  fall  off  your  plate.” 

Making  time  to  commit  to  a program 
is  a major  obstacle,  but  worth  the  trouble 
to  overcome  it.  “If  you  promise  yourself 
every  day  you  are  going  to  do  something 
toward  the  betterment  of  your  health, 
then  it’s  really  not  that  bad.  Experts  say  if 
you  do  something  regularly  for  a month, 
it  becomes  a habit,”  he  said. 

Those  good  health  habits  can  be  life- 
savers. 

Good  health  in 
medical  school? 

Second-year  medical  student  Katie 
Hurley  Ostrom,  of  Houston,  had  good 
intentions  of  keeping  her  personal 
health  program  alive  when  she  entered 
Baylor  College  of  Medicine. 

She  was  in  for  a major  surprise.  The 
former  college  field  hockey  player 
turned  swimmer,  runner,  and  cyclist 
discovered  she  had  no  time  for  any- 
thing but  school. 

“I  was  so  overwhelmed  at  the  begin- 
ning of  med  school  that  for  the  first  3 
to  4 months  I was  down  to  riding  my 
bike  back  and  forth  to  class,”  she  said. 
“I  would  probably  get  out  once  a week 
to  do  something  else  like  swim,  run,  or 
lift  weights,  but  I was  terribly  disap- 
pointed with  that.  I hated  the  fact  I was 
not  exercising  on  a regular  basis.” 

Ms  Ostrom  knew  that  to  succeed  she 
would  have  to  get  on  a schedule  that 
would  include  exercise  along  with  a 
healthy  diet.  She  decided  to  set  as  her 
goal  an  upcoming  race.  “I  actually  started 
to  get  myself  on  a better  schedule.” 

Pleased  with  her  ability  to  get  back 
on  schedule,  she  went  one  step  further 
and  hired  her  husband’s  coach.  “He  put 
a schedule  together  for  me  according 
to  the  different  weeks  of  school.  On 
hard  weeks  he  has  me  doing  30-minute 
daily  workouts.” 

“One  thing  I have  found  amazing  is 
that  doing  15  to  30  minutes  of  exercise 
a day  or  every  other  day  can  make  a 
difference,”  Ms  Ostrom  said.  “I  have 
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stayed  so  much  stronger  than  I have 
ever  been.” 

Exercise  and  a high-protein  diet 
have  benefited  Ms  Ostrom’s  sleep  pat- 
terns and  allowed  her  to  focus  more 
while  studying.  “1  am  actually  able  to 
study  better  and  I have  been  able  to 
avoid  any  caffeine  to  stay  awake.” 

She  says  “being  athletic  and  eating  a 
healthy  diet  go  hand-in-hand,”  adding 
that  she  avoids  the  fast  food  urge  by 
keeping  enough  groceries  at  home  so 
that  a healthy  meal  becomes  a reality. 
“Life  just  seems  to  flow  a little  bit  better.” 

Taking  prevention  to  heart 

Dr  Rohack  believes  physicians  are  in  an 
excellent  position  to  set  an  example  for 
their  patients  through  Project  WATCH. 

“Weight,  activity,  and  use  of  tobacco 
are  easily  identifiable  things  patients 
can  recognize  about  their  physicians,” 
he  said.  “A  doctor  who  has  nicotine 
stains  on  his  or  her  hands  and  smells  of 
tobacco  smoke  sends  funny  messages 
when  urging  a patient  to  stop  smoking.” 

An  acceptable  cholesterol  level  is  a 
matter  of  a prudent  diet,  and  an  active 
individual  with  an  ideal  body  weight 
has  less  chance  of  developing  h3T5er- 
tension.  “Some  studies  show  that  mild 
hypertension  can  be  controlled  with 
diet  and  exercise,”  said  Dr  Rohack. 

Dr  Rohack’s  personal  experience  re- 
sulted in  a closer  look  at  his  own 
health.  “If  you  are  not  monitoring  your- 
self, you  can  get  into  habits  that  lead  to 
weight  gain  — that’s  what  happened  to 
me.  My  personal  regimen  was  to  get 
back  to  those  health  habits  I knew 
i would  work  for  me,  like  exercising  rou- 
tinely and  avoiding  foods  with  high  fat 
content.” 

Dr  Rohack  takes  the  stairs  instead  of 
the  elevator  at  his  office.  And  weekend 
chores  at  his  ranch  involve  swinging  an 
ax  when  wood  needs  to  be  cut. 

The  leaders  of  TMA  and  the  alliance 
are  committed  to  this  unique  program. 
“We  have  all  known  colleagues  who 
were  very  important  to  their  patients 
and  communities,”  Dr  Baum  said.  “But 
because  they  neglected  their  own 
health,  those  physicians  had  to  retire 
earlier  than  they  wanted  to  or  they 
may  not  even  be  with  us.”  ★ 


Get  some 


Action 

in  your  e-mail  box 

Action  is  going  electronic. 

Sign  u|)  today  to  subscribe 
to  Action,  the  newsletter, 
via  e-mail. 


WHY? 

• Don’t  wait  for  snail  mail  to  bring  you 
Action's  news,  insights  and  practice- 
saving tips 

• Get  each  monthly  issue  nearly  two 
weeks  early. 

• Get  one  less  piece  of  mail  from  TMA. 

• File  the  articles  electronically  or  instantly 
zap  them  to  your  friends  and  colleagues. 


To  subscribe,  visit  the  Members’  Only  section  of  the  TMA  Web  site  at  www.texmed.org  and  follow  the 
links  from  the  home  page.  Next  month’s  issue  of  Action  will  arrive  in  your  e-mail  box,  for  free,  before 
the  ink  is  even  dry  on  the  paper  version. 


Auto  Lease 


FREE  LEASE  & FINAN^ 
SULTATION 


Dare 
To  Compare 

Truth  in  Leasing  & Lending: 

Understand  what  you  are  being 
offered  by  dealers  or  lease  companies. 

Know  you  got  the  better  deal... 

ANY  MAKE  ANY  MODEL .,  ^NY  TERM  ANY  TRADE 

877-733-6700 
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You  CAN  FIT  A 
LAPTOP  COMPUTER  IN 
A DOCTOR'S  BAG 


We  DON'T  WANT  TO  CHANGE  the  way  you  care  | 
for  your  patients,  we  want  to  help  make  your  clinic  a 
great  success  in  this  era  of  change. 

We  AREN'T  just  talking  about  catching  up,  we  are 
talking  about  creating  thoroitgh  and  accurate  clinical 
notes  in  two  minutes  or  less.  MediNote  Solo 
was  developed  under  the  full-time  direction 
of  physicians  like  you  in  order  to  bring 
you  a clinical  software  tool  that  is 
mature,  stable,  and  intuitive. 

When  your  staff  is  focused  on  compensation 
issues,  they  are  not  contributing  to  patient  satisfaction. 
MediNote  Solo  also  optimizes  treatment  reimbursement 
by  calculating  CFT  and  ICD-9  codes  at  tbe  point  of  care. 


To  receive  our  FREE  interactive  demo,  call  1-800-961-7587 
or  visit  our  web  site  at  http://www.documedix.com 
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The  Harris  County  Psychiatric  Center,  an  operating  unit  of  The  University  ofTexas-Houston  Medical  School  is  expanding  and  has  immediate 
openings  for  full-time  hoard-certified/board-eligible  psychiatrists  to  work  in  an  acute  care  setting  as  attending  physicians. 

The  Harris  County  Psychiatric  Center  is  a 25()-bed  licensed  acute  care  facility,  including  both  inpatient  and  partial  hospitalization  services  with 
future  expansion  to  outpatient  sendees.  The  Center  s mission  is  one  of  patient  care,  education  (in  cooperation  with  the  UT-Houston  Medical 
School),  research  and  community  service. 


OPPORTUNITIES  INCLUDE 


• Full-time  clinical  positions,  inpatient,  outpatient  and  partial  hospitalization. 

• An  academic  appointment  with  The  University  of  Texas-Houston  Medical  School  Department  of  Psychiatry  and  Behavioral  Science. 

• Development  and  participation  in  clinical  research  programs. 

The  University  of  Texas-Houston/Harris  County  Psychiatric  Center  offers  a competitive  salary  and  comprehensive  benefits  package,  including 
malpractice  insurance  and  overhead. 

For  consideration,  please  send  your  CV  and  letter  summarizing  experience  to:  Roy  V.  Varner,  MD.  Professor  and  Medical  Director,  Harris  County 
P.^ychiatric  Center,  2800  South  MacGregor  Way,  Houston,  TX  77021 . Telephone  inquiries  may  he  made  to:  (713)  741-7805:  fax  (713)  741-7832; 
email:  rvarner/a  mind. hcpc.uth.tmc.edu 
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Why  people  get  sick 

An  interdisciplinary  study  in  Houston  looks  beyond  disease 


■ n the  study  of  the  social  effects  on 
'B  health,  an  interesting  consistency  is  re- 
B vealed.  Research  shows  that  among  the 
B world’s  developed  nations,  countries 
B with  the  greatest  median  income  have 
B the  lowest  mortality  rates,  while  na- 
iBI  dons  where  a small  percentage  of  the 
population  has  the  majority  of  the  wealth 
have  higher  mortality  rates.  The  same  in- 
verse relationship  holds  true  in  a state-to- 
state  comparison  within  this  country. 

But  in  Texas,  the  low  mortality  rate  of 
Hispanics  throws  a wrench  into  one  of 
the  demonstrable  laws  of  this  field.  For 
some  reason,  despite  the  prevalence  of 
diabetes  and  the  relative  poverty  of  so 
many  Hispanics  in  Texas,  this  group 
seems  to  live  longer.  > > 


By  Monica  Maldonado,  Associate  editor 
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Statistics  from  the  Texas  Depart- 
ment of  Health  show  that  Hispanics 
consistently  have  lower  death  rates 
than  the  overall  population.  In  1990, 
for  instance,  the  death  rate  for  Hispan- 
ics was  3.9  per  1,000,  and  the  state’s 
overall  death  rate  was  7.4  per  1,000. 
Seven  years  later,  Hispanics  still  rated  a 
significantly  lower  death  rate  of  4.0, 
compared  with  that  of  the  state  at  7. 

“One  thing  that  comes  to  my  mind  as 
to  why  that’s  true  is  that  the  social  fab- 
ric of  Hispanics  is  considerably  stronger 
than  it  is  for  other  race  groups,”  said 


John  Kibble,  MD,  professor  of  medicine 
at  The  University  of  Texas-Houston 
Health  Science  Center  (UT-Houston) 
Medical  School  and  one  of  the  re- 
searchers who  will  look  into  the  anom- 
aly. Something  about  the  Hispanic 
culture  of  close  families  and  strong 
faith,  he  guesses,  gives  them  a kind  of 
immunity  that  helps  stave  off  death.  So 
if  the  relationship  exists,  he  asks,  is  it  a 
causative  relationship?  If  so,  how  does 
that  play  out  physiologically? 

Of  course.  Dr  Kibble  plans  to  figure 
this  out.  His  follow-up  research  into  His- 
panic health  will  be  a significant  part  of  a 
large-scale  undertaking  beginning  this 
month  in  Houston.  There,  UT-Houston, 
Rice  University’s  Baker  Institute  for  Pub- 
lic Policy,  and  eventually  Baylor  College 
of  Medicine,  The  University  of  Texas  M.D. 
Anderson  Cancer  Center,  and  the  Univer- 
sity of  Houston  will  begin  a project  tenta- 
tively called  the  Texas  Program  in  Society 
and  Health.  At  its  core,  the  program  will 
investigate  why  some  people  get  sick  and 
others  don’t.  Beyond  that,  it  will  build  a 
body  of  scientific  conclusions  that  is  in- 
tended to  influence  public  policy  and 
lead  to  interventions  that  will  result  in 
healthier  populations.  It  is  an  interdisci- 
plinary project,  to  say  the  least. 
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At  first  glance,  this  may  sound  like 
the  business  of  public  health,  and,  in- 
deed, it  will  involve  researchers  from 
that  discipline.  But  the  scope  of  the  proj- 
ect really  goes  beyond  what  public 
health  has  traditionally  addressed. 
“With  public  health,  we  start  at  the  dis- 
ease level  and  look  at  what  the  external 
factors  are  that  affect  it,”  said  Palmer 
Beasley,  MD,  dean  of  the  The  University 
of  Texas-Houston  School  of  Public 
Health.  But  the  scope  of  public  health  is 
beginning  to  change,  he  says.  “Besides 
external  factors,  besides  genetic 


makeup,  there  are  factors  that  exist  in 
terms  of  relationships  among  people,” 
said  Dr  Beasley.  The  Houston  research 
project,  he  explains,  will  approach 
health  before  the  point  of  disease.  “Both 
public  health  and  medicine  haven’t  seen 
as  big  a picture  of  health  as  they  could.” 

Uncovering  the  social  determinants 
of  health  is  not  an  entirely  new  field  of 
research,  but  the  Houston  project  differs 
in  that  it  will  apply  the  findings.  Once 
researchers  establish  with  certainty  the 
factual  basis  for  this  field,  they  will  re- 
search which  ameliorative  and  funda- 
mentally corrective  interventions  would 
most  affect  public  health  positively,  and 
then  put  that  information  into  language 
the  public  can  understand  and  use  to 
change  health  status. 

“The  way  we  approach  health  in  the 
United  States  is  wrong.  We’re  just 
catching  bodies  as  they  fall  off  the 
treadmill,”  said  David  Low,  MD,  PhD, 
president  of  UT-Houston,  who  is  cred- 
ited with  initiating  the  project.  “And  it’s 
getting  worse.” 

While  Dr  Low  was  training  in  both 
the  United  States  and  his  native  Canada, 
he  became  interested  in  how  public  pol- 
icy relates  to  health  care.  His  involve- 
ment in  this  issue  on  both  sides  of  the 
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border  allowed  him  a unique  perspec- 
tive on  health  care  delivery  systems,  one 
that  was  often  called  upon  by  adminis- 
trators and  policymakers.  The  Ameri- 
cans and  Canadians  were  as  interested 
as  they  were  ignorant  about  the  way 
they  delivered  health  care,  says  Dr  Low. 
“But  nobody  ever  asked  the  basic  ques- 
tion of  why  some  people  are  healthy  and 
others  aren’t.  I think  we  have  to  look  at 
the  context  in  which  disease  occurs.” 

Dr  Low  points  out  that  despite  being 
the  richest  nation  in  the  world  and 
spending  about  a trillion  dollars  a year 
on  health  care,  the  United  States  falls 
into  the  lower  fourth  of  developed  na- 
tions in  mortality  rates.  “We  have  aban- 
doned health  policy  to  an  impersonal 
market,”  he  said.  “And  the  system  itself 
is  beginning  to  make  people  sick  with 
worry  about  how  they’re  going  to  pay 
their  doctor  bills.” 

In  the  United  States,  many  of  the 
factors  the  Houston  project  will  explore 
— income,  education,  employment, 
family  status,  and  others  — are  closely 
tied  to  race,  and  practicing  physicians 
probably  aren’t  ready  to  hear  another 
accusation  about  the  discrepancy  be- 
tween the  health  care  of  whites  and 
other  race  groups.  But  researchers  in 
the  Houston  project  hope  their  work 
will  take  physicians,  policymakers,  and 
most  importantly,  the  public,  to  a 
higher  level  of  understanding  of  why 
people  get  sick.  “The  only  thing  anyone 
has  proposed  as  an  explanation,”  said 
Dr  Low,  “is  that  the  key  to  health  is  a 
person’s  own  sense  of  control.  In  one 
sense,  the  cause  of  death  is  irrelevant. 
It’s  merely  an  opportunist.” 

Framework  for  a 
“soft  science” 

In  the  field  of  social  determinants  of 
health,  there  is  a famous  study  by 
Michael  Marmot,  a professor  of  epi- 
demiology and  public  health  at  Univer- 
sity College,  London.  His  “Whitehall” 
studies,  which  began  in  the  1960s, 
found  that  among  British  civil  servants, 
the  lower  the  pay  grade,  the  more  likely 
men  were  to  have  poor  health  habits 
and  have  higher  morality  rates.  Impor- 
tant as  these  factors  are  as  predictors  of 
disease,  the  differences  among  pay 
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“The  only  thing  anyone  has  proposed  as  an 
explanation  is  that  the  key  to  health  is  a person’s 
own  sense  of  control.  In  one  sense,  the  cause  of 
death  is  irrelevant.  It’s  merely  an  opportunist.” 
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grades  did  not  explain  tire  differences  in 
mortality.  A follow-iip  study  showed 
differences  in  psychosocial  factors,  with 
lower  grades  reporting  more  monoto- 
nous work,  lower  perceived  control 
over  their  work,  and  less  job  satisfac- 
tion. 

The  Whitehall  studies  set  the  stage 
for  projects  around  the  world,  and  sci- 
ence has  since  worked  out  two  signifi- 
cant markers  along  the  path  of 
understanding  how  a person’s  percep- 
tion of  the  world  affects  his  or  her 
health.  For  one  thing,  strong  evidence 


indicates  that  the  first  3 to  4 months  of 
life  are  critical  in  brain  development 
and  that  the  more  stimulation  and  af- 
fection a child  receives  at  this  time  in 
life,  the  more  synapses  form  in  the 
brain.  These  connections  form  the  ba- 
sis for  learning  and  contribute  to  a per- 
son’s emotional  resilience.  “When  we 
look  at  school  failure,  we  need  to  look 
at  what  happened  to  these  children  as 
they  grew,”  said  Dr  Low.  “There  may  be 
physiological  reasons  for  their  failure.” 

There  is  also  an  enormous  amount  of 
evidence  to  suggest  that  stressful  situa- 


tions have  biological  consequences. 
When  under  stress,  the  body  reacts  by 
releasing  hormones  and  adrenaline  to 
help  it  respond  to  what  it  perceives  as  a 
threat,  quickening  the  pulse  and  breath- 
ing and  increasing  blood  pressure.  But 
prolonged  exposure  can  have  damaging 
effects  on  the  body.  People  in  unhappy 
relationships,  stressful  jobs,  or  danger- 
ous neighborhoods  are  all  susceptible. 

Because  of  the  wide  array  of  popu- 
lation types  in  Texas,  researchers  say, 
the  state  is  fertile  ground  for  studies  of 
this  type.  Size  matters  here,  as  does  the 


Research  roundup: 

A short  list  of  research  from  around  the  state 


THE  UNIVERSITY  OF  TEXAS  SOUTHWESTERN 
MEDICAL  CENTER  AT  DALLAS  — The  same  hormone 
in  mice  that  regulates  cryptorchidism  may  regulate  it  in 
human  males,  according  to  research  by  Luis  Parada, 
PhD,  director  of  UT  Southwestern’s  Center  for  Develop- 
mental Biology,  and  Serge  Nef,  PhD.  Cryptorchidism,  or 
impaired  testicular  descent,  is  a congenital  abnormality 
that  affects  2%  to  3%  of  full-term  boys  at  birth.  If  the  con- 
dition is  not  corrected,  usually  by  surgery,  by  the  age  of 
2,  it  increases  the  risk  of  testicular  cancer  and  reduced 
fertility.  The  experiment,  reported  in  the  July  issue  of  Na- 
ture Genetics,  shows  that  fluctuations  in  the  level  of  hor- 
mone Ins13  greatly  influence  the  state  of  testicular 
descent  in  mice,  and  the  researchers  believe  the  same 
holds  true  for  humans.  Dr  Parada  believes  that  by  giving 
the  boys  an  additional  dose  of  hormone,  the  risks  of  sur- 
gery and  cancer  would  be  eliminated. 

THE  UNIVERSITY  OF  TEXAS  MEDICAL  BRANCH  AT 
GALVESTON  — A binding  protein  called  IGFBP-2,  part  of 
the  network  of  molecules  that  regulates  cell  growth,  may 
be  the  key  to  controlling  the  growth  of  prostate  cancer 
cells,  according  to  research  by  Shilla  Chakrabarty  Chat- 
terjee,  assistant  professor  of  anatomy  and  neurosciences 
at  The  University  of  Texas  Medical  Branch  at  Galveston. 
She  believes  that  in  older  men,  the  IGFBP-2  protein  stim- 
ulates IGF-1,  a growth  factor  that  causes  prostate  cells  to 
divide,  which  in  turn  jumpstarts  the  cancer-starting 
process.  Though  her  findings  are  preliminary,  Ms  Chatter- 
jee  believes  this  discovery  may  lead  to  an  easier  way  to 
diagnose  prostate  cancer  and  eventually  a way  to  manip- 
ulate the  expression  of  the  binding  protein,  causing  the 
prostate  cancer  to  shrink  or  disappear. 


BAYLOR  COLLEGE  OF  MEDICINE  — Baylor  hopes  to  re- 
cruit 1,800  people  for  a study  on  whether  a stronger  dose  of 
the  chicken  pox  vaccine  will  prevent  shingles  in  older 
adults.  The  same  virus  that  causes  chicken  pox  — vari- 
cella-zoster — can  reactivate  in  older  adults  who  had 
chicken  pox  as  children,  traveling  down  the  nerves  to  the 
skin  where  it  causes  a painful  rash  on  one  side  of  the  body. 
Though  the  rash  heals,  extreme  pain  from  damaged 
nerves  can  persist  for  years.  Wendy  Keitel,  MD,  principal 
investigator,  says  the  vaccine  they  will  be  testing  will 
boost  the  immunity  from  the  virus  that  lingers  but  declines 
in  people  who  have  had  chicken  pox.  Participants  will  be 
monitored  over  5 years  to  determine  their  immunity. 

UNIVERSITY  OF  NORTH  TEXAS  HEALTH  SCIENCE 
CENTER  — Based  on  research  by  the  University  of  North 
Texas  Health  Science  Center  and  Wilford  Hall  Medical 
Center  in  San  Antonio,  the  US  Food  and  Drug  Administra- 
tion recently  approved  the  drug  lovastatin  (Mevacor)  for 
use  in  reducing  the  risk  of  a first  heart  attack.  The  re- 
searchers found  that  lovastatin,  originally  a cholesterol- 
lowering medicine,  reduces  the  occurrence  of  heart  attacks 
and  other  coronary  events  by  37%  in  men  and  women  who 
have  average  levels  of  LDL,  but  reduced  levels  of  HDL. 

THE  UNIVERSITY  OF  TEXAS  HEALTH  SCIENCE  CEN- 
TER AT  SAN  ANTONIO  — Replacement  of  a defective 
gene  called  the  RB  gene  slows  or  prevents  the  develop- 
ment of  lung  metastasis  and  suppresses  tumors  in  the  pi- 
tuitary, thyroid,  and  adrenal  glands  in  mice.  The  study, 
lead  by  Alexander  Nikitin,  MD,  PhD,  shows  that  an  RB 
deficiency  is  important  during  tumor  formation,  even  dur- 
ing the  most  advanced  stages.  The  team  hopes  replacing 
the  RB  gene  in  human  RB-deficient  tumors,  such  as 
small-cell  lung  cancer,  would  be  effective  therapy. 
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mixture  of  races,  social  and  economic 
classes,  and  geographic  conditions. 
Also  worthy  of  comparison  are  immi- 
grant versus  third-generation  Mexican 
Americans,  migrant  versus  permanent 
workers,  married  versus  not-married, 
and  possibly  other  groups. 

By  creating  a multifaceted  picture  of 
health  in  Houston  and  Texas,  the  proj- 
ect can  compare  health  outcomes 
among  these  groups.  UT-Houston  will 
follow  five  lines  of  study: 


• The  neurobiology  of  the  human 
brain; 

• The  relationship  between  the  brain 
and  the  immune  system; 

• Extension  of  the  understanding  of 
the  determinants  of  health; 

• The  way  in  which  a personal  sense 
of  control  can  affect  health;  and 

• The  relationship  between  spiritual- 
ity and  health. 

“Some  aspects  of  it  are  clearly  soft 
science,”  said  Dr  Kibble.  “And  many  of 
us  who  have  worked  in  biomedical  sci- 
ence can  get  impatient  with  uncer- 
tainty. But  1 think  most  of  us  feel  that 
these  social  factors  influence  the  func- 
tion of  the  body  in  a measurable  way.” 

The  scope  of  the  study  requires  some 
new  hires.  The  most  important  of  these  is 
Alvin  Tarlov,  MD,  previously  professor  of 
health  promotion  at  Harvard  School  of 
Public  Health  and  professor  of  medicine 
at  Tufts  University.  Dr  Tarlov  will  have  a 
dual  post  at  both  Rice  and  UT-Houston. 
With  experience  as  a physician  and  in 
public  health  and  policy.  Dr  Tarlov  is  in  a 
unique  position  to  guide  the  program.  He 
chairs  the  Advisory  Committee  for  Popu- 
lation Health  for  the  Canadian  Institute 
for  Advanced  Research  and  the  Harvard 
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Interfaculty  Initiative  on  Mind/Brain/Be- 
havior: Society  and  Health;  and  serves 
on  the  advisory  board  of  the  Interna- 
tional Centre  for  Health  and  Society  at 
University  College,  London. 

An  important  research  challenge.  Dr 
Tarlov  says,  will  be  to  understand  why 
improving  the  health  of  the  lower  class 
improves  the  health  of  the  population 
overall.  He  says  communicating  this  find- 
ing to  policymakers  might  help  sell  some 
of  the  program’s  suggested  initiatives. 


Between  medicine  and 
public  health 

Traditionally,  says  Dr  Beasley,  public 
health  and  medicine  haven’t  exactly 
been  on  the  same  page.  “Physicians 
look  at  people  one  by  one  as  they  get 
sick,  whereas  public  health  is  dealing 
essentially  with  people  before  they  get 
sick,  trying  to  keep  them  healthy.  We 
don’t  really  use  the  same  vocabulary.” 

Each  of  the  disciplines  might  have  a 
touch  of  tunnel  vision  when  it  comes  to 
the  approach  to  health,  but  Dr  Beasley 
argues  that  the  real  strides  in  health 
outcomes  have  come  from  public 
health.  “More  than  90%  of  the  total 
dollars  for  health  is  spent  on  diagnoses 
and  treatment  of  disease,  and  the  rest 
is  spent  on  what  public  health  does.  I 
ask,  where  are  we  getting  the  most 
bang  for  our  buck?  In  the  20th  century, 
that’s  been  in  public  health.” 

Life  expectancy  in  this  country  has 
increased  by  at  least  20  years,  he  argues, 
since  the  introduction  of  public  health 
initiatives  such  as  immunization  and 
water  chlorination.  But  he  adds  that  nei- 
ther physicians  nor  public  health  profes- 
sionals alone  can  improve  the  health  of 
society,  and  an  important  aspect  of  the 
project  will  be  to  improve  the  communi- 
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cation  between  medicine  and  public 
health.  That  will  include  adding  cross- 
disciplinary  courses  to  the  medical 
school  and  public  health  school  curric- 
ula that  introduce  students  to  these 
ideas  about  social  determinants. 

In  the  meantime.  Dr  Tarlov  suggests 
physicians  can  use  this  information 
now  to  improve  the  health  of  their  pa- 
tients. “Eor  example,  as  an  internist,  I 
would  want  to  be  more  medically  ag- 
gressive with  a patient  who  has  had 
less  than  a high  school  education.  I 
would  make  sure  the  patient  really  be- 
lieves he  has  access  to  medical  care.  I 
would  prescribe  a more  intensive  treat- 
ment, and  I would  take  extra  measures 
to  assure  that  the  patient  adheres  to 
that  treatment. 

“But  I haven’t  said  anything  about  so- 
cial issues.  Well,  a high  proportion  of 
doctors  serve  on  important  bodies  that 
influence  social  structure.  I think  over 
the  years  of  practice  and  being  alert  to 
our  hierarchical  structure,  doctors  would 
engage  themselves  in  public  discussion 
about  work  conditions,  wages  . . . and  be 
an  important  voice  in  the  community.” 

Curing  societal  ills  would  be  a side 
effect  to  what  researchers  for  the  Hous- 
ton project  hope  to  accomplish  in  the 
end  — a healthier  population.  As  the 
American  Medical  Association  adds  ed- 
ucational programs  on  cultural  compe- 
tency, the  theories  presented  by  Dr 
Tarlov  and  others  add  a new  dimension 
to  the  issue  of  working  with  minorities. 
“You  can’t  fault  racism  solely  for  the 
poor  health  of  the  African  American 
population,”  said  Dr  Tarlov.  “You  also 
have  to  understand  that  there’s  some- 
thing about  racism  that  gives  blacks  a 
sense  they  are  not  valued  or  wanted  in 
society,  which  we  believe  affects  the 
sense  of  control  in  their  lives.” 

In  the  end.  Dr  Tarlov  says,  helping 
people  gain  a sense  of  control  over 
their  lives  — whether  it  be  through 
programs  that  help  them  stay  in  school, 
give  tax  breaks  to  married  couples, 
provide  transportation,  or  give  them  a 
sense  of  value  as  employees  — may  be 
the  key  to  a healthier  population.  ★ 
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“Some  aspects  of  it  are  clearly  soft  science.  And 
many  of  us  who  have  worked  in  biomedical  science 
can  get  impatient  with  uncertainty.  But  I think  most 
of  us  fee  that  these  social  factors  influence  the 
function  of  the  body  in  a measurable  way.” 
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By  donating  to  liWA  Foundation,  Dr.  Ybarra 
helps  reduce  the  risk  ol  head  injuries  in  lexas 
through  liWA’s  Hard  Hats  tor  Little  Heads 
program  which  distributes  tree  bicycle  helmets 
and  bicycle  safety  information  in  communities 
around  the  state.  I he  Foundation  funds  this 


He's  AnOB/GYN. 
Yet  He  Helped 
Make  Nearly 
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Cyclists  Safer 
Last  Year. 


and  other  programs  that  reflect  what  I iWA 
members  believe  are  the  most  urgent  health 
and  science  issues  facing  the  people  of  lexas. 
Our  support  is  only  as  strong  as  the  support 
from  every  one  of  you.  logether  we  can  do 
so  much  more  than  any  ol  us  can  do  alone. 


TMAFOUNDATION 
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Inmates  are  generally  considered  a high- 
risk  population  for  gynecologic  neoplasia 
and  sexually  transmitted  diseases.  Cervi- 
cal smears  from  prisoners  of  the  Texas 
Department  of  Corrections  (TDC)  were 
expected  initially  to  have  higher  rates  of 
cellular  abnormalities  and  infectious 
agents  than  do  smears  from  the  general 
population. 

The  cytologic  findings  from  25,522 
TDC  gynecologic  smears  were  compared 
with  those  of  6883  cases  from  The  Uni- 
versity of  Texas  Medical  Branch  (UTMB) 
affiliated  physician  private  clinics,  and 
with  56,178  from  the  UTMB  hospital 
clinics.  The  period  of  study  was  from 
September  1995  to  February  1998. 

This  study  I'evealed  a 5.23%  higher 
rate  of  abnormalities  for  TDC  gyneco- 
logic smears  as  compared  with  that  for 
the  private  clinic  smears.  However,  the 
TDC  rate  of  abnormalities  was  unexpect- 
edly 1.08%  lower  than  that  for  the 
UTMB  clinic  smears.  These  unexpected 
findings  were  probably  the  result  of  a 
moi'e  selected  high-risk  population  re- 
ferred to  the  UTMB  clinics.  The  TDC 
smears  showed  also  the  highest  incidence 
of  trichomoniasis. 


This  study  was  partially  presented  in  abstract 
form  at  the  46th  annual  scientihc  meeting  of  the 
American  Society  of  Cytopathology,  Nashville, 
Tenn,  November  1998. 

Send  reprint  requests  to  Dr  Logrono  or  Mr  Wong, 
Cytopathology  Division,  The  University  of  Texas 
Medical  Branch,  9.300  John  Sealy  Annex,  301 
University  Blvd,  Galveston,  TX  77555-0548. 
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Rates  of  abnormalities  and  infectious  agents  in  cervical 
smears  from  female  inmates  in  Texas:  comparison  with 
private  and  university  clinic  patients 

ROBERTO  LOGRONO,  MD  JICK  Y.  WONG,  MS,  CT(ASCP),  MT(ASGP) 


INTRODUCTION 

Since  September  1995,  the  Cy- 
topathology Laboratory  of  The 
University  of  Texas  Medical 
Branch  (UTMB)  at  Galveston  has 
been  processing  Pap  smears  from 
inmates  of  the  Texas  Department  of  Cor- 
rections (TDC)  system.  Women  prison- 
ers are  considered  generally  to  be  at 
higher  risk  for  developing  cervical  neo- 
plasia (1-4)  and  sexually  transmitted 
disease  (5-7),  because  most  inmates 
come  from  the  lower-income  socioeco- 
nomic strata,  which  are  associated  usu- 
ally with  limited  access  to  health  care. 
Therefore,  we  expected  that  cervical 
smears  from  the  TDC  clinics  would 
show  much  higher  rates  of  cellular  ab- 
normalities and  sexually  transmitted 
diseases  than  would  smears  from  the 
general  population.  The  purpose  of  this 
study  was  to  investigate  the  rate  of  cel- 
lular abnormalities  and  the  prevalence 
of  gynecologic  infection  in  Pap  smears 
from  the  TDC  inmates.  We  compared 
these  findings  with  those  identified  in 
gynecologic  smears  from  the  UTMB-af- 
filiated  private  physician  clinics  and 
from  the  UTMB  clinics. 

METHODS 

The  cytologic  findings  of  25,522  gyneco- 
logic smears  from  the  TDC  clinics  were 
analyzed  and  compared  with  those  of 
6883  cases  from  the  UTMB-affiliated  pri- 
vate physician  clinics,  and  of  56,178  from 
the  UTMB  clinics.  Smears  were  obtained 
from  September  1995  to  February  1998. 

Using  standard  criteria  for  cervico- 
vaginal  cytological  diagnoses  (8),  we 
reported  data  obtained  from  smears  as 
unsatisfactory,  within  normal  limits 
(WNL),  or  abnormal;  the  abnormal  cat- 
egories were  tabulated  and  compared. 
The  abnormal  categories  included 
atypical  squamous  cells  of  undeter- 
mined significance  (ASCUS),  atypical 
glandular  cells  of  undetermined  signif- 
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icance  (AGUS),  low-grade  squamous 
intraepithelial  lesion  (LSIL),  high- 
grade  squamous  intraepithelial  lesion 
(HSIL),  and  carcinoma  (GA),  either 
squamous  or  adenocarcinoma,  as  de- 
scribed previously  (8). 

The  rates  of  infectious  agents  identi- 
fied cytologically  on  these  smears  were 
calculated  and  compared  also.  The  in- 
fectious microorganisms  categories  in- 
cluded trichomonads,  fungi  of  the 
Gandida  species,  herpes  virus  cyto- 
pathic  effect,  and  human  papilloma 
virus-associated  cellular  changes. 

RESULTS 

The  rate  of  abnormalities  (ASCUS, 
AGUS,  LSIL,  HSIL,  and  CA)  for  Pap 
smears  from  TDC  was  11.81%.  The  TDC 
results  were  5.23%  higher  than  the  rate 
of  abnormalities  (6.58%)  for  Pap  smears 
from  the  private  physician  clinics.  How- 
ever, the  TDC  rate  was  found  to  be 
1.08%  lower  than  that  for  smears  from 
the  UTMB  hospital  clinics  (12.88%) 
(Table  1,  Fig  1).  The  HSIL  rate  for  the 
TDC  smears  was  higher  than  that  for  ei- 
ther the  private  physician  clinics  or  the 
UTMB  clinics.  The  rates  for  carcinoma, 
LSIL,  and  ASCUS  for  the  TDC  smears 
were  higher  than  those  from  the  private 
physician  clinics  and  lower  than  those 
from  the  UTMB  clinics.  The  AGUS  rate 
for  TDC  smears  was  higher  than  that  for 
the  private  physician  clinics  but  was  al- 
most the  same  as  that  for  the  UTMB 
clinics  (Table  1,  Fig  1). 

The  TDC  gynecologic  smears  also 
showed  the  highest  incidence  of  infec- 
tion by  trichomonads,  followed  by  the 
UTMB  clinics;  the  private  clinics  showed 
the  lowest  (Table  2,  Fig  2).  The  rate  of 
infection  by  fungi  of  the  Candida  species 
was  lower  in  the  smears  from  TDC  than 
in  those  from  the  private  physician  clin- 
ics and  the  UTMB  clinics.  However,  the 
rates  of  Herpes  virus  infection  were  sim- 
ilar among  the  3 groups.  Human  papil- 
loma virus-associated  cellular  changes 
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were  identified  most  often  on  smears 
Ifrom  the  UTMB  clinics  and  least  often 
jon  those  from  the  private  clinics. 

II 

‘DISCUSSION 

I Previous  reports  indicate  that  female 
prisoners  have  a higher  incidence  of 
cervical  cellular  abnormalities  (1-4) 
and  sexually  transmitted  diseases 
(5-7)  compared  with  the  general  pop- 
ulation. Several  explanations  have 
been  provided  to  explain  the  higher  oc- 
currence of  cervicovaginal  disease, 
neoplastic  or  infectious,  in  inmates. 
These  include  increased  sexual  promis- 
cuity, history  of  prostitution,  drug  ad- 
diction, poverty,  and  limited  access  to 
health  care,  as  well  as  the  fact  that  in- 
mates often  come  from  the  lower-in- 
come  socioeconomic  groups  (1-7) 
Upon  admission  to  the  TDC,  female 
prisoners  usually  undergo  a health 
check  that  includes  screening  for  sexu- 
ally transmitted  disease  and  for  abnor- 
mal cervical  cytology.  This  initial 
screening  is  followed  up  with  all  neces- 
sary treatment  and  with  routine  annual 
examinations.  In  contrast,  many  indi- 
gent women  often  have  no  access  to 
routine  gynecologic  examination  or 
treatment  of  disease. 

In  our  study,  the  overall  rate  for  ab- 
normal Pap  smears  for  the  TDC  was 
significantly  higher  than  that  for  the 
private  physician  clinics;  however,  the 
TDC  rate  was  slightly  lower  than  that 
for  the  UTMB  hospital  clinics.  Finding 
higher  rates  of  abnormalities  in  cervi- 
I cal  smears  from  the  UTMB  clinics,  as 
j compared  with  those  from  the  TDC  in- 
I mates,  although  unexpected,  was  not 
I totally  surprising.  This  can  be  ex- 
plained probably  by  the  fact  that  large 
numbers  of  patients  who  are  at  high 
risk  for  gynecologic  disease  are  referred 
to  the  UTMB  hospital  clinics.  These 
high-risk  patients  include  indigent 
women  seeking  medical  care  at  UTMB 
hospital  clinics  as  well  as  many  pa- 


Table  1.  Diagnostic  classifications  of  Pap  smears  from  TDC  clinics,  UTMB  affiliated  physician  clinics,  and 
UTMB  hospital  clinics. 


TDC  Clinics 

Physician  Clinics 

UTMB  Clinics 

Total 

No. 

(%) 

No.  (%) 

No.  (%) 

No.  (%) 

ASCUS 

1,401 

(5.49) 

266  (3.86) 

3,303  (5.88) 

4,970  (5.61) 

AGUS 

244 

(0.96) 

54  (0.78) 

529  (0.94) 

827  (0.93) 

LSIL 

707 

(2.77) 

91  (1.32) 

2,070  (3.68) 

2,868  (3.24) 

HSIL 

647 

(2.54) 

42  (0.61) 

1,236  (2.20) 

1,925  (2.17) 

Carcinoma 

14 

(0.05) 

1 (0.01) 

99  (0.18) 

114  (0.13) 

Unsatisfatory 

133 

(0.52) 

11  (0.16) 

217  (0.39) 

361  (0.41) 

WNL 

22,376  (87.67) 

6,418  (93.24) 

48,724(86.73) 

77,518(87.51) 

Total  cases 

25,522 

6,883 

56,178 

88,583 

ASCUS  = atypical  squamous  cells  of  undetermined  significance 
AGUS  = atypical  glandular  cells  of  undetermined  significance 
LSIL  = low-grade  squamous  intraepithelial  lesion 
HSIL  = high-grade  squamous  intraepithelial  lesion 
WNL  = within  normal  limits 


Fig  1.  Comparison  of  rates  for  abnormal  Pap  smears  from  TDC  clinics,  UTMB-affiliated  physician  clinics, 
and  UTMB  hospital  clinics. 
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tients  from  other  county  hospitals  and 
clinics  who  are  referred  to  UTMB  tu- 
mor clinics  for  treatment.  The  latter 
most  likely  explains  the  higher  rates  for 
abnormalities  found  in  the  UTMB  clinic 
cervical  smears.  Therefore,  the  high 
rates  of  abnormal  cervical  smears  ob- 
tained from  patients  of  the  UTMB  hos- 
pital clinics  should  not  be  considered 


as  representing  the  general  population. 

In  contrast  to  the  more  selected 
UTMB  hospital  clinic  patients  with  ab- 
normalities, cervical  smears  from  the 
private  physician  clinics  were  more 
consistent  with  the  general  population. 
Our  study  indicated  that  the  overall 
rate  for  abnormal  Pap  smears  from  the 
private  physician  clinics  was  5.23% 


lower  than  that  from  the  TDC  clinics 
and  6.31%  lower  than  that  from  the 
UTMB  hospital  clinics. 

Finding  a high  incidence  of  tri- 
chomonas infestations  in  the  TDC 
smears  was  no  surprise  as  sexually 
transmitted  diseases  are  generally 
more  prevalent  in  inmates.  In  our  ex- 
perience, the  rate  of  trichomonas  infes- 
tation on  Pap  smears  from  the  TDC 
clinics  was  14.73%  higher  than  that  for 
smears  from  the  private  physician  clin- 
ics and  1 1.72%  higher  than  that  for  the 
UTMB  hospital  clinics.  Other  series 
(2-4)  have  reported  higher  rates  of  tri- 
chomonas infestation  in  female  prison- 
ers than  the  current  study. 

Although  the  rates  of  cervical  neopla- 
sia are  higher  in  female  prisoners  than  in 
the  general  population,  this  gap  has  nar- 
rowed in  recent  years.  This  trend  was 
first  observed  by  Karsai  et  al  (1)  in  1988 
and  was  corroborated  by  the  results  of 
the  present  study.  We  believe  that  in  the 
last  40  years,  marked  improvement  has 
occurred  in  the  health  care  system  of  the 
Texas  prisons.  In  contrast,  changing 
lifestyles  and  limited  access  to  health 
care  for  low  socioeconomic  groups  in  the 
general  population  may  explain  the  clos- 
ing gap  for  cervical  abnormalities  and 
sexually  transmitted  diseases.  Neverthe- 
less, with  growing  budget  constraints, 
the  health  care  system  continues  to  face 
significant  challenges.  A reasonable, 
cost-efficient  solution  must  be  sought  to 
improve  the  health  care  access  for  the  in- 
digent population  in  the  next  century. 


Table  2.  Infectious  agents  on  Pap  smears  from  TDC  clinics,  UTMB  affiliated  physician  clinics, 
and  UTMB  hospital  clinics. 


TDC  Clinics 

Physician  Clinics 

UTMB  Clinics 

Total 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

Trichomonads 

4,190  (16.42) 

116 

(1.69) 

2,638 

(4.70) 

6,944 

(7.84) 

Candida  species 

596 

(2.34) 

274 

(3.98) 

2,265 

(4.03) 

3,135 

(3.54) 

Herpes 

21 

(0.08) 

4 

(0.06) 

42 

(0.07) 

67 

(0.08) 

HPV  changes 

747 

(2.93) 

125 

(1.82) 

2,185 

(3.89) 

3,057 

(3.45) 

HPV  = human  papilloma  virus 


Fig  2.  Comparison  of  rates  for  infectious  agents  on  Pap  smears  from  TDC  clinics,  UTMB-affiliated  physi- 
cian clinics,  and  UTMB  hospital  clinics. 


changes 
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Testing  plays  an  important  role  in  the 
early  detection  of  human  immunodefi- 
ciency virus  (HIV)  infection  and  in  the 
formulation  of  an  appropriate  manage- 
ment plan  for  patients  who  are  infected 
with  the  virus.  Statistical  data  from  the 
City  of  Houston  Health  Department  were 
reviewed  for  persons  who  were  screened 
for  HIV  during  1996  to  determine  their 
demographic  characteristics,  counseling 
status  after  testing  positive,  and  avail- 
ability of  medical  insurance.  Records  of 
29,085  persons  were  reviewed  in  Hous- 
ton during  1996.  Eight  hundred  eleven 
cases  (3%)  tested  positive  for  HIV.  Sev- 
enty-three percent  of  the  HIV-positive  per- 
sons received  post-test  counseling,  and 
82%  of  the  HIV-positive  persons  had  no 
health  insurance.  Of  the  total  number  of 
positive  tests,  53%  were  African  Ameri- 
can; 28%,  white;  and  17%,  Hispanic. 
Counseling  after  a positive  test  can  be  an 
important  preventive  measure  for  persons 
known  to  be  at  high  risk  for  the  disease. 


A paper  presentation  of  this  work  was  presented 
at  the  National  Conference  of  Hispanic  and  Latino 
Studies,  February  10-14,  1998,  Houston,  Tex. 

Dr  Otiniano,  senior  research  assistant,  and  Dr 
Shahjahan,  senior  research  assistant,  M.D.  Ander- 
son Cancer  Center,  Houston.  Send  reprint  requests 
to  Dr  Otiniano,  M.D.  Anderson  Cancer  Center, 
1515  Holcombe  Blvd,  Box  24,  Houston,  TX  77030. 
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Ethnic  differences  in  HIV  testing 

M.E. OTINIANO,  MD 
M.  SHAHJAHAN,  MD,  MPH 


INTRODUCTION 

This  research  attempts  to  improve 
awareness  by  characterizing  HIV 
testing  in  Houston,  Tex,  and  by 
providing  information  on  the 
prevalence  of  HIV  risk  factors,  eth- 
nic differences  existing  in  testing  for  HIV, 
services,  and  availability  of  medical  in- 
surance. Testing  plays  an  important  role 
in  the  early  detection  of  HIV  infection 
and  in  the  formulation  of  an  appropriate 
management  plan  for  patients  who  are 
infected  with  the  virus.  Texas  ranks 
fourth  among  all  of  the  United  States  in 
total  acquired  immunodeficiency  syn- 
drome (AIDS)  cases,  exceeded  only  by 
New  York,  California,  and  Florida.  Hous- 
ton ranks  fifth  among  US  cities  in  total 
AIDS  cases  (1).  Recent  increases  of  HIV 
infection  have  been  observed  among 
African  Americans  and  Hispanics  who 
are  infected  through  high-risk  sexual 
and  drug-related  behaviors.  The  epi- 
demiology of  AIDS  in  Texas  appears  to 
be  following  the  national  pattern  that  af- 
fects an  increasing  proportion  of  females 
and  ethnic  minorities.  Texas  also  is  fol- 
lowing the  national  trend  with  an  in- 
creasing percentage  of  cases  reported  in 
the  heterosexual  population  (1). 

The  prevention  of  HIV  transmission 
through  changes  in  sexual,  reproductive, 
and  addictive  behavior  is  initiated  often 
through  counseling  and  testing  services 
(2,3).  For  persons  already  infected, 
counseling  and  testing  provide  early  de- 
tection of  HIV  infection  and  referral  for 
optimal  medical  management  and  part- 
ner notification.  The  City  of  Houston 
Health  Department,  like  other  public 
health  agencies  throughout  the  country, 
offers  programs  for  prevention,  counsel- 
ing, testing,  and  early  intervention  for 
HIV  and  AIDS  (2,3).  Indications  for  HIV 
testing  include  birth  to  a mother  who  is 
HIV  infected  or  at  risk  for  HIV  infection 
(eg,  a drug  user  or  the  sexual  partner  of 
a person  who  is  a drug  user,  bisexual,  or 
HIV  positive)  or  who  received  blood  or 
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blood  products  before  1985.  Other  fea- 
tures that  should  be  considered  as  indi-' 
cations  for  HIV  testing  include  a history; 
of  sexual  abuse  in  a child  or  adolescent,j 
male  homosexuality  or  bisexuality,  and; 
multiple  sex  partners  (4). 

METHODS 

Statistical  data  from  the  City  of  Hous-i 
ton  Health  Department  were  reviewed 
for  persons  who  were  screened  for  HIV 
between  January  1 and  December  31, 
1996,  to  determine  their  demographic 
characteristics  including  age,  sex,  race, 
risk  factors  for  HIV  transmission,  coun- 
seling status  after  testing  positive,  and 
availability  of  medical  insurance.  Ini- 
tially, records  for  31,254  people  were 
available  from  the  City  of  Houston 
Health  Department;  however,  2169 
people  were  not  tested  for  various  rea- 
sons, and  their  records  were  not  re- 
viewed for  this  study.  Thus,  records  of 
29,085  persons  were  reviewed  for  the 
relevant  information. 

Testing  and  counseling  were  con- 
ducted at  different  sites  throughout 
Houston.  Each  of  these  sites  had  con- 
tracted with  the  City  of  Houston,  De- 
partment of  Health  and  Human 
Services,  to  provide  free,  voluntary  HIV 
counseling  and  testing  services  (CTS). 
All  sites  had  integrated  CTS  into  their 
operations.  Designated  sites  included 
sexually  transmitted  disease  (STD)  clin- 
ics, drug  treatment  centers,  family  plan- 
ning services,  community  and  public 
health  clinics,  and  other  facilities  that 
provide  these  services.  Data  regarding 
demographic  descriptions,  self-reported 
risk  exposure,  and  availability  of  med- 
ical insurance  were  reviewed.  Counsel- 
ing sessions  were  conducted  according 
to  standards  established  by  the  agency. 
Two  types  of  tests  are  performed: 
anonymous,  which  have  no  identifica- 
tion, and  confidential,  which  are  kept 
private.  The  term  “anonymous”  is  used 
when  the  persons  ordering  and  per- 
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Table  1.  Summary  statistics  of  31,254  clients  tested  Table  2.  Demographics  of  29,085  clients  tested  for  HIV  in  Houston  in  1996, 
for  HIV  in  Houston  in  1996. 

— Characteristics  No.  (%)  Positive  Test  (%)  Positive  Post-test  (%) 


Characteristics 

No.  (%) 

Records 

Tested 

29,085 

(93) 

Not  tested 

2,169 

( 7) 

Reason  not  tested: 

Client  declined 

1,967 

(91) 

Referred  elsewhere 

5 

( 0) 

Previously  positive 

9 

( 0) 

Previously  negative 

33 

( 2) 

Other 

155 

( 7) 

Type  of  test 

Anonymous 

6,229 

(21) 

Confidential 

22,754 

(78) 

Not  specified 

102 

( 0.3) 

Test  results 

Positive 

811 

( 3) 

Negative 

28,185 

(97) 

Inconclusive 

15 

( 0) 

No  result 

74 

( 0) 

forming  the  test  do  not  maintain  a 
record  of  the  name  or  identity  of  the 
person  whose  blood  they  are  testing.  In 
“confidential”  HIV  testing,  the  results  of 
a test  are  known  only  to  the  person  who 
is  being  tested  and  the  immediate 
group  of  people  who  provide  care  and 
prevention  services  for  that  person. 


Gender 

Male 

13,380 

(46) 

Female 

15,704 

(54) 

Not  specific 

1 

Total 

29,085 

(100) 

Race 

African  American 

14,422 

(50) 

white 

6,691 

(23) 

Hispanic 

7,518 

(26) 

Asian/Pacific  Islander 

275 

(1) 

American  Indian 

48 

(0) 

Other 

130 

(0) 

Age,  in  years 

< 5 

12 

(0) 

5-12 

39 

(0) 

13-19 

6,255 

(22) 

20-29 

10,809 

(37) 

30-39 

7,263 

(25) 

40-49 

3,530 

(12) 

> 50 

1,173 

(4) 

Insurance 

None 

24,344 

(84) 

Self-insurance 

842 

(3) 

Public  assistance 

1,155 

(4) 

MilitaryAV'i 

61 

(0) 

Employer  insured 

2,424 

(8) 

Not  specific 

259 

(1) 

618 

(76) 

446 

(72) 

193 

(24) 

145 

(75) 

0 

0 

811 

591 

(73) 

430 

(53) 

315 

(73) 

230 

(28) 

163 

(71) 

139 

(17) 

104 

(75) 

4 

(0) 

3 

(75) 

1 

(0) 

1 

(100) 

7 

(1) 

6 

(86) 

1 

(0) 

1 

(100) 

1 

(0) 

0 

(0) 

37 

(5) 

30 

(81) 

258 

(32) 

181 

(70) 

334 

(41) 

242 

(72) 

141 

(17) 

105 

(74) 

39 

(5) 

32 

(82) 

666 

(82) 

490 

(74) 

27 

(3) 

16 

(59) 

30 

(4) 

23 

(77) 

5 

(1) 

4 

(80) 

74 

(9) 

52 

(70) 

9 

(1) 

6 

(67) 

VA  = Veterans  Administration 


RESULTS 

Clear  racial  and  ethnic  differences  exist 
in  the  proportion  of  HIV  testing  and  in 
the  exposure  categories  associated  with 
AIDS.  Table  1 presents  the  test  statistics 
for  the  29,085  persons  whose  records 
from  1996  were  reviewed  by  the  City  of 
Houston  Health  Department.  Seventy- 
eight  percent  of  the  tests  were  confi- 
dential and  the  rest  were  anonymous; 
97%  yielded  negative  results. 

Table  2 presents  demographics  of 
the  persons  tested:  gender,  race,  age, 
and  insurance.  Those  who  tested  posi- 
tive tended  more  often  to  be  male, 
African  American,  and  aged  30  to  39 
years,  followed  by  20  to  29  years,  and 


then  by  40  to  49  years;  most  (82%) 
had  no  health  insurance. 

Table  3 shows  characteristics  of  the 
reported  risk  exposure.  Male-to-male 
sexual  contact,  alone  and  together  with 
intravenous  drug  use,  accounted  for 
13%  of  those  tested  and  51%  of  posi- 
tive tests.  Although  4%  of  the  clients 
tested  refused  to  acknowledge  any  risk 
behavior,  this  group  accounted  for  2% 
of  positive  cases.  Less  than  1%  of  posi- 
tive cases  resulted  from  sexual  assault, 
perinatal  transmission,  and  health  care 
exposure.  While  some  in  high-risk 
groups  may  still  be  unaware  of  the 
availability  of  testing  or  of  their  risk  for 
infection,  others  may  deny  their  risk  or 
be  deterred  by  their  fears. 


Table  4 shows  that  16,394  (56%)  of 
the  29,085  persons  tested  received 
post-test  counseling.  This  return  rate 
varied  significantly  by  client  demo- 
graphics, self-reported  risk  exposure, 
and  HIV  serostatus  as  shown  in  Tables 
2 and  3.  Seventy-three  percent  of 
clients  with  positive  test  results  re- 
turned for  post-test  counseling.  In  gen- 
eral, members  of  racial  or  ethnic 
minorities  were  found  to  have  post-test 
counseling  rates  higher  than  those  of 
nonminority  clients:  Hispanic,  75%; 
African  American,  73%;  and  white, 
71%.  In  terms  of  age,  clients  older  than 
50  years  had  the  highest  rate  of  return 
for  post-test  counseling,  followed  by 
the  group  aged  from  13  to  19  years. 
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DISCUSSION 

The  findings  of  this  study  confirm  pre- 
vious work  (2)  and  indicate  that  demo- 
graphic variables  as  well  as  reason  for 


visit,  HIV  risk  exposure,  and  serostatus 
were  all  associated  with  post-test  coun- 
seling return  rates  in  public-funded 
clinics.  These  findings  cannot  be  gener- 
alized to  the  entire  population  in  this 


Table  3.  Risk  of  HIV  exposure  of  29,085  clients  tested  for  HIV  in  Houston  in  1996. 


Risk  Exposure 

No.  (%) 

Positive  Test  (%) 

Positive  Post-test 

(%) 

MMS  and  IDU 

428  (1) 

47  (6) 

38 

(81) 

MMS 

3,588  (12) 

362  (45) 

254 

(70) 

Heterosexual  IDU 

1,851  (6) 

70  (9) 

58 

(83) 

Sex  partner  at  risk 

5,339  (18) 

141  (17) 

105 

(74) 

Child  of  HfV  woman 

12  (0) 

1 (0) 

1 

(100) 

STD  diagnosis 

4,899  (17) 

63  (8) 

42 

(67) 

Sex  for  drugs/money 

1,915  (7) 

26  (3) 

21 

(81) 

Hemophilia/blood  recipient 

195  (1) 

4 (0) 

3 

(75) 

Victim  sexual  assault 

212  (1) 

3 (0) 

2 

(67) 

Health  care  exposure 

73  (0) 

2 (0) 

0 

(0) 

No  acknowledged  risk 

1,221  (4) 

13  (2) 

11 

(85) 

Other 

9,344  (32) 

79  (10) 

56 

(71) 

Not  specified 

8 ( 0) 

0 ( 0) 

0 

( 0) 

Total 

29,085 

811 

591 

MMS  = male-to-male  sex 

IDU  = intravenous  drug  use 

STD  = sexually  transmitted  disease 

Table  4.  Post-test  counseling  sessions  of  29,085  clients  tested  for  HIV  in  Houston  in  1996. 

Post-test  Counseling 

No. 

Received  Test  Counseling 

(%) 

All  tests 

29,085 

16,394  (56) 

Positive 

811 

591  (73) 

Negative 

28,185 

15,779  (56) 

Inconclusive 

15 

7 (47) 

No  results 

74 

17  (23) 

metropolitan  area  because  they  are 
limited  to  describing  those  who  volun- 
tarily sought  testing  for  HIV  at  facilities 
for  which  services  were  available  with- 
out charge.  Almost  three  quarters  of 
HIV-positive  clients  returned  to  receive 
post-test  counseling.  Clients  tested 
learn  more  than  their  test  results:  the 
post-test  session  can  serve  as  a preven- 
tion mechanism  for  clients  known  to  be 
at  high  risk  for  the  disease.  More  active 
steps  are  needed  to  address  the  prob- 
lem of  subjects  failing  to  return  for  the 
test  results  and  post-test  counseling.  In 
addition,  the  client  has  an  opportunity 
to  modify  behavior  to  decrease  HIV 
transmission  and  to  quality  for  certain 
health  and  human  services. 

Development  of  effective  educa- 
tional and  counseling  programs  for 
prevention  of  HIV  transmission  is  an 
important  public  health  priority,  partic- 
ularly for  African  American  and  His- 
panic communities.  Minorities  are 
reluctant  to  undergo  HIV  testing,  and 
those  of  a low  socioeconomic  status 
warrant  special  attention  in  public 
health  strategies  to  prevent  AIDS  be- 
cause their  risk  of  contracting  AIDS  is 
disproportionately  high  (5,6).  Further- 
more, many  members  of  racial  or  eth- 
nic minority  groups  may  not  know 
about,  have  access  to,  or  trust  services. 
Educational  campaigns  should  be  de- 
signed to  overcome  these  misconcep- 
tions and  to  encourage  all  who  may 
conceivably  be  at  risk  to  seek  testing 
(3).  Minorities  must  explore  also  ways 
of  involving  other  public  and  private 
entities,  such  as  churches  and  commu- 
nity-based organizations  that  have  ac- 
cess to  the  persons  at  highest  risk 
(6,7).  We  recommend  further  research 
in  this  area  to  decrease  the  number  of 
clients  tested  who  acknowledged  no 
risk  factors.  Such  research  is  essential 
when  the  intervention  aims  to  change 
behaviors  that  are  embedded  in  a cul- 
tural context  that  is  not  well  under- 
stood (7,8). 
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Justo  J.  Gonzales,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.  Talmage,  MD,  FACPM 

Diplomats  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  &Therapeutic  Nerve  Blocks 

Neurolytic  Procedures  Neuromodulation 

Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)496-1006 


Dermatology 


Robert  F.  Bloom,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  204 
Lubbock,  Texas  79410;  (806)  797-6631 


Gynecologic  Oncology 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Med  ical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor’s  only  toll-free  (888)  614-2400 


Hand  Surgery 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


Tel  800.880.1300 
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Medical  Toxicology 


Orthopedic  Surgery 


OCCUPATIONAL  AND  EN VIRONMENTALTOXICOLOGY 
Eric  G.  Comstock,  MA,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 
Fellow,  American  College  of  Medical  Toxicology 
Fellow,  American  Academy  of  Clinical  Toxicology 

Fellow,  American  College  of  Occupational  and  Environmental  Medicine 

Consultation  by  appointment 
6910  Bellaire  Blvd.,  Suite  12 
Houston,  TX  77074 

Telephone  (713)  541-3214  Fax  (713)  271-6508 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


Oncology 


ONCOLOGY  ASSOCIATES,  PA 


Deven  Bhachawat,  MD 
Basel  Dabas,  MD 
Gino  R.  Narboni,  MD 
Enrique  A.  Perez,  MD 

1303  McCullough  #338,  San  Antonio,  TX  78212 
Live  Oak  Cancer  Center 

12705 Toepperwein  Road,  San  Antonio,  TX  78233 
(210)  599-0922;  Fax  (210)  599-0982 


Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907 

For  both  locations:  (915)  545-2333 


Orthopedic  Oncology 


Mayme  F.  Richie-Gillespie,  MD 


Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 


Orthopaedic  Surgery-Oncology 
Metastatic  Bone  Disease 
The  Bone  and  Joint  Clinic,  L.L.P. 
1651  W.  Rosedale,  Suite  100 
Fort  Worth,  Texas  76104 


Limb  Salvage  Surgery 
Osteomyelitis 

(817)  335-4316 

http://home.swbell.net/fracture 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS,  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  (972)  556-7010 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 
http://home.swbell.net/fracture 

Joseph  H.  Gaines,  MD,  PA  Steven  J.  MacKey,  MD,  PA 

Stephen  L.  Brotherton,  MD,  PA  Joseph  C.  Milne,  MD,  PA 

Mayme  Richie-Gillespie,  MD,  PA 


Orthopedic  Surgery,  Pediatric 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children’s  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 
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Orthopedic  Surgery,  Spine  Radiation  Oncology 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Pain  Management 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

Diplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #429 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #210 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


J.  CARLOS  HERNANDEZ,  MD 

Clinical  Associate  Professor,  UTHSC-SA 

Gamma  Knife  Radiosurgery  for  primary  and  metastatic  brain  tumors 
Peacock  (intensity  modulated)  Radiotherapy  for  primary  brain  tumors 
Ultrasound-guided  radioactive  seed  implants  for  prostate  cancer 
LDR  and  outpatient  HDR  (Selectron)  implants  for  gyn  and  lung  tumors 
3D  Conformal  Radiotherapy 

CancerTherapy  and  Research  Center 

7979  Wurzbach  Road,  San  Antonio,  Texas  78229 

(210)  616-5688;  Fax  (210)  616-5613 


FRANK T.  DANCUART,  MD 

Oncology  Associates,  PA 
Live  Oak  Cancer  Center 

12705 Toepperwein  Road,  San  Antonio,  TX  78233 
(210)  599-0922;  Fax  (210)  599-0982 


DIRECTORY  RATES  & DATA;  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months'  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Advertising  Production  Manager,  Texas  Medicine,  401  West  15th 
St.,  Austin,  TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 


AMERICAN  PAIN  & WELLNESS 

Steven  L.  Remer,  MD  J.L.  White  Jr,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabihtation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


Tel  800.880.1300 
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OPPORTUNITIES  AVAILABLE 


Anesthesiology 

Anesthesiologist/Board  Certified  Pain  Man- 
agement needed  for  office  work  in  Dallas/Fort 
Worth.  Contact  Lisa  Abell  at  K Clinic,  (888)  K 
CLINIC  or  fax  CV  to  (972)  256-1882. 


Emergency  Medicine 


Seizcdi^ui 

Clinic  practice  in  Tyler  and  surrounding  area. 
Flexible  hours.  Excellent  compensation.  BE 
required.  Primary  and  moonlighting  positions 
available.  Fax  CV  to  (817)  496-9889. 

EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 

6451  Brentwood  Stair  Road.  Suite  200 
Fort  Worth,  TX  76112 
(888)  DOCS-911 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  817-496-9700) 

TEXAS:  Regional  emergency  group  has  held 
20-year  contract  to  staff  nationally  recognized 
ED.  Contracts  range  from  14,000-60,000  pt  vis- 
its annually.  Earn  excellent  compensation  as  an 
independent  contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice.  Fax 
(81  "7)  496-9889  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth  TX  76112 


Longview,  Texas  - FT/PT  Emergency  Medi- 
cine experienced  BC/BP  primary  care  physicians 
needed  to  work  with  locally  owned  independent 
group.  Located  in  East  Texas,  the  community  of 
Longview  (80,000+  residents)  has  excellent  schools 
and  an  abundance  of  outdoor  activities  while  retain- 
ing the  convenience  of  nearby  Dallas  and  Shreve- 
port. The  position  offers  a competitive  rate  to  staff, 
a 20,000+  visit,  minor  emergency  center  located 
within  the  hospital  ED.  For  more  information,  please 
call  PSRto)  (800)  346-0747,  ext.  113. 


Family/General  Practice 


Methodist 

Hospitals  of  DalliLS 

FAMILY  PRACTICE 
FACULTY 
Dallas 

Progressive,  well-established, 
fully  accredited  Residency  Pro- 
gram seeks  full-time  BC/BE  fam- 
ily physician.  Spacious  new  clinic 
in  a community-based  hospital  af- 
filiated with  UT  Southwestern 
Medical  Center;  access  to  a variety 
of  educational,  cultural,  and  recre- 
ational opportunities.  Some  pri- 
vate practice/  teaching  preferred 
but  will  consider  entry  level  fac- 
ulty. Respon-sibilities  include  su- 
pervising residents  and  medical 
students  in  clinic  and  in-patient 
care  (including  low-risk  OB)  plus 
a mixture  of  patient  care  and  ad- 
ministrative duties  with  regular 
protected  time.  Negotiable  salary 
depending  on  experience/qualifi- 
cations; attractive  benefits  plan. 
Position  available  9/1/99. 

Direct  CVs  or  questions  to; 

Luis  Palacios,  MD 

Program  Director 
Family  Practice  Center 
Charlton  Methodist  Hospital 
3500  Wheatland  Rd. 

Dallas,  TX  75235 
Fax:  (214)  947-5425 
E-mail:  lpalacios(^mhdcme.org 


FAMILY  MEDICINE 

The  University  of  Texas  Medical  Branch  Conroe 
Family  Medicine  Residency  Program  needs 
an  experienced  board  certified  family  medicine 
faculty  member  (non  tenure  track,  clinical).  Ex- 
perience should  include  obstetrics,  teaching,  and 
a minimum  of  two  years  practice  experience. 
Must  have  a Texas  license.  Our  program  is  ac- 
credited and  has  2 1 residents.  Conroe  is  a beau- 
tiful suburban  community  located  only  40  miles 
north  of  Houston.  UTMB  is  an  EO/AA  em- 
ployer M/F/DA^.  UTMB  is  a smoke  free/drug 
free  workplace.  UTMB  hires  only  individuals 
authorized  to  work  in  the  United  States. 

Please  respond  by  contacting 
Joseph  C.  Ewing,  M.D.,  Program  Director, 
University  of  Texas  Medical  Branch, 

701  E.  Davis,  Suite  C,  Conroe,  Texas  77301 . 

Applications  accepted  until  position  is  filled. 


Family  Practice  Available  to  the  right  candidate. 
No  investment  needed!  Board  Certified  FP  or  IM 
physician  is  needed  for  small  group  practice.  Two 
physicians  retiring.  Beautiful  professional  building 
adjacent  to  Charlton  Methodist  Hospital,  DeSoto, 
Texas,  just  south  of  Dallas.  Rapidly  growing  subur- 
ban community  with  the  amenities  of  the  city  and 
the  calm  space  of  the  country.  Call  Brad  McCarty  at 
(972)  298-4535  or  fax  CV  to  (972)  296-4473. 

Longview  and  DFW:  Physician  opportunity  is 
available  in  low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Com- 
petitive salary  and  benefits.  Call  Lisa  Abell  at  1-888- 
K CLINIC  or  fax  CV  to  (972)  256-1882. 

Part-time  opportunity  in  conjunction  with  State 
agency.  1 day/week  or  1 day/month,  Saturdays  OK. 
Earn  up  to  $1,500  per  day.  Offices  state-wide.  Send 
CV  to  John  B,  1604  San  Antonio,  Austin,  TX  78701. 

FP  doctor  needed  for  hospital  based  practice  in 
Texas  Hill  Country  and  also  FP  doctor  needed  for 
group  in  South  Dakota.  Call  Jerry  at  the  Lewis 
Group,  (800)  460-8159. 
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Family/General  Practice 


Hospitalist 


Locum  Tenens 


Director  of  Family  Practice  Residency 
Program,  Austin,  Texas.  Progressive,  well-estab- 
lished, fully  accredited,  community  based  Family 
Practice  Residency  Program  seeks  Medical  Director 
for  7-7-7  program.  This  UTMB  affiliated  Family  Prac- 
tice Program  is  one  of  5 residency  programs  spon- 
r sored  by  The  Seton  Health  Care  Network  in  Austin, 
j Texas.  We  seek  a Board  Certified  Family  Physician  for 
I a full  time  Program  Director  position,  3-5  years  fac- 
i ulty  experience  required.  Strong  leadership  qualities 
; and  administrative  and  operational  skills  desired. 
Previous  academic  director  or  associate  director 
experience  or  faculty  experience  or  faculty  develop- 
ment fellowship  training  preferred.  Competitive 

• compensation  commensurate  with  rank  and  experi- 

* ence.  Please  submit  CV  to  Dr.  Cynthia  Brinson,  4614 
North  lH-35,  Austin,  TX  78751. 

Hospitalist 

HOSPITALIST-CORPUS  CHRISTI.  Humana, 
i one  of  the  nation's  largest  managed  health-care 
i companies,  offers  a 100%  hospital-based  position 
■ for  a board  certified  internist  in  Corpus  Christi.  This 
is  U.S.’s  largest  dedicated  hospitalist  program.  Excel- 
lent earnings  and  benefits  with  well-defined  work 
schedule.  Must  have  active  Texas  license.  Call;  Bob 
Bowman,  National  Director  of  Physician  Develop- 
ment at  (800)  777-0938  or  fax  curriculum  vitae  to 
(502)  580-4066. 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

November  1 999  October  1 , 1 999 
December  1999  November  I,  1999 
January  2000  December  I,  1999 


NATIONWIDE  HOSPITALIST 
OPPORTUNITIES 


The  Hospitalist  Company 


IPC-The  Hospitalist  Company,  the  leader 
in  acute  care  medicine  is  looking  for 
top  internists  to  join  growing  practices 
nationwide.  We  offer: 

• The  vision,  the  professional  staff, 
and  award-winning  technology 
that  will  allow  you  to  practice 
quality  acute  care  medicine. 

• Opportunities  to  join  growing 
practices  in  multiple  markets,  in- 
cluding Chicago,  Dallas/Fort 
Worth,  Houston,  Los  Angeles, 
Phoenix,  St.  Louis  and  Tucson. 
Other  markets  in  development 
stage. 

• Highly  competitive  base  salary 
with  strong  performance  incentives 
plus  a rich  benefits  package. 

Position  is  available  to  B/C  or  B/E 
physicians  in  Internal  Medicine. 

Not  a J-1  or  H-1  visa  site. 

For  more  information,  contact: 

Director  of  Physician  Recruitment 
1 .888.447.2362 
Or  fax  CVto:  818.766.9655 
Website:  www.ipcm.com 


LOCUM  TENENS 

Interim  Physicians 


We’ve  Doubled 
Your  Oiiportunity 
To  Find  The 
Perfect  Position. 

Tlirougli  our  acquisition 
of  HK.\  Locum  Tenens, 
we've  more  lliim  doubled 
the  number  of  prinian 
care  ;uid  specialist 
positions  you  c;ui 
choose  from. 

Call  now  to  leant  about 
our  national  databicse  of 
opportunities  ;md  well 
find  tlie  perfect  match 
for  your  |iersonal  needs 
;md  professional  «i-owtli. 

800-531-1122 


©1999.  Interim  Healthcare  Inc, 
Interim  is  a registered  mark  of 
Interim  Services  Inc. 


\™w.interinihealthc;ire.com 


i 

I 
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Locum  Tenens 


Oncology 


course,, 

't  have  to  feel  like  re-discoverino' 

. ,,-w  World.  Staff  Care  will  serv^ 
; os  your  guide  to  explore  the  adventurous^ 
i realms  of  LOCUM  TENENS.  Travel,  licen*^ 
jsure  and  occurrence  malpractice  insurancWf. 
are  inclusive  in  our  total  package  designed^ 

give  you  nationwide  opportynitieslji 

4 '-L 

•<)  , 'iIa.-u.Tf- 

Texas  Based,  Texas  Bestf  ^ 
tndorsed  by  Texas  Medical  Assdciation’r 

J for  rhore  info  about  r^ui.  LOCUM  TENENS  call:-.;, 

800.2 1 Ow  I?. 

Western  Destination^ 

'800.085.2272 

'Midwest  & Eastern  Destinations 

5WAr.l0cumsnet.com 
"ONABU  TO  PLAcTj-i  (Sr  H-1  PHYSICIANS 


in  Locum 


sumu 


'Ar\ 


OB/GYN 


OB-GYN  Physician 

Needed  in  the  Rio  Grande  Valley  as  locum 
tenens,  possible  long  term  basis.  No  nights,  no 
calls,  no  weekends.  Excellent  salary.  Malpractice 
insurance  provided.  Send  CV  to  PO  Box  3285, 
Harlingen, TX  78550, 


BE/BC  Medical  Oncologist:  Established  medical 
group  seeks  full  time  medical  oncologist  with  active 
Texas  license  to  staff  our  new  satellite  clinic  in  San 
Antonio.  Competitive  salary  and  benefits.  Excellent 
location  for  a family.  Send  CV  to  OAPA,  12705  Toep- 
perwein  Road,  San  Antonio,  TX  78233  or  fax  CV  to 
Attn:  OAPA,  (210)  599-1195.  No  recruiters  please. 


Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314  rj  , 

Houston,  TX  77242-2314  B r o n s t e i n 
FAX  281 -493-2234  & Associates 


Wanted:  BC/BE  Internists,  FPs,  Psychia- 
trists, and  other  subspecialties  for  Moonlighting 
opportunity  in  several  locations  across  Texas.  $60- 
$80/hour.  Please  call  Quality  Care  Medical  Group, 
(210)  614-3063. 

Lubbock  State  School — Staff  Physician  with 
current  Texas  license.  Excellent  benefits:  40  hour 
work  week,  malpractice  protection,  paid  holidays, 
vacation/sick  accruals,  retirement,  tax  sheltered  in- 
come plan,  salary  negotiable.  Contact  Cheryl  Ortiz, 
Human  Resource  Office,  Lubbock  State  School,  PO 
Box  5396,  Lubbock,  TX  79408-5396;  (806)  741- 
3616.  EEO. 

Sharing  Ministries  International,  Inc.,  a non- 
profit Christian  organization  has  a need  for  medical 
professionals  to  join  short-term  (7  to  10  days)  med- 
ical teams  to  Latin  American  countries.  The  teams 
treat  internal  and  external  parasites,  malnutrition, 
cuts  and  other  injuries  and  systemic  and  topical  in- 
fections. Doctors  and  nurses  are  needed  to  assist  in 
this  effort.  If  interested,  please  contact  Don  Clark, 
PhD,  at  (281)  357-8142  phone;  (281)  357-8143 
fax;  or  dclark@clearsaiLnet. 

Physician  needed — relaxing  west  Texas  lifestyle. 
MHMR  facility  in  serene  country  setting.  Excellent 
State  benefits.  Routine  hours,  salary  negotiable.  San 
Angelo  State  School,  10950  U.S.  Hwy  87  North, 
Carlsbad,  Texas  76934;  (915)  465-2202.  EOE. 


FOR  SALE  OR  LEASE 
Office  Space 


Austin,  Texas 

Prime  medical/ office  space  for  rent.  1,063  sq. 
ft.  at  4314  Medical  Parkway.  Covered  parking. 
Security.  Private  entrance.  $19/sq.  ft.  plus 
maintenance  and  operations  cost.  Contact: 
Sherry  or  Lynn  at  (512)  458-1225. 


Medical  Lease  Space:  2,184  square  feet,  FIN- 
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office,  3 baths,  5 treatment  rooms,  lab,  nurses 
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PROFESSIONAL  BUILDING.  Great  location  in  SW 
Fort  Worth  (near  Hulen  Mall).  (817)  292-1510. 

Practices 


PRACTICE  FOR  SALE 


financial  security  awaits  you  in  this  prominent, 
well  established,  and  very  busy  solo  Psychiatric 
practice.  Located  in  a beautiful  metropolitan 
area  on  the  Texas  gulf  coast.  90%  Medicare,  Med- 
icaid, private  pay  patient  base  ensures 
future  stability.  Retiring  principal  will  work 
temporarily  for  smooth  transition. 

Contact  owner  @: 

PO  Box  721434 

Corpus  Christi,  Texas  78472-1434 


Established  Ophthalmology  Practice  with  Op- 
tical Shop.  21  year  solo  practice.  Arlington,  Texas. 
Near  hospital  and  day  surgery  center.  Computerized 
office  with  trained  staff.  (817)  460-2272;  fax  (817) 
265-9684. 

BUSINESS  AND 
FINANCIAL  SERVICES 


Now  50%  Off! 


Differential  Diagnosis  in  Seconds! 

DiagnosisPro®-  leading  decision  support  software  for  1 5,000 
disease  manifestations.  Now  only  $^.95. 30-Day  Money 
Back  Guarantee,  plus  a FREE  Merck  Manual  CD. 

Order  online  today  at  www.medtech.com 
or  call  us  at  1-800-260-2600.  Mention  offer  #TMC389. 
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Educational 

Opportunities 


ULTRASOUIUD  EDUCATION 


Emergency  Medicine 

November  18-20 

Advanced  Emergency 
Medicine 

November  5-6 

Echocardiography 

November  8-15 

Abdominal  (3  Day) 

September  30- 
October  2 

OB/CYN  (3  Day) 

October  21-23 

Family  Practice 

October  14-16 

Breast  Ultrasound 

October  9 

Abdominal  (5  Day) 

October  18-22 

OB/GY  hi  (5  Day) 

October  25-29 

Vascular 

October  4-8 

Musculoskeletal 

October  29-30 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  loca- 
tion; minimum  enrollment  required.  Call 
(800)  239-1361  for  more  information  and/or  a 
tree  catalog. 

Advanced  Health  Education  Center 
8502  Tybor  Street,  Houston,  TX  77074 
Approved  for  Category  1 AMA  PRA  credit 


wvuw.aheconline.com 


The  6th  Symposium  on  Techniques  of  Patient- 
Oriented  Research,  September  11.  Sponsored  by 
UT  Southwestern  Medical  Center,  The  Center  for 
Training  in  Clinical  Investigation.  Simmons  Biomed- 
ical Research  Building,  UT  Southwestern.  Course 
Directors:  P.  Adams,  PhD;  C.  Pak,  MD.  CME  credit 
offered  (Ethics).  Contact  Lisa  Dunlevy  (214)  648- 
9532. 

What’s  New  in  Gastroenterology  & Hepatol- 
ogy?, September  18.  Sponsored  by  UT  Southwest- 
ern Medical  Center.  Renaissance  Dallas  Hotel. 

Course  Directors:  W.  Peterson,  MD;  D.  Thiele,  MD. 
CME  credit  offered  (Ethics).  Contact  Lisa  Dunlevy 
(214)  648-9532. 


6th  Annual  Paul  C.  Peters  Day  in  Urology, 
October  1-2.  Sponsored  by  UT  Southwestern  Med- 
ical Center.  Simmons  Biomedical  Research  Building, 
UT  Southwestern.  Course  Director:  J.  McConnell, 
MD.  CME  credit  offered.  Contact  Jim  O’Reilly  (214) 
648-3794. 


Update  in  Sexually  Transmitted  Diseases, 
October  22-23.  Sponsored  by  UT  Southwestern 
Medical  Center,  Department  of  Internal  Medicine. 
Renaissance  Dallas  Hotel.  Course  Director:  J.  Smith, 
MD.  CME  credit  offered  (Ethics).  Contact  Lisa  Dun- 
levy (214)  648-9532. 


ne 


October’s  special  symposium 
issue  of  Texas  Medicine  includes 
these  environmental 
medicine  topics: 

Research 

Federal  regulations 
Border  health  issues 
Occupational  asthma 
Texarkana  mercury  incident 


For  more  information,  call  Larry  BeSaw,  managing  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383, 
or  e-mail  larry_b  @ texmed.  org. 

Also  considt  the  TMA  Web  site  at  www.texmed.org. 
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Helping  Referring  Physieians 
Deliver  Cutting  Edge  Care:  Cook  Childrens 
Talks  With  Dr.  Nancy  Damhro. 

Dr.  Nancy  Dambro  — Medical  Director  Of  Pediatric  Pulmonology  


Dr.  Dambro,  your  colleagues  say  you  have 

A SPECIAL  WAY  WITH  KIDS.  WhAT  DO  YOU  THINK 
PHYSICIANS  NEED  TO  KNOW  ABOUT  WHAT  YOU 
AND  YOUR  TEAM  ARE  ACCOMPLISHING  HERE? 


I'd  like  them  to  know  that  we  can  help  make  a real  difference  in 
a child’s  life.  Many  of  the  children  we  treat  for  severe  respiratory 
problems  have  a history  of  several  hospitalizations,  emergency  room 
visits  and  lots  of  missed  school  days.  As  a result  of  our  programs, 
many  experience  significant  drops  in  the  number  of  hospitalizations 
and  missed  school  days.  Also,  if  a child  has  cystic  fibrosis,  they 

can  he  referred  to  our  Cystic  Fibrosis 
Center  which  features  a 
comprehensive  care  team 
that 's  specially  trained 
to  work  with  children. 

How  DOES  THE 
ENVIRONMENT  AT 

Cook  Children’s  help 

YOU  OFEER  YOUR  PATIENTS 
THE  VERY  BEST  PEDIATRIC 
CARE  POSSIBLE? 

There  are  multiple 
things  that 
factor  in  here, 
from  an 
excellent 


staff  to  cutting-edge  technology.  But  most  importantly.  Cook  Children’s 
is  a very  nurturing  environment.  It  makes  you  feel  confident  that  you 
can  explore  new  and  different  options.  Close  one-to-one  relationships 
between  physicians  and  patients  are  emphasized,  and  primary  care 
physicians  are  an  important  member  of  the  team. 

What  kind  of  treatment  are  you  able  to  provide 

CHILDREN  HERE  THAT  MIGHT  NOT  BE  POSSIBLE  AT  AN 
ADULT  HOSPITAL? 

Well,  the  entirety  of  a pediatric  pulmonary  program  could  never 
function  in  an  adult  facility.  An  adult  facility  would  not  have  the 
diagnostic  capability  we  do,  especially  in  the  areas  of  lung  function 
testing  and  pediatric  bronchoscopy.  Also,  we  have  specialists  on 
board  who  help  educate  kids  about  the  impact  their  diseases  have 
on  their  bodies  and  their  lives.  This  helps  us  tailor  a medication 
regimen  which  minimizes  interruption  of  the  child’s  daily  routine. 
You  won ’t find  this  within  an  adult  system. 

Dr.  Dambro,  what  trends  are  you  witnessing 

IN  PEDIATRIC  PULMONARY  CARE,  AND  HOW  IS  THIS 
IMPACTING  TREATMENT  MODALITIES? 

First,  the  morbidity  rate  of  asthma  has  gone  up  in  developed 
countries,  so  the  anticipatory  preventative  care  of  asthma  has 
become  critical.  Second,  in  the  area  of  cystic  fibrosis,  there  is  a 
plethora  of  new  medicines  helping  patients  live  longer,  and  this 
is  challenging  physicians  to  keep  treatment  on  the  cutting  edge. 

Cook  Children’s  Medical  Center  is  located  in  Fort  Worth, 
Texas.  For  more  information  about  Dr.  Dambro  and  our  other 
doctors  of  Pulmonology  — James  Cunningham,  Maynard 
Dyson,  Sami  Hadeed  and  John  Pfaff,  call  1-800-COOK517. 

CookChildren’s, 

Medical  Center 
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We  leave  the  prescription  writing  to  the  people  who  do  it  best.  Prescribe  yourself  any 
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Superior  Leasing  Medical  Division  will  provide  a custom  tailored  lease  to  best  fit  your  needs. 


©1999  Superior  Leasing 
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are  making  the  paradigm  switch  from  yesterday’s  UNIX 
and  DOS-based  software  to  the  world’s  leading  Windows- 
based  practice  management  software;  award-winning 
Millbrook  Paradigm. 
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OF  ALL  SIZES  AND  SPECIALTIES 

INCREASES  OFFICE  PRODUCTIVITY  AND  EFFICIENCY 

INTEGRATES  ALL  OFFICE  PROCESSES  INTO  ONE  EASY 
TO  INSTALL  SYSTEM: 


• SCHEDULING 

• Patient  information 

• BILLING 

• Managed  Care 

• Reporting 


• ACCOUNTS 
Receivables  and 
Collections 

• Electronic  Claims 
Submission  and 
Administration 


a Designed  from  the  ground  up  on  Microsoft 
Windows  NT  and  SOL  server 

Integrates  WITH  Microsoft  Office 

AND  WORKS  WITH  ANY  MICROSOFT 
APPLICATION 

4 The  SAME  LOOK  AND  FEEL  AS  THE 
PC  YOU  USE  AT  HOME 

4 The  most  flexible  computing 

ENVIRONMENT  FOR  THE  PHYSICIAN’S 
OFFICE 

4 Vastly  MORE  EFFICIENT  THAN  UNIX, 

DOS  OR  Windows  “look-alike”  systems 

4 Can  be  shipped  preloaded  on  Dell  Computers  - 
VISIT  DELL’S  WEB  SITE  OR  CALL  800-274-1550  FOR  A 
SPECIAL  LIMITED  TIME  OFFER 


Designed  (or 


Microsoft* 

BackOffice* 


Industry 
Solution 
AwardsSS 


No  other  practice  management  solution  equals  Millbrook 
Paradigm.  In  meeting  the  diverse  needs  of  a physician’s 
office,  it  is  the  nation’s  premier  “Best  of  Class’’  solution. 
Millbrook  Paradigm  will  reduce  or  eliminate  duplication, 
minimize  errors  and  turn  patient  visits  into  cash  faster 
than  ever  before. 

To  find  out  more  or  to  register  for  a free  Millbrook/ 
Microsoft  seminar,  call  at  (800)  645-0985  or  visit  our 
web  site  at  www.miIlbrook.com.  End  of  problem. 


MILLBRGDK 

Paradigm 

www.millbrook.com 

BE  DIRECT' 

D4»LL 

www.dell.com/healthcare/millbrook 

Microsoft^ 


www.microsoft.com/industry/health 


Letters 


Alcohol  not  all  bad 


I would  like  to  take  issue  with  the  cover 
of  the  August  1999  issue  of  Texas  Med- 
icine. While  the  article  in  general  was 
quite  laudable,  1 believe  the  com- 
mandment “Thou  shalt  not  drink  alco- 
hol” is  excessive,  as  well  as  erroneous.  1 
am  sure  that  I am  one  of  many  physicians 
who  feel  that  appropriate  use  of  alcohol 
products,  especially  wine  with  meals,  is  a 
reasonable  part  of  a healthy  lifestyle. 

It  is  interesting  that  the  command- 
ment relating  to  drug  states,  “Thou 
shalt  not  abuse  drugs,”  not  “use  drugs.” 
To  suggest  abstinence  from  alcohol  as  a 
health  benefit  should  be  supported  by 
scientific  evidence. 

Gary  R.  Hart,  MD 

\3201  WHwy22 
\ Corsicana,  TX  75110 


Physicians  do  counsel 
patients 


I am  writing  regarding  “Choosing 
Change”  in  the  August  1999  issue  of 
Texas  Medicine  (pp  34-41).  Time  and 
time  again,  family  physicians  and 
other  doctors  take  extra  time  to  re- 
view lifestyle  changes  and  preventive 
medicine,  and  to  discuss  age-  and  sex-ap- 

i 


propriate  screenings.  As  we  all  know, 
managed  care  does  not  increase  our  fees 
or  the  patient’s  co-pay,  so  it  is  somewhat 
frustrating  for  me  to  go  the  extra  distance 
and  then  see  this  falsehood  in  print. 

1 think  I can  speak  for  most  primary 
care  physicians  when  I say  that  if  we  did 
every  screening  test  and  discussion,  and 
the  preventive  medicine  recommended  by 


the  so-called  expert  organizations  (ACS, 
NIH,  CDC,  AMA,  AAFP,  ACP,  etc,  etc),  we 
could  probably  see  5 or  6 patients  a day. 
But  I still  try  to  keep  my  patients’  needs 
first,  despite  financial  pressure,  managed 
care  constraints,  threats  of  lawsuits,  and 
egregious  government  regulations. 

Most  of  my  colleagues  and  I still  en- 
joy the  medicine  part  of  our  profession 
by  seeing  and  treating  patients.  I hope 
our  patients  and  the  media  will  appre- 
ciate us  for  that  privilege. 

Michael  Lifshen,  MD 

2911  Medical  Arts  Square,  Ste  14 
Austin,  TX  78705 


Blue  Cross  and  Blue  Shield 
warning 


Blue  Cross  and  Blue  Shield 
(BCBS)  currently  does  not  follow 
HCFA  (Health  Care  Financing 
Administration)  standard  prac- 
tices with  respect  to  payment  for 
evaluation  and  management  (E&M) 


services  provided  at  the  same  time  as  a 
surgical  procedure  (including  nonoper- 
ative fracture  care). 

Under  most  insurance  plans,  E&M 
services  provided  on  the  same  day  as  a 
surgical  procedure  are  reimbursable  if 
they  are  necessary  to  determine  the  ap- 
propriate type  of  treatment  for  the  pa- 
tient. This  applies  when  a patient  is 
seen  for  the  first  time  for  a given  prob- 
lem and  must  be  evaluated  before  de- 
termining if  a surgical  procedure  is 
indicated.  This  indication  is  designated 
by  the  placement  of  a -57  modifier  on 
the  appropriate  level  E&M  code. 

An  example  would  be  a 99202-57 
(Expanded  Office  Visit)  in  conjunction 
with  a 25605  (Closed  Treatment  of 
Colles’  Fracture  With  Manipulation). 
Medicare  and  most  payers  recognize  this 
modifier  and  pay  for  the  E&M  service  in 
addition  to  the  surgical  procedure  code. 


i Express  your  point  of  view  In  Texas  Medicine.  To  submit  a letter,  mail,  fax,  or  e-mail  It  to  Texas  Medicine,  TMA, 
; 401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry  b@texmed.org.  Please  type  letters  you  submit  for 
j publication,  and  keep  the  length  to  400  words  or  less.  If  necessary,  you  may  include  a few  references,  preferably  less 
' than  five.  Letters  are  published  at  the  discretion  of  the  managing  editor  and  editorial  advisors,  and  are  subject  to 
I editing  and  abridgment.  Letters  represent  the  opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies  of 
' the  Texas  Medical  Association. 

I Tel  800.880.1300 


I still  try  to  keep  my  patients’ needs  first,  despite 
financial  pressure,  managed  care  constraints,  threats  of 
lawsuits,  and  egregious  government  regulations. 
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TECAP  SAVES  YOU  BOTH 

Staruiardized  medical  record  and  site  review  program 
TexasMedical  physicians  and  health  plans 
Association  (gQQ)  8804300,  ext.  1400,  or  (512)  370-1400 
e-mail:  tecap@texmed.org 


Malpractice 

Insurance 

Alternatives! 


Group 


"Insurance  and  Risk  Management  Services  Since  1947" 

As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for: 

• Individual  and  Group  Practice  Physicians  and  Surgeons  • 
• Clinics  • Surgery  Centers  • IPA's  • PHO's  • MSO's  • 

• Multi-Specialty  Practices  e 

For  Additional  Information,  Contact: 

Scott  Pullen 

9901  IH  10  West,  Suite  800 
San  Antonio,  Texas  78230 
Telephone:  Toll  Free  888.558.2825 
or  210.561.7909 
Fox:  210.561.2859 

Office  Locations: 

San  Antonio,  Texas  • Chicago,  Illinois  • Stevensville,  Michigan 
Cleveland,  Ohio  • Columbus,  Ohio 
Pittsburgh,  Pennsylvania  • San  Diego,  California 


BCBS  and  its  medical  director,  Mark' 
Clanton,  MD,  refuse  to  follow  this  in-| 
dustry  standard  and  do  not  pay  for 
E&M  services  necessary  to  determine 
the  appropriate  care  for  our  patients. 

Dr  Clanton  has  stated  in  numerous 
discussions  that  he  does  not  feel  these' 
services  are  worthy  of  compensation  un-j 
less  they  are  provided  in  the  emergency, 
department.  Any  non-emergency  depart- 
ment E&M  codes  (including  office  visits, 
office  or  hospital  consultations,  and  ini- 
tial hospital  care)  are  bundled  (ie,  not 
reimbursed)  with  the  surgical  code.  The 
only  E&M  codes  that  BCBS  allegedly  will 
not  bundle  are  Emergency  Department 
Evaluations  (99281-99285). 

Dr  Clanton  has  stated  that  I am  the 
only  physician  who  has  complained 
about  this  practice  and,  therefore,  he 
does  not  feel  that  it  is  worthy  of  recon- 
sideration. However,  according  to  the 
Texas  Medical  Association,  numerous 
other  physicians  have  complained  to 
TMA  about  BCBS  repeatedly  denying 
these  claims.  TMA  has  a meeting  planned 
with  Dr  Clanton  and  BCBS  this  fall  to  dis- 
cuss several  issues,  including  this  policy. 

Please  contact  Dr  Clanton  and  TMA 
to  voice  your  objections  regarding  this 
practice.  Dr  Clanton’s  office  address  is 
1010  S Sherman,  Ste  500,  Richardson, 
TX  75081-4847.  Send  a copy  of  your 
letter  to  Teresa  Devine,  director  of 
TMA’s  Health  Care  Financing  Depart- 
ment, at  401  W 15th,  Austin,  TX  78701. 

Dr  Paul  Handel  is  chair  of  the  TMA 
Council  on  Socioeconomics,  which  is 
coordinating  the  meeting  with  BCBS. 
You  may  contact  him  through  the  same 
TMA  address. 

Unless  we,  as  physicians,  step  up 
and  make  a case  against  this  and  other 
unfair  policies  by  insurers,  we  will  con- 
tinue to  see  our  practices  eroded,  as 
more  payers  jump  on  the  bandwagon 
and  deny  payment  for  these  and  other 
necessary  services. 

William  F.  Tucker,  Jr,  MD 

221  W Colorado  Blvd 
Pavilion  One,  Ste  200 
Dallas,  TX  75208 
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|iDr  Clanton  responds 

— 

■ would  like  to  make  two  important 
I I points  regarding  payment  of  evalua- 
, I tion  and  management  (E&M)  serv- 
I I ices.  First,  as  a private  carrier,  Blue 
I I Cross  and  Blue  Shield  of  Texas 
(BCBS)  is  not  required  to  follow  HCFA 
. guidelines  to  derive  final  payment  policy. 
Second,  the  introductory  section  of  the 
CPT  manual  states,  “Inclusion  or  exciu- 
. sion  of  a procedure  does  not  imply  any 
health  insurance  coverage  or  reimburse- 
ment policy.”  Consequently,  the  CPT 
I manual  does  not  compel  coverage  of  a 
particular  code  or  modifier;  that  decision 
is  made  by  the  health  plan  in  question. 

The  F&M  code  does,  however,  refer- 
ence evaluation  of  a new  condition  for 
the  patient.  This  encounter  could  be  in 
. the  provider’s  office  or  in  the  emer- 
gency department  (FD).  In  either  set- 
i ting,  the  provider  will  determine  an 
I appropriate  treatment,  which  may  in- 
' elude  surgical  options  such  as  the  open 
I or  closed  treatment  of  fractures. 

Should  the  physician  evaluate  the  pa- 
. tient  in  the  FD  as  opposed  to  the  office, 
i we  have  made  provisions  for  reimburse- 
j ment  of  a consultation  in  addition  to 
; any  surgical  procedure  claims  submit- 
ted; the  claims  that  arise  in  this  setting 
! are  then  paid  manually.  Office-based 
i evaluations  are  considered  part  of  a 
1 global  surgical  reimbursement  or  part  of 
the  standard  office  visit. 

I BCBS  has  discussed  with  the  Texas 
I Medical  Association  revisiting  the  addi- 
: tion  of  the  modifier  -57  when  postmil- 
lennium system  changes  are  possible 
within  the  BCBS  system.  While  adding 
* this  modifier  could  change  the  manner 
ij  in  which  the  reimbursement  is  dispersed 
i across  codes,  its  addition  is  unlikely  to 
'i  change  the  overall  reimbursement  pol- 
icy  by  procedure  or  diagnosis. 

, Physicians  should  address  further 
questions  to  the  BCBS  provider  service 
i representative  for  their  offices  or  areas. 

! Mark  Clanton,  MD,  MPH 

' Chief  Medical  Officer  and 
\ Vice  President,  Health  Care  Management 
I Blue  Cross  and  Blue  Shield  of  Texas 
901  S Central  Expressway 
I Richardson,  TX  75080 

: Tel  800.880.1300 


Tired  of  waiting  months  for  overpriced 
brochures  that  aren't  that  good? 

Our  commitment  is  to  produce  the  highest  quality  four  color  brochures 
at  one  low  price.  We'll  turn  your  custom  job  around  quickly  and 
we  promise,  we  won't  nickel  and  dime  you...  we’ll  even  pay  shipping 
charges  anywhei^e  in  Texas. 


o/glrig'’ 


“1  am  e.xtremely  pleased  witli  tlie  work  Absolute  Design  lias  done  for  me!  Not  only  do  they 
provide  a higli  quality  product,  but  their  work  is  cost  effective  and  turnaround  time  is 
unbelievable!  .My  brochures  and  other  educational  pieces  would  have  taken  several  weeks 
through  my  advertising  agency  and  cost  me  Kvice  as  much!" 

GILDA  ROMERO,  McAllen  Heart  Hospital 
MedCatb,  Inc. 

'The  persomdized  .seivice  1 received  from  Absolute  Design  and  their  attention  to  our 
company's  siiecific  needs  has  impressed  me  and  1 would  higlily  recommend  them  to  any 
organization  looking  to  enhance  it's  image,” 

CHAN’FELl.  L.  PRESTON,  Surgery  Centers  of  America  II,  L.L.C. 

Edmond.  Oklahoma 


$1,895 


+ Sales 
Tax 


INCLUDES: 

3,000  Full  Color  9'’x12"  Trifold  Brochures. 

• Graphic  design  and  layout  • Brochures  fully  varnished 

• Stock  photos  as  needed  • Printed  on  1001b,  gloss  text 

• Color  proofing  provided  • Spanish  translation  available' 

NO  COLOR  SEPARATION  CHARGES. 

WE'LL  USE  AS  MANY  PHOTOS  AS  NEEDED. 


CaU  for  more  infomiation 


1-800-307-5597 

e-mail;  bluebook@hiline.net 


PROD  PHYSICIAN 


Healthcare  publishing  is  our  specialty 


* Additional  Charge  for  Spanish  Translation. 


WOODWAY 

Estates  & Trusts  • Portfolio  Management 
Financial  Advice 


Scrvutg  successful  Houston  families  since  1 982 


FINANCIAL  ADVISORS 


A TRUST  COMPANY 

10000  Memorial  Drive  • Suite  650  • Houston, Texas  77024  • 713-683-7070 
E-mail:  inquire@woodway-atc.com 


Judy  Bozeman  Bill  Cunningham  Rick  Morales  Maureen  Phillips 


The  University  of  Texas  Health 
Center  at  Tyler  is  home  to  the 
only  active  university  inhalation 
challenge  chamber  in  Texas. 
What  that  means  to  physicians  is 
cutting  edge  technology  in  the 
detection  and  treatment  of  work- 


related  asthma  and  allergy.  What 
it  means  to  patients  is  close-to- 
homecarefora  T 
fast-growing  1 

problem  For  HF.A1.TH 
more  informa-  CENTER 

tion,  call  today.  at  Tyler 


The  Inhalation  Challenge  Unit  - 
Helping  Patients  Breathe  Easier 
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Thanks,  Texas 


As  I prepare  to  leave  Texas,  I am 
moved  to  write  for  several  rea- 
sons: first,  to  express  my  thanks 
for  the  opportunity  to  work  with 
the  Texas  Medical  Association  and 
its  leadership  to  further  the  interests  of 
academic  medicine  and  medical  educa- 
tion; second,  to  thank  my  colleagues  for 
the  considerations  they  have  shown  me; 
and  third,  to  once  again  reinforce  my  be- 
lief that  Texas,  especially  underserved 
areas  of  Texas,  is  the  ideal  place  to  con- 
duct community-based  education. 

There  are  unique  opportunities  in 
this  state  to  better  serve  the  needs  of 
Texans  by  providing  their  young  people 
with  an  access  to  medical  education,  by 
providing  opportunities  for  this  educa- 
tion to  take  place  in  community-based 
settings,  and  for  actively  involving  the 
practicing  physicians  in  this  process. 
Our  experiences  with  the  Nueces 
County  Medical  Society  and  other 
medical  societies  around  the  state  sug- 
gest that  the  physicians  of  this  state 
recognize  their  responsibility  in  serving 
these  higher  principles  of  access  to  ed- 
ucation and  health  care  for  all. 

I look  forward  to  following  the 
progress  of  the  Coastal  Bend  Health  Ed- 
ucation Center  and  other  community- 
based  educational  activities  that  the 
health  science  centers  are  beginning  to 
engage  in.  I also  look  forward  to  partic- 
ipating with  TMA  and  the  Nueces 
County  Medical  Society  in  a seminar  on 
community-based  education  this  fall. 

Once  again,  my  thanks  and  best 
wishes  to  all  of  you.  My  only  regret  is 
that  1 didn’t  discover  Texas  earlier  in 
my  career. 

Michael  L.  Friedland,  MD 

Interim  Executive  Vice  President 
for  Academic  Affairs 
and  Dean  of  Medicine 
Texas  A&M  University 
Health  Science  Center 
College  of  Medicine 
College  Station,  TX  77843 


(Editor’s  Note:  Dr  Friedland  is  leaving  Texas  A&M  to 
become  the  dean  of  medicine  at  the  University  of  Mis* 
souri  at  Kansas  City.) 
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Commentary 


By  Timothy  Gorski,  MD 

I’m  really  getting  tired  of  hearing  that 
physicians  are  to  blame  for  not  re- 
sisting the  corporatization  of  medi- 
cine and  going  along  with  the 
destruction  of  patient  choice.  Even 
now,  there  is  a constant  litany  of  those 
who  preach  that  doctors  shouldn’t  “al- 
[ low”  it  to  continue  and  should  instead 
“take  back”  their  profession.  The  latest 
example  of  this  all-too-popular  pabu- 
lum was  offered  by  former  US  Surgeon 
General  C.  Everett  Koop,  MD,  to  the 
American  Medical  Association’s  Medical 
Student  Section  in  June: 

...  we  have  to  return  to  profession- 
alism. We  were  caught  napping.  If 
we  had  been  the  professionals  we 
should  have  been,  managed  care 
would  not  have  gotten  the  foothold 
it  did,  and  we  would  not  have  as 
many  managed  care  companies 
functioning  for  the  benefit  of  stock- 
I holders  instead  of  patients.  ...  if 
I you  allow  the  business  world  to 
I treat  us  like  journeymen,  then  jour- 
neymen we  will  become  {American 
Medical  News,  July  12,  1999,  p 9). 


I have  the  utmost  respect  for  Dr 
Koop.  Perhaps  generic  words  of  en- 
couragement and  inspiration  like  these 
are  exactly  what  medical  students  need 
to  hear.  But  although  these  statements 
— echoed  almost  daily  by  other  med- 
ical leaders  — appear  to  be  factual, 
they  simply  do  not  reflect  reality. 


When,  for  example,  did  physicians 
abandon  professionalism?  When  were 
we  “caught  napping”?  What  could  physi- 
cians have  done  to  forestall  or  eliminate 
the  onslaught  of  “managed  care”  medi- 
cine? Just  how  are  physicians  supposed 
to  refuse  to  “allow  the  business  world  to 
treat  us  like  journeymen”? 

Certainly,  some  physicians  refused  to 
sign  contracts  with  the  insurance  com- 
panies when  they  came  knocking  with 
their  alphabet  soup  “products”  consist- 
ing of  our  own  professional  services, 
repackaged  and  trademarked.  What 
happened  to  those  physicians?  Most  are 
now  enjoying  their  “professionalism”  in 
retirement  or  wherever  else  they  were 
forced  to  go  when  they  had  to  close  their 
practices.  Even  now,  some  physicians  de- 


cline to  participate  in  some  health  plans. 
As  a consequence,  their  copying  ma- 
chines are  their  hardest-working  em- 
ployees, churning  out  copies  of  their 
patients’  medical  records  to  be  sent  to 
physicians  who  are  “on  the  plan.” 

Other  physicians  who  were  “fortu- 
nate” to  have  medical  problems  of  some 


kind  claimed  disability  (sometimes  go- 
ing to  work  for  insurance  companies  if 
their  policies  didn’t  reduce  payments 
for  such  employment),  which  drove  the 
cost  of  disability  insurance  for  the  rest 
of  us  to  stratospheric  levels.  So  much 
for  putting  patients  before  profits! 

Would  things  have  gone  better  if 
physicians  had  been  more  united  in 
their  resistance  to  these  changes?  Con- 
sider what  happened  to  those  who  did. 
In  cases  where  physicians  maintained 
enough  unity  and  determination  to 
have  a perceptible  effect,  they  were 
punished  for  their  efforts  by  antitrust 
laws  and  their  enforcers.  The  only  gain 
was  in  favor  of  the  very  forces  the 
physicians  opposed.  Medical  profes- 
sionalism was  ruled  “collusion”  and 


The  future  of  American  medicine  depends 
on  how  some  very  serious  questions  are  answered. 
These  questions  are  implicit  in  the  changes 
affecting  us  but  seldom  are  they 
explicitly  addressed  or  even  recognized. 
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^Get 

today's 

news! 


^ AMA  votes  for  collective 
w negotiating  unit 


0 Texas  Legislature  approves 
physician  negotiation  bill 


TMA  helps  you  start  a 
^ new  practice 


Read  hot  medical 
new«  /irst  with 
TMA’s  e-mail  updates. 

Get  online  now  with  these 
free  e-mail  services: 

O Altavista.com  O Hmail.com 
O Juno.com  O Mail.yahoo.com 
O Medscape.com 

Register  your  e-mail  address  now  in 
theA/ewbm  Only  section  of  the 
TMA  Web  site  at  www.texmed.org. 


“restraint  of  trade.”  Its  head  was  cut  off 
and  put  on  display  as  a lesson  and  a 
warning  to  others.  This  is  what  we’re 
supposed  to  “return”  to? 

The  simple  fact  is  that  physicians  are 
victims  of  a great  upheaval  caused  by 
widespread  confusion  and  disagree- 
ment about  what  is  and  ought  to  be 
expected  of  the  medical  care  system. 
Consumers,  although  they  will  gladly 
spend  money  on  other  unpleasantries 


coldly  and  dispassionately  about  these 
difficult  — at  least  from  the  standpoint 
of  achieving  any  measure  of  consensus 
— questions.  They  are  interrelated. 
The  questions  could  be  phrased  differ- 
ently, but,  in  essence,  they  are: 

• What  is  medical  care,  anyway?  Consid- 
ering everything  medical  science  al- 
lows us  to  do,  how  much  is  really 
necessary  to  preserve  life  and  health? 


Indeed,  anyone  who  supposes  he  or  she  knows 
the  answers  to  these  questions  — 
and  there  are  politicians,  academics,  and  insurance 
company  executives  who  are  certain  they  do  — 
ought  to  be  viewed  with  considerable  suspicion. 


from  car  repairs  to  toilet  paper,  gener- 
ally believe  that  medical  care  should  be 
low-cost  or  even  free.  But,  and  in  part 
because  it’s  not,  consumers  figure  they 
are  entitled  to  all  the  medical  care  they 
can  get.  Meanwhile,  employers,  who 
are  footing  the  bills  in  most  cases,  see 
no  reason  to  pay  more  than  they  have 
to  for  other  people’s  — their  employ- 
ees’ — medical  care.  Then,  there  are 
the  ivory  tower  academics  to  whom 
medical  care  means  numbers  without 
the  dollar  signs:  the  number  of  children 
being  vaccinated,  rates  of  death  from 
preventable  diseases,  and  the  propor- 
tion of  people  without  health  insurance 
or  prescription  drug  benefits. 

The  future  of  American  medicine 
depends  on  how  some  very  serious 
questions  are  answered.  These  ques- 
tions are  implicit  in  the  changes  affect- 
ing us  but  seldom  are  they  explicitly 
addressed  or  even  recognized.  When 
they  are,  they  often  create  firestorms  of 
controversy,  so  that  the  questions 
themselves,  and  their  urgency,  are  lost 
beneath  the  belching  smoke  of  slogans 
and  catchwords  such  as  “professional- 
ism,” “justice,”  “cost-effectiveness,” 
and,  of  course,  “restraint  of  trade.”  At 
the  risk  of  stirring  up  such  incendiary 
bombast,  perhaps  we  ought  to  think 


How  much  goes  more  toward  enhanc- 
ing health  and  preventing  diseases? 
Whose  definitions  of  health  and  dis- 
ease should  be  used?  How  many  dis- 
eases are  the  result  of,  or  at  least 
contributed  to  by,  personal  behaviors? 

• How  much  should  medical  care  cost? 
When  disease,  death,  and  debility 
threaten,  when  they  are  pervasive 
and  inescapable,  people  will  pay 
any  price  for  even  the  hope  of  es- 
caping their  worst  effects.  At  other 
times,  even  after  recovering  from  se- 
rious illness,  people  resent  having  to 
pay  for  medical  care.  They  want  to 
know  that  medical  care  is  available 
if  needed  but  are  annoyed  at  its  cost 
and  complexity.  Good  health  is  a 
birthright,  people  are  apt  to  think, 
and  no  one  should  have  to  pay  for 
what  they  are  entitled. 

• How  much  medical  care  is  enough? 
Here  again,  when  threatened  by  ill- 
ness and  when  hope  for  recovery 
seems  less  than  assured,  many  peo- 
ple will  endure  endless  medical  and 
surgical  treatments.  To  those  who 
have  no  need  of  such  interventions, 
treatment  often  appears  to  be  a 
waste  of  money  and  resources.  One 
person’s  last  desperate  chance  is  an- 
other’s “futile  care.” 
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• Do  people  have  a right  to  medical 
care?  “Life,  liberty,  and  the  pursuit 
of  happiness”  come  to  mind  when 
the  subject  of  human  rights  is 
raised.  But  these  amount  essentially 
to  the  right  to  be  left  alone.  If  a fun- 
damental right  to  medical  care  ex- 
ists, it  requires  that  others  supply 
that  medical  care.  But  to  what  ex- 
tent can  this  be  accomplished?  What 
are  rights  and  responsibilities  where 
medical  care  is  concerned?  And  if 
medical  care  is  a fundamental  hu- 
man right,  should  we  not  offer  it,  as 
we  do  “life,  liberty,  and  the  pursuit 
of  happiness,”  to  all  who  can  man- 
age to  reach  our  country  from  other 
parts  of  the  world? 

' Should  people  who  neglect  their 
health  or  refuse  medical  care  be  al- 
lowed to  suffer  the  consequences? 
America  is  called  “a  land  of  oppor- 
tunity,” but  not  everyone  takes  ad- 
vantage of  every  opportunity.  Some 
people,  despite  knowing  the  risks, 
use  tobacco,  drink  alcohol,  abuse 
drugs,  engage  in  high-risk  sports  or 
occupations,  do  not  get  immuniza- 
tions and  other  routine  prevention 
measures,  or  go  without  health  in- 
surance. When  people  lose  these 
gambles,  is  it  the  responsibility  of 
others  to  save  them  from  the  conse- 
quences of  their  own  actions?  Or  is 
it  the  responsibility  of  other  people 
to  do  whatever  is  necessary  — up  to 
and  including  paying  people  to  re- 
duce their  risks  and  submit  to  pre- 
ventive medical  care?  Should  it 
make  a difference  whether  the  cost 
of  caring  for  advanced  disease  is 
more  or  less  than  preventing  it  or  di- 
agnosing it  in  its  early  stages?  Re- 
gardless of  how  we  answer  these 
questions,  how  far  should  such 
thinking  be  applied?  Even  preven- 
tive medical  care  does  not  guaran- 
tee good  health  and  can  result  in 
complications  or  unnecessary  addi- 
tional testing  and  procedures.  These 
issues  become  especially  thorny 
when  children  are  involved. 

• Who  should  pay  for  medical  care? 
Should  people  pay  for  the  medical 
care  they  want  and  need?  Or  should 
they  be  entitled  to  what  they  need 
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and  pay  only  for  what  they  want,  as- 
suming it  is  possible  to  tell  the  differ- 
ence? If  people  are  entitled  to  what 
they  need  without  having  to  pay  for 
it,  who  should  pay?  Should  everyone 
be  forced  to  pay  through  taxation? 
What  if  “medically  unnecessary”  care 
uncovers  conditions  or  results  in 
complications  that  require  additional 
care?  How  should  that  be  classified? 
Or,  alternatively,  should  a distinction 
be  made  between  routine  and  ex- 
pected preventive  medical  care  and 
unexpected,  catastrophic  needs? 

• Who  should  “provide”  medical  care? 
Is  it  necessary  to  have  a single,  rigid 
standard  of  medical  care  that  can 
only  be  supplied  by  trained  physi- 
cians? If  the  physical  and  financial 
resources  to  provide  the  highest 
standard  of  medical  care  for  every- 
one do  not  exist,  is  it  better  that 
some  people  receive  a lower  stan- 
dard of  care  from  nonphysician  pro- 
fessionals or  even  from  self-taught 
but  otherwise  untrained  individuals? 
Should  people  be  allowed  to  seek 
such  a lower  standard  if  they  think  it 
is  a better  value  for  their  money  or  if, 
perhaps,  the  nonstandard  practition- 
ers are  able  to  persuade  them  that 
they  offer  just  as  good  or  even  better 
care  than  trained  physicians? 

There  is  no  reason  to  think  that 
physicians  or  any  other  medical  profes- 
sionals have  the  best  answers  to  these 
questions.  Indeed,  anyone  who  sup- 
poses he  or  she  knows  the  answers  to 
these  questions  — and  there  are  politi- 
cians, academics,  and  insurance  com- 
pany executives  who  are  certain  they  do 
— ought  to  be  viewed  with  consider- 
able suspicion.  But  physicians  and  oth- 
ers intimately  involved  with  the 
medical  care  of  patients  have  a better 
appreciation  and  understanding  of  the 
issues  and  are  in  a better  position  to  ex- 
plain and  illustrate  them  with  real- 
world  experiences  instead  of  figures 
and  bar  graphs.  People  need  to  consider 
these  questions  as  if  their  lives  depend 
on  them  because  they  very  well  might. 
There  are  no  simple  solutions,  least  of 
all  throwing  up  our  collective  arms  and 
letting  politicians  make  the  decisions. 


How  can  a serious  public  discussion 
of  this  kind  come  about?  Is  serious  ^ 
public  discussion  possible  in  an  era  of 
mass  media  manipulation,  biased  polls, 
million-dollar  ad  campaigns,  and  spin-  j 
doctoring?  It  would  be  helpful  if  those 
who  fault  physicians  for  having  been 
“caught  napping”  and  call  on  them  not 
to  “allow  the  business  world”  to  ma- 
nipulate the  heart  and  soul  of  medicine 
would  take  time  to  call  the  general 
public’s  attention  to  what  is  happening. 

It  is  not  physicians  who  were  “caught 
napping”  or  who  “allow  the  business 
world”  to  do  as  it  pleases  with  them  and 
their  patients.  It  has  been  Americans  in 
general  who  have  been  largely  oblivious 
to  the  wrenching  changes  in  medicine.  If 
physicians  are  guilty  of  anything,  it  is  a 
reluctance  to  sound  the  alarm.  Perhaps 
we  felt  embarrassed  about  Medicare’s 
having  taken  a little  longer  than  we  ex- 
pected to  show  its  serious  faults.  Or  per- 
haps we  were  afraid  of  being  labeled  — 
as  we  have  been  — as  nothing  but  a 
self-interested  elite.  Or  perhaps  we 
thought  that  people  would  never  sym- 
pathize with  highly  educated  profes- 
sionals who  are  among  the  top  1%  of 
income  earners. 

Whatever  the  reason,  the  time  has 
come  for  knowledgeable,  articulate,  and 
recognized  medical  professionals  to 
speak  out  on  the  realities  of  modern 
medicine.  The  old  maudlin  slogans  have 
been  run  into  the  ground.  It  is  time  for  a 
tougher  and  more  realistic  coming  to 
terms  with  the  way  things  really  are  and 
the  directions  in  which  they  are  running. 
It  is  time  for  the  truth.  ★ 


Dr  Gorski  is  an  obsteirician-gynecologist  in  Arlington. 
He  is  a member  of  the  Publications  Committee  of  the 
Tarrant  County  Medical  Society. 
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^ Newsmakers 

Joseph  S.  Bailes,  MD,  of  Dallas,  was 
I elected  president  of  the  American  Soci- 
^ ety  of  Clinical  Oncology  (ASCO).  Dr 
j Bailes  has  been  active  in  ASCO  activities 
• since  its  inception,  including  spearhead- 
ing creation  of  the  State/Regional  Affili- 
' ates  Program  to  enhance  participation 
I within  all  facets  of  the  society.  He  also 
1 has  worked  to  ensure  access  to  high- 
t quality  oncologic  care,  including  negoti- 
ating issues  ranging  from  coverage  of 
patient  care  costs  associated  with  clini- 
' cal  trials  to  physician  payment  reform  to 
off-label  uses  of  antineoplastic  drugs. 

I H.  Randolph  Bailey,  MD,  of  Houston,  is 
t the  new  president  of  the  American  So- 
ciety of  Colon  and  Rectal  Surgeons. 

^ Mark  A.  Baker,  DO,  is  the  president  of 
' the  Texas  Osteopathic  Medical  Associa- 
tion District  II  for  1999-2000.  Dr  Baker 
is  chair  and  clinical  associate  professor 
of  radiology  at  the  Texas  College  of  Os- 
teopathic Medicine  at  the  University  of 
North  Texas  Health  Sciences  Center  in 
Fort  Worth. 

! . 

I His  efforts  to  increase  organ  donor 
I awareness,  which  resulted  in  the  Texas 
! Medical  Association  Live  & Then  Give 
campaign,  has  won  Phil  H.  Berry,  Jr, 
MD,  former  TMA  president,  of  Dallas, 


Joseph  S.  Bailes,  MD  Phil  H.  Berry,  Jr,  MD 


the  Burl  Osborne  Pioneer  Hero  Award 
from  the  International  Society  for  Arti- 
ficial Organs.  Dr  Berry  and  his  wife 
flew  to  Scotland  to  accept  the  award  in 
August. 

The  Alamo  Area  Emergency  Physicians 
organization  in  San  Antonio  has  elected 
Ann  J.  Burgardt,  MD,  as  president.  The 
group  examines  emergency  medical 
care  in  the  Bexar  County  area.  Dr  Bur- 
gardt is  assistant  professor  of  emergency 
medical  technology  at  The  University  of 
Texas  Health  Science  Center  at  San  An- 
tonio and  assistant  medical  director  for 
the  San  Antonio  Fire  Department  Emer- 
gency Medical  Services. 

D.  Clifford  Burross,  MD,  of  Wichita 
Falls,  is  the  new  president  of  the  Texas 
Medical  Foundation  Board  of  Trustees. 
Dr  Burross,  who  will  serve  a 2-year 
term,  is  director  of  the  Wichita  Falls 
Family  Practice  Residency  Program, 
which  is  associated  with  The  University 


I Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
section  are  TMA  membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
tion; or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
j cretion  of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  People,  Texas  Medicine, 
! 401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry_b@texmed.org. 
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D.  Clifford  Burross,  MD  Donald  J.  Gordon,  MD, 
PhD 


John  W.  Meyer,  MD  Jack  Weinblatt,  MD 


of  Texas  Southwestern  Medical  Center 
at  Dallas.  He  is  a former  TMA  president. 

A desire  to  help  people  who  need  med- 
ical care  but  can’t  afford  it  has  earned 
Nathan  Cedars,  MD,  of  Stephenville, 
the  Governor’s  Volunteer  Award  in  the 
senior  citizen  category.  Dr  Cedars,  82, 
established  the  HOPE  medical  clinic  in 
1991  and  enlisted  the  aid  of  other 
physicians  and  health  professionals,  as 
well  as  financial  assistance  from  the 
business  community. 

TMA  student  member  Adriena 
Cothron  is  1 of  only  26  medical  stu- 
dents in  the  United  States  to  be  se- 
lected for  a place  in  the  Fellowship 
Program  in  Academic  Medicine.  She  is 
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a student  at  the  Texas  College  of  Os- 
teopathic Medicine  at  the  University  of 
North  Texas  Health  Sciences  Center  in 
Fort  Worth.  Ms  Cothron  spent  12  weeks 
examining  the  role  of  otoliths  in 
vestibular  function  in  orthostatic  stress. 

James  R.  Cullington,  MD,  of  Austin,  is 
the  new  president  of  the  Texas  Society 
of  Plastic  Surgeons. 

David  E.  Fixler,  MD,  professor  of  pedi- 
atrics at  The  University  of  Texas  South- 
western Medical  Center,  was  appointed 
the  first  holder  of  the  newly  upgraded 
Fred  S.  Brooksaler  Professorship  in  Pe- 
diatrics. Dr  Fixler  is  director  of  pedi- 
atric cardiology  at  Children’s  Medical 
Center  of  Dallas.  The  professorship  is 
named  in  honor  of  the  late  Dr  Brook- 
saler who  fled  Nazi  persecution  in  Ger- 
many in  1938  and  established  a 
successful  practice  in  America.  He  was 
the  first  director  of  the  birth  defects 
center  at  Children’s  Medical  Center. 

Herbert  L.  Fred,  MD,  and  Larry  D. 
Scott,  MD,  both  of  Houston,  received 
the  Benji  F.  Brooks,  MD  Outstanding 
Clinical  Faculty  Award  from  The  Univer- 
sity of  Texas-Houston  Medical  School. 

The  American  Heart  Association,  Texas 
Affiliate,  named  Donald  J.  Gordon,  MD, 
PhD,  of  San  Antonio,  the  1999  recipient 
of  the  Outstanding  Stroke  Volunteer 
Award.  Dr  Gordon,  department  chair  for 
emergency  medical  technology  at  The 
University  of  Texas  Health  Science  Gen- 
ter  at  San  Antonio,  has  volunteered  his 
time  and  service  to  the  association  since 
1996.  He  helped  develop  a pilot  Metro 
Stroke  Task  Force  in  San  Antonio,  and 
under  his  leadership,  the  program 
proved  so  successful  it  is  serving  as  the 
model  for  the  heart  association’s  na- 
tional “Operation  Stroke”  program. 

John  W.  Meyer,  MD,  of  Hondo,  received 
the  Philip  R.  Overton  Award  from  the 
Texas  Medical  Foundation  (TMF).  The 
annual  award,  named  for  TMF’s  legal 
counsel  for  10  years,  is  presented  to 
physicians  who  provide  meritorious 
service  in  peer  review.  Dr  Meyer  re- 
cently completed  his  second  2-year 
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(term  as  president  of  the  'I  MF  Board  of 
Trustees.  He  is  the  acting  director  of 
the  Medina  County  Health  Unit. 

William  Patrick  Moore,  MD,  ot  Hous- 
ton, will  receive  the  Distinguished  Ser- 
vice Award  from  the  Texas  Society  of 
Psychiatric  Physicians  at  its  annual 
meeting  in  San  Antonio  next  month. 

Barry  Roberts,  MD,  of  Nacogdoches, 
received  the  Community  Preceptor  Ex- 
cellence in  Education  Award  from  the 
'Department  of  Pediatrics  at  The  Uni- 
versity of  Texas  Medical  Branch 
(UTMB)  at  Galveston.  Dr  Roberts  has 
(taught  27  medical  students  since  he 
was  appointed  associate  professor  of 
pediatrics  at  UTMB. 

William  E.  Sponsel,  MD,  is  the  winner 
of  the  American  Academy  of  Ophthal- 
mology 1999  Achievement  Award.  He 
is  associate  professor  of  ophthalmology 
at  The  University  of  Texas  Health  Sci- 
ence Center  at  San  Antonio. 

Alan  Stockard,  DO,  has  been  elected 
second  vice  president  of  the  Board  of 
Directors  of  the  American  Osteopathic 
Academy  of  Sports  Medicine.  He  is 
chief  of  sports  medicine  and  associate 
professor  of  family  medicine  at  the 
Texas  College  of  Osteopathic  Medicine 
at  the  University  of  North  Texas  Health 
' Sciences  Center  in  Fort  Worth. 

The  VistaCare  Foundation  has  honored 
Jack  Weinblatt,  MD,  of  Temple,  with 
its  Central  Texas  Physician  of  the  Year 
Award.  Dr  Weinblatt  was  cited  for  his 
compassion  and  effectiveness  in  help- 
ing patients  and  their  families  at  the 
VistaCare  Family  Hospice  in  Temple. 


Deaths 


Overton  Owen  Antony,  MD,  87;  Hum- 
ble; Louisiana  State  University  School 
of  Medicine,  1937;  died  July  9,  1999. 

Melford  Sherman  Dickerson,  MD,  87; 

Canyon  Lake;  Baylor  College  of  Medi- 
cine-Dallas,  1939;  died  July  22,  1999. 


RFS 


Residents,  mark  your  daytimersi 

rut  Nfxi'  MI'F riN(.  ()i  I'MA  Ri  sii )i  n i'  & 

I’FLLOW  SfcH  ION  (joriHirly  known  ns  the 
Rcsieloit  Rhysicinn  Section)  W II  1 Hi' ; 

Friday,  November  12,  X-IO  p.m. 

Doubletree  Hotel,  Austin 
(in  conjunction  with  Into  ini  Session) 


For  more  information,  contact  Pamela  Allen  at  (800)  880- 1 300,  _ lexasMcdicai 
ext.  1402,  or  (512)  370-1402,  or  e-mail  pamela  a@texmed,org.  " Association 


lexi 

Assc 


INTRODUCING  A WAY  OF  BANKING 
THAT  DOCTORS  CAN  RELATE  TO. 


Sure.  Frost  has  banking  specialists  with  over  90  years  combined  experience  in  meeting  the  unique  banking 
and  investment  needs  of  doctors.  Hut  it's  the  honest,  loyal  and  somewhat  old-fashioned  way  we  do  business 
that  really  sets  us  apart.  Call  our  Healthcare  Financial  Services  Group  at  1-800-562-6732  to  see  for  yourself 


Frost  Bank 


WE’RE  FROM  HERE. 


AUSTIN  • BOERNE  • CORPUS  CHRISTI  • DALLAS  • FORT  WORTH  • HOUSTON 
MCALLEN  • NEW  BRAUNFELS  • SAN  ANTONIO  • SAN  MARCOS 


Tel  800.880.1300 


Volume  95  ★ Number  10 
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PHYSICIAN  INSURANCE  PROGRAMS 
MEDICAL  MALPRACTICE,  STOP  LOSS 

(lonipclitive  pricing  from  A rated  carriers  for  standard  physicians,  individuals 
and  group  practices;  difficidt  specialties  programs  for  clinics,  surgi-centers,  IPA's 

All  types  of  provider  entities 

Contact;  Susan  Fontaine  (713)  802-1560  / FAX;  (713)  802-1571 
TECHNICAL  ★ RISKS,  INC. 

2020  N Memorial  Way  Houston,  Texas  77007  www.technicalrisksinc.com 


Auto  Lease 


FREE  LEASE  & FINAN 
SULTATION 


Dare 
To  Compare 

Truth  in  Leasing  & Lending: 

Understand  what  you  are  being 
offered  by  dealers  or  lease  companies. 

Know  you  got  the  better  deal... 

ANY  MAKE  ANY  MODEL  ANY  TERM  ANY  TRADE 

877-733-6700 


Ward  George  Dixon,  MD,  78;  Tyler; 
Marquette  University  School  of  Medi- 
cine, 1948;  died  May  2,  1999. 

Saul  Grossman,  MD,  88;  Corpus  Christi; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1935;  died  August  1,  1999. 

Oscar  Gaza  Janes,  MD,  79,  Cooper; 
Baylor  College  of  Medicine,  1947;  died 
July  25,  1999. 

Ben  Lee  Johnson,  MD,  60;  Athens;  The 
University  of  Texas  Southwestern  Med- 
ical School  at  Dallas,  1963:  died  May  2, 
1999. 

Luis  Leib,  MD,  67;  Dallas;  The  University 
of  Texas  Southwestern  Medical  School  at 
Dallas,  1957;  died  August  7,  1999. 

Ramesh  Daji  Limaye,  MD,  64;  San  An- 
tonio; B.J.  Medical  College-lndia, 
1958;  died  July  5,  1999. 

Leland  Corbette  Long,  DO,  71;  Con- 
can;  Kirksville  College  of  Osteopathic 
Medicine,  1956;  died  March  13,  1999. 

William  Francis  MacDonald,  MD,  76; 

El  Paso;  Tufts  University  School  of  Med- 
icine, 1946;  died  February  10,  1999. 

Milad  N.  Milad,  MD,  44;  Wichita  Falls; 
Ain  Shams  University  School  of  Medi- 
cine-Egypt,  1979;  died  July  25,  1999. 

David  Brett  Mitchell,  MD,  41;  Denison; 
rhe  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  1984;  died 
July  21,1999. 

Carolyn  Zuch  Rheiner,  MD,  40:  Dallas; 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  1985;  died 
July  4,  1999. 

Henry  E.  Wahlen,  MD,  83;  Houston; 
Marquette  University  School  of  Medi- 
cine, 1948;  died  March  27,  1999. 

John  Elmer  Wiedeman,  MD,  91;  Dallas; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1933;  died  July  20,  1999. 
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Take 

Command 

of  Your 
Practice 


Focus  on  the  future  with  these 
expanded  services: 


^CONSULTING 
^PAYMENT  TRACKING 
>THIRD-PARTY  ADMINISTRATION 
>CREDENTIALING 
^MEDICAL  PEER  REVIEW 
>ST0P  LOSS  COVERAGE 
>RISK  MANAGEMENT  PROGRAMS 
^INSURANCE  PRODUCTS 


Physician 

Services 


THIS  IS  THE  NEXT  GENERATION 


OF  TMA  PHYSICIAN  SERVICES. 

To  engage  our  services,  contact 
TMA  Physician  Services 
at  (800)  523-8776,  or 
p hys  i cian_servi  ces  @ texm  ed.org. 


Texas  Medicine  offers  CME  credit 
for  reading  October  articles 


0000 


POEP  offers  free  kits 
for  tobacco  counseling 


This  issue  of  Texas  Medicine  is 
a landmark  in  the  maga- 
zine’s 95-year  history.  For 
the  hrst  time,  physicians  can 
earn  continuing  medical  ed- 
ucation (CME)  credit  by 
reading  articles  in  the  maga- 
zine, making  Texas  Medicine 
the  hrst  state  medical  society  journal  to 
offer  CME  credit. 

Physicians  who  read  the  articles  on 
environmental  medicine,  complete  the 
evaluation  form  on  page  77,  and  return 
it  to  Texas  Medicine  within  the  next 
year  will  be  eligible  for  2 hours  of  Cat- 
egory 1 credit  toward  the  American 
Medical  Association  Physician’s  Recog- 
nition Award.  A certihcate  awarding 
the  CME  credit  will  be  sent  by  fax  or 
mail  within  4 weeks. 

This  issue  was  approved  for  CME 
credit  by  the  Texas  Medical  Association 
Committee  on  Continuing  Medical  Ed- 
ucation as  part  of  the  association’s 
overall  CME  program. 

Environmental  medicine  was  se- 
lected as  the  topic  for  the  1999  sympo- 
sium issue  by  the  magazine’s  Editorial 
Committee,  a group  of  physicians  ap- 
pointed by  the  TMA  Board  of  Trustees 
to  set  broad  policies  for  the  publica- 
tion, at  its  Eebruary  1998  meeting. 
Committee  members  discussed  the 
growing  interest  in  environmental 
medicine,  the  impact  of  the  environ- 


ment on  patients  in  Texas,  and  the  lack 
of  published  information  about  the 
topic.  Jeffrey  L.  Levin,  MD,  PhD,  pro- 
fessor and  chair  of  the  Department  of 
Occupational  and  Environmental  Med- 
icine at  The  University  of  Texas  Health 
Center  at  Tyler,  is  the  guest  editor. 

“Texas  Medicine  recognizes  the  impor- 
tance of  continuing  medical  education, 
not  just  as  a requirement  for  licensure 
but  as  an  integral  part  of  the  practice  of 
medicine,”  said  John  C.  Jennings,  MD, 
Editorial  Committee  chair.  “The  sympo- 
sium issues  of  our  journal  target  topics 
that  are  particularly  applicable  to  the 
practice  of  Texas  physicians.  By  offering 
CME  credit  for  these  issues,  we  hope  to 
encourage  critical  examination  of  areas 
that  are  important  to  a majority  of  our 
readership,  while  simultaneously  mak- 
ing it  easy  to  obtain  CME.”  ★ 


As  Bob  Dole  used  to  say  on  the 
campaign  trail,  “I  know  it,  you 
know  it,  and  the  American 
people  know  it.”  In  this  case, 
“it”  is  that  tobacco  is  bad  for 
you  and  tobacco  use  is  the  single 
largest  preventable  cause  of  death 
and  disability.  Yet  the  whirlwind 
pace  of  today’s  medical  practice 
often  makes  it  difficult  for  many 
physicians  and  their  patients  to  dis- 
cuss tobacco  use  during  regular 
office  visits. 

To  overcome  this,  the  Physician 
Oncology  Education  Program  (POEP) 
has  joined  Blue  Cross  and  Blue  Shield 
of  Texas,  the  Texas  Department  of 
Health  (TDH),  and  others  key  to  the 
fight  against  tobacco-related  disease 
and  death  to  create  the  Tobacco-Free 
Texas  Tool  Kit  for  clinical  offices. 

The  kit,  available  free  from  POEP, 
helps  physicians  and  other  clinicians 
address  tobacco  use,  prevention,  and 
cessation  with  patients  of  all  ages. 
And,  technical  assistance  for  making 
counseling  on  the  risk  of  tobacco  use 
part  of  an  office-wide  approach  is 
available  from  TDH’s  Put  Prevention 
into  Practice  initiative. 

POEP  is  funded  by  the  Texas 
Cancer  Council.  For  more  information 
on  how  to  receive  a kit  and/or  techni- 
cal assistance,  call  POEP  at  (800) 
880-1300,  ext  1672,  or  (512)  370- 
1672;  or  e-mail  poep@texmed.org.  ★ 
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Stress  program  offers  help 
to  frazzled  physicians 

! 

Had  it  with  practicing  medicine? 
Drinking  too  much?  Can’t  sleep? 
Often  lose  your  temper  with  col- 
leagues and  family  members? 
Find  it  difficult  to  deal  with  your 
patients  and  make  decisions?  Wish 
you’d  been  a farmer?  Wonder  if  drugs 
j will  make  it  all  better? 

Before  it’s  too  late,  check  out  “Beyond 
' Survival:  Techniques  to  Reduce  Stress,” 
offered  by  the  Texas  Medical  Association 

I Committee  on  Physician  Health  and  Re- 
habilitation October  30  at  the  Wyndham 
Garden  Hotel  in  the  Dallas  Market  Center. 

The  seminar  is  designed  for  physi- 
. cians,  hospital  administrators,  nurses, 
pharmacists,  dentists,  dietitians,  psy- 
I chologists,  nurse  anesthetists,  attor- 
j neys,  licensed  professional  counselors, 
social  workers,  podiatrists,  other  health 
care  professionals,  and  their  spouses. 

The  program  is  designated  for  up  to 
6.5  hours  in  Category  1 credit  toward 
the  American  Medical  Association  Physi- 
cian’s Recognition  Award.  TMA  also  has 
designated  these  hours  as  ethics/profes- 
sional responsibility  education. 


Participants  completing  the  course 
should  be  able  to  discuss  impairment’s 
impact  on  health  care  professionals  and 
others,  distinguish  what  can  be  done  to 
help  professionals  in  recovery,  and  recog- 
nize the  ethical  dilemmas  when  consid- 
ering whether  to  report  a colleague  for 
suspected  impairment.  They  also  should 
be  able  to  refer  colleagues  to  appropriate 
resources  for  help,  assess  their  profes- 
sion’s peer  assistance  program,  evaluate 
the  three  stages  of  burnout  to  determine 
their  own  stress  level,  apply  learned  skills 
to  manage  stress,  identify  sources  of  as- 
sistance for  unmanaged  stress,  and  ex- 
plain survival  skills  for  family  stress. 

The  advance  registration  fee  is  $65, 
which  includes  continental  breakfast, 
lunch,  breaks,  and  seminar  materials. 
For  a brochure,  contact  Linda  Kuhn, 
TMA,  401  W 15th  St,  Austin,  TX 
78701-1680;  call  (800)  880-1300,  ext 
1342,  or  (512)  370-1342;  or  e-mail 
linda_k@texmed.org. 

Five  of  the  courses  designed  by  the 
Committee  on  Physician  Health  and 
Rehabilitation  also  are  available  for 
continuing  medical  education  credit  in 
the  “Members  Only”  section  of  the 
TMA  Web  site  at  wAAAv.texmed.org.  ★ 


Synthroid  makers  settle 
lawsuit  over  claims 


Texas  and  36  other  states  have  set- 
tled their  lawsuits  against  Knoll 
Pharmaceutical  Company,  the 
maker  of  Synthroid,  over  charges 
that  it  wrongfully  claimed  the 
synthetic  thyroid  hormone  drug  was  su- 
perior to  competing  brands.  Although  it 
did  not  admit  any  wrongdoing.  Knoll 
agreed  to  pay  $41.8  million  to  settle  the 
case.  Spokeswoman  Linda  Mayer  told 
the  Associated  Press  the  company 
wanted  to  “avoid  the  burden  and  ex- 
pense of  litigation.” 

Attorneys  general  from  Texas  and 
the  other  states  alleged  that  Knoll  vio- 
lated consumer  protection  laws  by 
claiming  that  Synthroid  was  unique  or 
superior  to  competing  brands. 

They  also  said  Knoll  attempted  to 
prevent  the  publication  of  a study  that 
showed  Synthroid  was  no  more  effec- 
tive than  some  generic  thyroid  drugs. 
The  other  drugs  are  two  to  three  times 
less  expensive  than  Synthroid. 

A class  action  suit  involving  con- 
sumers is  pending.  ★ 


Screening  of  pregnant  women  for  hepatitis  B now  required 

I 

State  law  now  requires  pregnant  women  to  be  screened  for  hepatitis  B virus 
(HBV)  infection  during  the  first  prenatal  examination  and  at  delivery.  The 
law,  which  took  effect  September  1,  applies  to  physicians  and  others  who 
attend  pregnant  women  during  gestation  or  at  delivery.  It  amends  previous 
legislation  that  required  only  the  testing  of  pregnant  women  for  syphilis 
and  HIV  infection. 

Although  testing  pregnant  women  for  hepatitis  B is  considered  the  stan- 
dard practice  of  care,  it  has  not  been  a legal  requirement  until  now. 

A Texas  Department  of  Health  (TDH)  news  release  says  90%  of  infants 
infected  with  HBV  perinatally  will  become  chronic  carriers  of  the  virus, 
but  97%  of  these  infections  can  be  prevented  with  appropriate 
immunotherapy.  Within  12  hours  of  birth,  0.5  mL  hepatitis  B immune 
globulin  and  0.5  mL  of  hepatitis  B vaccine  (dose  1)  should  be  adminis- 
tered. Doses  2 and  3 of  the  hepatitis  B vaccine  can  be  administered  to  the 
infants  at  ages  1 and  6 months,  respectively  (or  dose  2 can  be  administered 
at  the  2-month  visit,  along  with  other  vaccines). 

For  more  information,  contact  the  TDH  Immunization  Division  in  Austin  at 
(800)  252-9152  or  (512)  458-7284. 

Also,  hospitals  are  now  permitted  to  test  patients  for  hepatitis  B or  C without 
their  consent  when  health  care  workers  have  been  exposed  accidentally  to  patients’ 
blood  or  body  fluids.  Hospitals  are  required  to  notify  patients  and  health  care  work- 
ers of  the  test  results.  ★ 
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TMA  switchboard 
(800)  880-1300 
Impaired  physicians 
(800)  880-1640 
insurance 
(800)  880-8181 
Loans 

(800)  880-2828 
TEXPAC 

(800)  880-1300,  ext  1362 
TMA  Physician  Services 
(800)  523-8776 


General  Information 
info@texmed.org 
Continuing  Medical  Education 
cme@texmed.org 
Interspecialty  Society 
Committee 
isc@texmed.org 
Medical  Education 
meded@texmed.org 
Member  Services 
memberservices@texmed.org 
Meeting  Management 
meetings@texmed.org 
Physician  Oncology 
Education  Program 
poep@texmed.org 
Sneak  Preview 
sneakpreview@texmed.org 
Specialty  Societies 
ssms@texmed.org 
TMA  Alliance 
tmaa@texmed.org 
TMA  Bookstore 
bookstore@texmed.org 
TMA  Library 
tma_library@texmed.org 
TMA  Physician  Services 
physician_services@texmed.org 


Primary  care  doctors 
getting  fewer  job  offers 

If  you’re  thinking  about  a career  as  a 
primary  care  physician,  listen  up.  A 
survey  of  300  residents  by  a Dallas- 
based  national  physician  recruiting 
firm  shows  that  primary  care  doc- 
tors completing  training  this  year  are 
receiving  fewer  job  offers  than  in  the 
past.  The  Merritt,  Hawkins  & Associ- 
ates survey,  reported  by  the  Nashville 
Medical  News,  indicates  that  medical 
students’  stampede  to  careers  in  pri- 
mary medicine  may  be  about  to  be 
headed  off  at  the  pass. 

According  to  the  survey,  almost  a 
quarter  of  US-trained  primary  care  res- 
idents received  10  or  fewer  job  offers  in 
1999,  compared  with  the  11%  who  re- 
ceived 10  or  fewer  job  offers  in  1995. 
Meanwhile,  only  6%  of  residents  re- 
ceived 100  or  more  job  solicitations, 
compared  with  17%  receiving  100  or 
more  in  1995. 

The  Medical  News  cited  another  sur- 
vey by  a national  staffing  firm.  Staff 
Care,  that  indicates  that  specialists  are 
more  in  demand.  In  the  temporary 
physician  market,  radiologists,  psychia- 
trists, anesthesiologists,  and  all  inter- 
nal medicine  subspecialists  are  in  high 
demand.  Staff  Care  reported. 

Joe  Smith,  vice  president  at  Merritt, 
Hawkins  & Associates,  told  the  Medical 
News  that  health  care  reform  in  the 
early  1990s  inspired  many  medical  stu- 
dents to  seek  primary  care  residencies. 
The  expectation  was  that  demand  for 
specialists  would  dry  up  under  any 
kind  of  reform.  While  the  demand  for 
primary  care  doctors  skyrocketed  as  ex- 
pected as  managed  care  companies  em- 
phasized the  gatekeeper,  he  says,  that 
has  leveled  off,  and  the  demand  for 
specialists  did  not  shrink  as  antici- 
pated. In  fact,  Mr  Smith  says  the  strong 
economy  has  resulted  in  a shortage  of 
specialists  in  the  market  today. 

The  Medical  News  says  major  mar- 
kets on  both  coasts  have  limited  open- 
ings for  primary  care  physicians,  but 
multiple  openings  are  available  in  the 
Southeast,  Midwest,  and  Southwest. 
Even  in  these  areas,  however,  the 
“feeding  frenzy  is  over,”  Joseph 
Hawkins,  chief  executive  officer  of 


Merritt,  Hawkins  & Associates,  told  the 
publication. 

The  Merritt,  Hawkins  & Associates 
survey  of  residents  also  shows  that: 

• More  than  half  say  they  prefer  not  to 
work  in  a managed  care  environ- 
ment, a 21%  increase  from  2 years 
ago. 

• More  than  75%  say  they  prefer  to  es- 
tablish their  practices  in  towns  of 
75,000  or  larger. 

• Eleven  percent  say  they  would  not 
choose  medicine  if  they  were  starting 
over.  That’s  more  than  twice  the  per- 
centage of  residents  who  were  dissat- 
isfied with  medicine  in  1997.  ★ 


Youth  violence  drops,  but 
gunfire  is  still  expensive 


Violent  acts  committed  by 
teenagers  declined  between 
1991  and  1997,  the  Journal  of 
the  American  Medical  Association 
(JAMA)  reported  in  August,  but 
there’s  no  cause  to  celebrate  because 
researchers  say  the  rates  of  youth 
homicide  and  other  violence  remain  at 
“historically  high  levels.” 

According  to  the  JAMA  study,  the 
number  of  students  who  say  they  got 
into  fights  or  carried  weapons  dropped 
significantly.  In  1991,  42.5%  of  high 
school  students  said  they  had  been  in 
a fight,  and  26.1%  said  they  had  car- 
ried a weapon.  But  in  1997,  those  fig- 
ures dropped  to  36.6%  and  18.3%, 
respectively. 

The  study  was  based  on  data  col- 
lected by  the  Youth  Risk  Behavior  Sur- 
vey of  the  Centers  for  Disease  Control 
and  Prevention. 

JAMA  also  reported  that,  assuming  an 
average  cost  of  about  $17,000  per  gun 
injury,  the  lifetime  cost  of  gunshot 
wounds  in  the  United  States  in  1994  was 
$2.3  billion.  The  government  funded 
about  49%,  or  $1.1  billion,  of  these 
costs,  researchers  said.  Private  insurance 
paid  for  about  18%  of  the  costs,  and  the 
rest  came  from  other  sources. 

Gunshots  were  to  blame  for  31,636 
deaths  and  about  100,000  nonfatal  in- 
juries in  the  United  States  in  1997,  the 
report  said.  ★ 
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It  seems  as  though  new  medical  Web  sites  on  the  Internet 
are  going  online  almost  daily.  Here  are  a few  Texas  sites 
worth  checking  out. 

Stomping  out  viruses 

Computer  virus  got  you  down?  The  Dallas  Virus  Response 
Team  (DVRT)  can  help.  Visit  www.virusMD.com  for  help 
on  computer  viruses  or  Y2K  bug  concerns.  DVRT  is  made 
up  of  Texas  physicians  and  engineers  interested  in  fighting 
computer  viruses.  The  information  is  free,  including  tuto- 
rials geared  to  both  computer  newcomers  and  advanced 
users,  says  Cyrus  Peikari,  MD,  a member  of  DVRT  and  the 
TMA  Web  site  Virtual  Advisory  Committee. 

Free  online  journals 

Drop  by  www.ispub.com  where  free  electronic  medical 
journals  are  available  to  readers.  The  site  is  operated  by 
Olivier  C.  Wenker,  MD,  associate  professor  of  anesthesi- 
ology and  critical  care  at  The  University  of  Texas  M.D. 
Anderson  Cancer  Center.  Visitors  to  the  site  can  obtain 
free  subscriptions  to  peer-reviewed  journals,  including 
Clinical  Oncology,  Emergency  and  Intensive  Care  Medi- 
cine, Family  Practice,  Internal  Medicine,  and  Surgery. 
The  Internet  Journal  of  Anesthesiology,  for  example, 
publishes  original  articles,  case  reports,  reviews,  letters 
to  the  editor,  multimedia  slide  shows,  and  videos. 

Internal  Medicine  Board  Review  course 

The  University  of  Texas-Houston  Medical  School  and 
VistaLink  Medical  Communications  have  launched  a free 
online  Internal  Medicine  Board  Review  course  at 
www.vistalink.com.The  course  can  be  accessed  by  com- 
pleting the  free  registration  form  on  the  VistaLink  home 
page.  It  consists  of  lectures  presented  by  physicians  at 


UT-Houston  and  The  University  of  Texas  M.D.  Anderson 
Cancer  Center  on  topics  ranging  from  cardiology  to  en- 
docrinology. The  VistaLink  site  offers  more  than  50  lec- 
tures, many  of  which  are  in  English  and  Spanish,  says 
Guillermo  Gutierrez,  MD,  PhD,  VistaLink  president. 

Boning  up  on  osteoporosis 

The  Scott  & White  Division  of  Endocrinology  and  Merck 
Pharmaceutical  have  created  an  interactive  Web  site  at 
www.sw.org/ed/osteo  to  educate  patients  on  osteoporo- 
sis. The  site  includes  examples  of  DEX A scans  and  infor- 
mation on  understanding  what  the  numbers  mean.  Each 
section  contains  links  to  more  resources  and  informa- 
tion. Patients  who  do  not  require  hands-on  therapy  can  e- 
mail  questions.  The  site  is  not  designed  to  replace  the 
physician,  nurse,  or  health  educator,  but  expands  re- 
sources now  available  to  patients,  says  Veronica  K. 
Piziak,  MD,  PhD,  director  of  Scott  & White's  Division  of 
Endocrinology  and  a codeveloper  of  the  site. 

Online  ethics 

More  than  900  physicians  have  taken  advantage  of  theTMA 
Library's  continuing  medical  education  module  “Medical 
Ethics  and  Professionalism."  Written  by  Julie  Graves  Moy, 
MD,  Austin,  the  program  is  available  on  the  TMA  Web  site 
at  www.texmed.org  (click  on  "Education/CME"  and  then 
“Continuing  Medical  Education").  TMA  is  accredited  by  the 
Accreditation  Council  for  Continuing  Medical  Education  to 
sponsor  continuing  medical  education  (CME)  for  physi- 
cians. TMA  designates  this  CME  activity  for  1 hour  in  ethics 
education.  It  costs  $10  for  TMA  or  Texas  Osteopathic  Med- 
ical Association  members  and  $15  for  nonmembers.  For 
more  information,  call  theTMA  Library  at  (800)  880-1300,  ext 
1542,  or  (512)  370-1542;  or  e-mail  tmalibrary@texmed.org. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  the  TMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  theTMA  Web  site,  e-mail  larry  b(^exmed.org.  Publication  of  information  about  Web  sites  in  this 
column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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WHAT  YOUR  PATIENTS  ARE  READING 


Genesis  files  for 
Chapter  11  protection 


Genesis  Physicians  Practice  Associ- 
ation (GPPA)  in  Dallas,  a 5.01(a) 
entity  whose  battle  with  Aetna  US 
Healthcare  was  a factor  in  pas- 
sage of  the  Physician  Negotiation 
.Bill  by  the  Texas  Legislature  last  spring, 
has  filed  for  reorganization  protection 
lunder  the  US  Bankruptcy  Code.  The  de- 
cision followed  weeks  of  analysis  of 
claims  payment  and  insurance  company 
'reimbursement  problems,  officials  say. 

' “GPPA  made  a noble  effort  to  main- 
tain the  quality  of  patient  care  that  our 
doctors  feel  is  necessary  for  health  care 
jexcellence,”  said  Ralph  Turner,  MD, 
,GPPA  chair.  “Unfortunately,  our  situa- 
tion is  similar  to  that  faced  by  doctor 
groups  in  HMO  capitated  risk  contracts 
across  the  nation.  The  deciding  factor 
I that  led  to  the  filing  was  in  claims  pro- 
cessing: slow  bill  processing  and  back- 
logs of  claims  made  it  impossible  for  us 
I to  gauge  — and  manage  — overutiliza- 
tion of,  or  overpayment  for,  services. 
The  results  were  unsustainable  losses 
'and  the  need  to  reorganize.” 

GPPA’s  action  will  affect  seven  HMO 
risk  contracts  covering  about  30,000  pa- 
tients. GPPA  will  renegotiate  the  HMO 
contracts  with  the  goal  of  keeping  its 
current  physicians  and  maintaining 
quality  care.  Dr  Turner  says.  The  group’s 
point-of-service  and  preferred  provider 
organization  contracts  are  not  affected. 

GPPA  made  news  last  year  when  it 
decided  to  terminate  its  contract  with 
Aetna  amid  a dispute  over  what  the 
physicians  viewed  as  Aetna’s  failure  to 
comply  with  their  contracts  and  provide 
'information  that  was  critical  to  physi- 
cians’ management  of  patient  care. 
Aetna  then  threatened  legal  action  for 
? alleged  antitrust  law  violations.  (See 
“Antitrust  Hammer,”  February  1999 
Texas  Medicine,  pp  48-50.) 

In  May,  the  Texas  Legislature  passed 
! Senate  Bill  1468,  which  does  not  exempt 
physicians  from  federal  antirust  law  but 
provides  a defense  against  antitrust  alle- 
gations by  having  the  state  supervise  any 
I joint  negotiations  between  independent 
i|  physicians  and  a health  plan.  (See  “An- 
is  titrust  Defense,”  August  1999  Texas  Med- 
icine,  pp  28-32.)  ★ 

j Tel  800.880.1300 

i 


By  Laura  Albrecht 


The  following  is  a collection  of  current  consumer  magazine  articles  that 
feature  health  and  medical  information  that  your  patients  may  read  and  ask 
you  about.  Send  your  suggestions  and  comments  to  Laura  Albrecht,  Texas 
Medicine,  401  W 15th  St,  Austin,  TX  78701;  or  e-mail  laura_a@texmed.org. 

“ER  DIARY.”  A New  York  City  emergency  room  doctor  takes  readers  on  a 
minute-by-minute  tour  of  a patient  having  a heart  attack.  Talk,  9/99 

“HIP  TO  THE  BONE.”  Take  an  in-depth  look  at  the  ever-so-faithful  hip,  and 
learn  some  simple  routines  that  will  keep  the  hip  in  tip-top  shape.  Outside,  9/99 

“THE  DOCTOR  IS  OUT.”  Would  you  leave  the  comfort  of  your  hometown 
practice  to  face  savage  conditions  to  treat  cholera  and  perform  amputa- 
tions in  the  Third  World?  UTNE  Reader,  9/99 

“THE  PERFECT  PILL.”  The  little  wonder  drug  — aspirin  — blocks  the  ill 
winds  of  Alzheimer’s  disease,  arthritis,  cancer,  flu,  gallstones,  headaches, 
heart  attack,  and  stroke.  Men's  Journal,  9/99 

“TOO  MUCH  PRIVACY  IS  A HEALTH  HAZARD.”  More  concerns  are  ex- 
pressed about  the  privacy  of  medical  records  — this  time,  it’s  about  doctors 
not  having  access  to  patients’  records.  Newsweek,  8/16/99 

“WHEN  MANAGED  CARE  MEANS  MEDICARE  CARE.”  Another  medical 
horror  tale  about  the  patient  versus  the  HMO  beast  is  told.  Newsweek,  8/16/99 

“PASSION  PILL.”  Science  is  creating  sex  on  demand.  Discover,  9/99 

“ON  THE  EDGE  OF  SILENCE.”  A woman  struggles  to  regain  her  hearing. 
Good  Housekeeping,  9/99 

“MEDICAID’S  BIG  TIME  RIP-OFF.”  How  are  tax  dollars  wasted  in  nursing 
homes,  hospitals,  and  clinics?  Reader’s  Digest,  8/99 

“SEX  & BODY.”  Young,  inquiring  minds  Want  to  know  about  bed  wetting,  ex- 
cessive bleeding  during  periods,  pregnancies,  and  White  teeth.  Seventeen,  9/99 

“ARE  YOU  LOSING  BONE?”  Bone  los^  ik  not  a concern  just  for  the  elderly. 
Learn  timely  tips  for  healthy  bones.  Ne^  Age,  9/10/99 
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Need  a speaker 
for  your 
next  medical 
meeting? 


TMA  Speakers’  Bureau  can 
help  with  a cadre  of  physician 
experts  from  across  Texas. 
Topics  cover  a variety  of 
issues,  such  ^is: 

• recent  legislative  victories 

• rural  health 

• physician  workforce 

• TMA  activities 
•CHIP 


Contact  the  TMA 
Speaker’s  Bureau  at 
(800)  880-1300,  ext.  1375, 
or (512)  370-1375, 
or  ken_o@texmed.org. 


FREE  TO 

TMA  MEMBERS! 
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It's  no  mystery  - 
contact  TMA  Library! 


Texas  Medical  Association  Library's  Medical  Ethics 
and  Professionalism  module: 


Offers  one  hour  of  AMA  PRA  Category  I CME  credit 

Fulfills  the  Texas  State  Board  of  Medical  Examiners’ 
one-hour  ethics  requirement 


Was  written  by  Austin 
physician  Julie  Graves 
Moy,  MD,  MPH 


Costs  $ 1 0 
for  TMA 
members 
and  TOMA 
members 
(as  of  8/1/99) 
and  $ 1 5 for 
non-members 


To  order  a copy,  contact 
TMA  Library  at  (800) 
880- 1 300,  ext.  1542, 
or  (512)  370-1542,  or 
fax  (512)  370-1 634,or 
tmajibrary@texmed.org, 
or  visitTMA’sWeb  site 
at  www.texmed.org 
for  an  online  version. 
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Viagra  can  affect  eyes, 
arthritis  drug  more  popular 


t looks  like  Viagra  affects  more  than 
one  part  of  the  body.  The  Septem- 
ber/October issue  of  Survey  of  Oph- 
thalmology says  that  while  potential 
ocular  risks  of  the  popular  anti-im- 
potence drug  have  been  recognized,  re- 
searchers do  not  know  as  much  as  they 
should. 

Based  on  their  own  research  and  a 
survey  of  the  current  literature,  Drs 
Michael  E.  Marmor  and  Robert  Kessler 
:of  Stanford  University  School  of  Medi- 
icine  conclude  that  caution  and  further 
jstudy  are  warranted.  They  cite  studies 
i showing  Viagra’s  direct  effect  on  the 
ichemistry  of  the  retina  by  inhibiting  an 
lenzyme  in  the  photoreceptors,  and 
! documented  cases  of  mild  changes  in 
i retinal  electrical  activity  within  a few 
jhours  of  taking  the  drug. 

The  physicians  say  the  established 
link  between  Viagra  and  visual  func- 
tion clearly  indicates  a need  for  more 
j long-term  research  and  the  possible 
monitoring  of  patients  with  existing 
eye  conditions.  They  also  urge  physi- 
cians to  advise  their  patients  of  possi- 
ble visual  disturbances  and  to  urge 
reasonable  caution  while  driving. 

Meanwhile,  an  arthritis  pain  relief 
drug  has  surpassed  Viagra  to  become 
the  fastest  selling  new  drug  ever.  The 
drug,  Celebrex,  offers  arthritis  pain  re- 
lief with  less  stomach  irritation. 

According  to  IMS  Health,  a research 
company,  Celebrex,  which  was  intro- 
duced in  January,  sold  6.86  million 
prescriptions  in  its  first  6 months  on 
the  market.  Prescriptions  for  Viagra  to- 
taled 6.05  million  in  the  first  6 months 
after  its  introduction. 

While  the  preference  of  Celebrex 
over  Viagra  may  be  a reflection  of  the 
[ changing  priorities  of  an  aging  Baby 
Boom  generation,  the  market  advan- 
tages of  Celebrex  over  Viagra  are  obvi- 
ous. Both  men  and  women  suffer  from 
arthritis,  while  Viagra  is  for  men  only. 


SUMMARIES  OF  RECENT  HEALTH  CARE  FINDINGS 


By  Jennifer  Ownby 


The  American  Academy  of  Pediatrics  has  endorsed  the  US  Public  Health 
Service  recommendation  that  women  capable  of  becoming  pregnant  con- 
sume at  least  400  meg  of  folic  acid  daily  at  least  a month  prior  to  conception 
and  throughout  the  first  trimester  of  pregnancy  to  prevent  neural  tube  de- 
fects. Pediatrics,  8/99 

People  using  stronger  sunscreens  don’t  feel  the  effects  of  sunburn  as 
quickly  and  spend  more  time  outside,  which  increases  their  risk  of  skin  can- 
cer, according  to  a study  that  finds  even  the  best  prevention  isn’t  foolproof. 
The  European  researchers  concluded  that  “sunscreens  may  encourage  pro- 
longed sun  exposure  because  they  delay  sunburn."  Journal  of  the  National 
Cancer  Institute,  8/4/99 

For  the  first  time,  female  gender  has  been  shown  to  be  an  independent  risk 
factor  for  stroke  after  cardiac  surgery.  Circulation,  8/10/99 

Neoadjuvant  chemotherapy  appears  to  be  effective  in  eradicating  breast  can- 
cer axillary  lymph  node  metastases  prior  to  surgery.  Annals  of  Surgery,  7/99 

Scientists  have  successfully  generated  viable  infectious  influenza  A virus 
entirely  from  cloned  complementary  DNA  in  a new  reverse-genetics  sys- 
tem. Proceedings  of  the  National  Academy  of  Sciences,  8/3/99 

The  effect  of  androgens  in  stimulating  prostate  cancer  ceil  proliferation  is  less- 
ened by  antioxidant  vitamins.  Journal  of  the  National  Cancer  Institute,  8^1/99 

The  benefit  of  using  antibiotics  to  treat  acute  bronchitis  in  otherwise 
healthy  patients  is  not  great  enough  to  justify  antibiotic  use  in  this  patient 
population.  American  Journal  of  Medicine,  8/99 

Children  with  a genetic  predisposition  to  produce  high  concentrations  of  a 
blood-clotting  enzyme  linked  to  meningitis  are  twice  as  likely  to  die  from 
the  severe  form  of  that  disease  as  other  children,  new  research  says.  The 
Lancet,  BfSIS 

Exposure  to  secondhand  cigarette  smoke  makes  nonsmokers  82%  more  likely 
to  have  a stroke,  indicating  that  the  dangers  of  “passive  smoking"  are  worse 
than  first  thought,  researchers  in  New  Zealand  report.  Tobacco  Control,  8/99 
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Physicians. 

Air  Force  Healthcare. 
Good  Pay. 

Professional  Respect. 

Why  Do  You 
Think  We  Say 
“Aim  High”^ 

Expenence  the  best  of  everything.  Best 
facilities.  Best  benefits.  Outstanding 
opportunities  for  travel,  30  days  vacation 
with  pay,  training  and  advancement. 

For  an  information  packet  call 

l-8pO-423-USAF 

or  visit  \vww.airforce.com. 
You’ll  see  why  we  say,  “Aim  High.” 


AIM  HIGH 


HEALTH  PROFESSIONS 
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FIND  EYERyTHING  FROM: 


► 


LET  THE  TMA 
DIRECTORY  BE 
YOUR  GUIDE! 

Order  one  complimentary  copy 
of  the  TMA  1999-2000  Physician 
Directory  and  Resource  Guide  while 
supplies  last  by  calling  TMA  at  (800) 
880- 1 300,  ext.  1310.  Additional 
copies  available  to  members  for 
$25  plus  8.25%  Texas  sales  tax. 
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Fatal  job  accidents 
increase  in  Texas 


It’s  getting  more  dangerous  to  go  to 
work,  especially  if  you  are  a self-em- 
ployed, middle-aged  Hispanic  woman 
who  drives  on  the  job.  A sobering  re- 
port from  the  Texas  Workers’  Compen- 
sation Commission  (TWCC)  shows  that 
fatal  injuries  on  the  job  in  Texas  increased 
by  14%,  from  459  in  1997  to  523  in  1998. 

As  usual,  transportation  accidents 
accounted  for  the  most  deaths.  The 
213  fatal  accidents  represented  41%  of 
the  lethal  job-related  incidents. 

Worker  groups  most  affected  by  the 
increased  number  of  job  fatalities  in- 
cluded the  self-employed,  with  a 32% 
increase,  followed  by  Hispanics  (31%) 
and  workers  over  age  55  (19%).  The 
deaths  of  46  women  in  work-related  in- 
juries were  the  highest  ever  recorded  in 
Texas,  the  TWCC  report  says. 

The  only  good  news,  says  TWCC  Ex- 
ecutive Director  Len  Riley,  is  that  the 
number  of  fatalities  in  agriculture  and 
of  workers  hit  by  motor  vehicles  and 
moving  objects  declined.  ★ 

Pharmacy  benefit  costs 
show  large  increase 


Insurance  coverage  for  drugs  in- 
creased nearly  17%  last  year,  ac- 
cording to  a report  compiled  by 
Express  Scripts,  a pharmacy  benefit 
firm.  This  increase  in  pharmacy  ben- 
efit costs  is  the  largest  growth  rate  of 
any  year  tracked  by  Express  Scripts 
since  1993. 

The  company’s  1998  Drug  Trend  Re- 
port says  overall  health  care  expendi- 
tures slowed  throughout  the  decade, 
but  drug  costs  rose,  from  a 7.9% 
growth  between  1993  and  1994  to 
13.4%  between  1996  and  1997  and 
16.8%  last  year,  according  to  a June  30 
Reuters  Health  report.  Express  Scripts 
expects  the  trend  to  continue  with  in- 
creases of  13%  to  17%  over  the  next 
several  years. 

Express  Scripts  officials  used  the 
company’s  database  of  7.2  million  man- 
aged care  and  non-managed  care  mem- 
bers in  1997  and  8.8  million  members 
in  1998  to  compile  the  report.  ★ 


Researchers  looking  for  a 
comfortable  pair  of  genes 


Houston’s  Baylor  College  of  Medi- 
cine, Methodist  Hospital,  and 
Texas  Children’s  Hospital  have 
teamed  up  to  create  what  they 
say  is  the  most  comprehensive 
center  for  the  research  and  clinical  use 
of  cell  and  gene  therapy  in  the  world. 

The  Houston  Business  Journal  reports 
the  International  Center  for  Cell  and 
Gene  Therapy  initially  will  continue  to 
focus  on  gene  therapy’s  role  in  the 
treatment  of  certain  cancers  but  will 
branch  out  to  develop  AIDS  protocols. 
Within  the  next  decade,  neurological 
disorders,  such  as  multiple  sclerosis, 
and  cardiovascular  illnesses  could  be 
treated  with  the  therapy. 

Although  not  the  first  research  and 
treatment  center  for  this  type  of  therapy, 
the  Houston  operation  is  the  first  in  the 
world  to  combine  basic  science  and  clini- 
cal research  and  adult  and  pediatric  trans- 
plant units,  the  Business  Journal  says. 

The  center  will  start  with  a staff  of 
20  clinical  and  research  faculty  and 
add  30  additional  researchers  and  300 
support  staff  over  the  next  5 years.  ★ 

M.D.  Anderson  to  join  cancer 
information  program 


The  University  of  Texas  M.D.  An- 
derson Cancer  Center  in  Hous- 
ton is  1 of  14  US  institutions 
selected  by  the  National  Cancer 
Institute  to  take  part  in  a re- 
vamped program  to  provide  accurate 
cancer  information  to  the  public. 

Beginning  October  15,  the  outreach 
component  of  the  Cancer  Information 
Service  (CIS)  will  be  renamed  the  CIS 
Partnership  Program.  Its  new  priorities 
will  be  education  on  breast  and  cervi- 
cal cancer,  clinical  trials,  tobacco  con- 
trol, and  general  cancer  awareness  for 
special  populations. 

Created  in  1976,  CIS  provides  up-to- 
date  scientific  information,  assists  or- 
ganizations in  developing  educational 
efforts  to  reach  people  who  do  not  have 
easy  access  to  cancer  information  and 
services,  and  studies  ways  to  promote 
healthy  behavior.  ★ 
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BREAST  CARE  MANAGEMENT. . . 

as  individual  as  your  patients. 

The  new  Breast  Care  Center  in  Houston  provides  you  with  individual  access  to  an  internationally  renowned  team  ot 
researchers  and  clinicians  whose  focus  is  the  evaluation,  dia^^nosis,  treatment  and  research  of  breast  disease. 


This  state-of-the-art  2 1,000  square  foot  facility  offers: 

♦ more  than  eight  medical  subspecialties,  advanced  diagnostics, 
breast  imaging,  genetic  testing  and  outpatient  services 

♦ prompt  patient  scheduling 

♦ frequent  communication  of  diagnosis  and  treatment  plans 
to  referring  physicians 

♦ physician  consultation  with  a multidisciplinary  team 

♦ an  extensive  clinical  research  program  recognized  as  one  of 
the  most  comprehensive  and  advanced  in  the  country. 

When  you  need  a comprehensive  resource  for 

THE  MANAQEMENT  OF  BREAST  DISEASE,  CALL  OUR 

Physician  Consultation  Line  1-800-336-3664. 


BAYLOR 
COLLEGE  OF 
fSK  MEDICINE 


TlethGEltSt  The  Methodist 
Hospital 


You  CAN  FIT  A 
LAPTOP  COMPUTER  IN 
A DOCTOR’S  BAG 


We  DON'T  WAN  E TO  CHANGE  the  way  you  care 
tor  your  patients,  we  want  to  help  make  vour  clinic  a 
great  success  in  this  era  of  change. 

We  AREN'  E JLIS'E  talking  about  catching  up,  we  are 
talking  about  creating  thorough  and  accurate  clinical 
notes  in  twt)  minutes  or  less.  MediNote  Solo 
was  developed  under  the  full-time  direction 
of  physicians  like  yon  in  order  to  bring 
yon  a clinical  software  tool  that  is 
mature,  stable,  and  intuitive. 

When  your  SIAEE  is  focused  on  competisation 
issues,  they  are  not  contributing  to  jjatient  satisfaction. 
MediNote  Solo  also  optimi/tes  treatment  reimbursement 
by  ctilculating  CP'l  and  ICD-9  codes  at  the  pttint  of  care. 

To  receive  our  FREE  interactive  demo,  call  1-800-961-7587 
or  visit  our  web  site  at  http://www.documedix.com 


DocuMed^x 


81)30  El  Rio  • Houston.  Texas  770‘>4 


WQ'd  like  to  say 
four  words 
on  your  behalf 

Not  just  any  four  words.  These  four  words:  Is  it  good  medicine? 

It’s  a question  that  can  help  turn  any  health  care  argument  into  an 
argument  no  one  can  argue  with. 

That’s  why  we’re  asking  it  of  Congress  as  it  debates  patient’s  rights.  Of 
allied  health  professionals  proposing  disease  management  protocols.  And  of 
managed  care  companies  when  it  comes  to  questions  of  treatment  denial  and 
fomiulary  restiictions. 

In  fact,  we’ll  be  asking  it  on  your  behalf  of  anyone  and  everyone 
involved  in  the  healthcare  debate  until  you’re  allowed  to  once  again  practice 
medicine  the  unencumbered  way  it’s  meant  to  be  practiced.  We’ll  continue 
asking  it  of  ourselves,  too,  and  our  own  policy  decisions. 

Wliatever  the  issue,  we  believe  the  answer  lies  in  this  one  simple  question. 

It’s  a question  that  can  quickly  bring  focus  to  any  debate.  It  can  establish 
common  ground.  And  be  an  invaluable  guide  in  designing  effective  new 
proposals,  be  they  local,  corporate,  or  national. 

Conclusion?  Whenever  health  care  is  the  issue,  this  should  be  the 

only  real  question:  Js  gQOd  medicinC? 
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Physicians  dedicated  to  the  health  of  America 


Find  out  v\hat  physicians  of  the  AMA  and  TMA  have  to  say  on  issues  important  to  you  at  www.ama-assn.org  and  www.texmed.org. 
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Environmental  awareness  among  physicians:  what  are 
environmental  health  and  environmental  medicine? 
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The  Texas  Mecf/c/ne  Continuing  Medical  Education  Program 


A 1997  Texas  Medicine  readership 
survey  revealed  that  40%  of  re- 
spondents find  the  symposium 
issues  of  the  magazine  helpful. 
At  its  February  1998  meeting, 
the  Editorial  Committee  for  Texas  Med- 
icine discussed  the  growing  interest  in 
environmental  medicine,  the  impact  of 
the  environment  on  patients  in  Texas, 
and  the  lack  of  published  information 
about  environmental  medicine.  At  that 
time,  the  Editorial  Committee  sched- 
uled the  Symposium  on  Environmental 
Medicine  for  the  October  1999  issue  of 
the  magazine. 

For  the  first  time,  Texas  Medicine  is 
offering  member  physicians  the  oppor- 
tunity to  earn  continuing  medical  edu- 
cation credit. 
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Accreditation 

The  Texas  Medical  Association  is  accred- 
ited by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  pro- 
vide continuing  medical  education  for 
physicians.  The  Texas  Medical  Associa- 
tion takes  responsibility  for  the  content, 
quality,  and  scientific  integrity  of  this 
continuing  medical  education  activity. 

Hour  designation 

The  Texas  Medical  Association  desig- 
nates this  continuing  medical  educa- 
tion activity  for  a maximum  of  2 hours 
in  Category  1 credit  toward  the  Ameri- 
can Medical  Association  Physician’s 
Recognition  Award.  Each  physician 
should  claim  only  those  hours  of  credit 
that  he  or  she  actually  spends  in  the 
educational  activity.  This  credit  is  avail- 
able for  the  period  of  October  1,  1999, 
to  October  1,  2000. 

Continuing  medical  education  credit 

Physicians  who  read  the  articles  in  the 
Symposium  on  Environmental  Medi- 
cine (pp  36-76),  complete  the  Self-As- 
sessment/CME  Evaluation  Form  (p  77), 
and  mail  in  the  form  are  eligible  for 
continuing  medical  education  credit. 

Educational  methods 

To  participate  in  this  continuing  med- 
ical education  activity,  physicians  must 
read  the  symposium  articles  and  com- 
plete the  Self-Assessment/CME  Evalua- 
tion Form. 
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Learning  objectives  j 

Upon  completion  of  these  articles,  par-j 
ticipants  should  be  able  to  define  enviJ 
ronmental  and  occupational  medicine; 
recognize  the  importance  of  a detailed 
and  comprehensive  occupational  and 
environmental  history  as  an  element  ol 
diagnosis;  describe  the  National  Asso- 
ciation of  Physicians  for  the  Environ- 
ment; discuss  the  role  that  research  has 
played  in  environmental  health  andj 
science;  explain  the  effect  of  environ- 
mental pollutants  on  the  respiratory 
system;  describe  environmental  regula- 
tions and  recognize  the  range  of  activi- 
ties that  are  subject  to  regulation; 
define  the  role  of  physician  involve- 
ment and  cooperative  efforts  among 
governments  and  communities  in  im- 
proving air  quality;  describe  occupa- 
tional asthma;  summarize  the  report  of 
a November  1997  incident  in  which 
two  teenagers  removed  a large  amount! 
of  metallic  mercury  from  an  aban- 
doned sign  plant  and  distributed  the 
materials  among  friends;  and  identify 
the  role  of  physicians  in  communicat-: 
ing  environmental  risks  to  patients. 
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Symposium  on  Environmental  Medicine:  Into  the  next  millennium 

Jeffrey  L.  Levin,  MD,  MSPH 

Guest  Editor 


Physicians  and  other  health  care  providers  are  witnessing  a growth  in  the  number  of,\ 
patients  who  present  with  concerns  related  to  environmental  exposures.  Environmental!, 
medicine  emphasizes  evaluation  and  prevention  of  exposure-related  illness.  Both  pa- 1 
tients  and  their  communities  view  physicians  as  credible  sources  of  information  about] 
environmental  health  matters;  however,  the  knowledge  and  training  that  physicians  \ 
have  in  this  area  are  generally  limited.  Recognizing  this  shortcoming,  the  Institute  of\ 
Medicine  (lOM)  has  recommended  that  competency-based  training  be  integrated  into 
all  levels  of  medical  education  for  physicians.  This  symposium  issue  includes  articles 
written  by  Texas  physicians  from  various  forms  of  practice,  and  complements  the  lOM 
learning  approach  by  saying  as  a resource  of  information.  The  goal  is  to  increase 
knowledge  and  awareness  of  environmental  issues  among  physicians  who  play  a spe- 
cial stewardship  role  for  our  planet  and  the  health  of  its  human  inhabitants. 


CME  learning  objectives 
Upon  completion  of  this  article,  par- 
ticipants should  be  able  to  define  envi- 
ronmental medicine;  to  identify  the 
role  of  physicians  in  communicating 
environmental  risks  to  patients;  and 
to  recognize  the  importance  of  inte- 
grating environmental  medicine  into 
medical  education. 


Send  reprint  requests  to  Dr  Levin,  Department  of  Oc- 
cupational and  Environmental  Medicine,  The  Univer- 
sity ofTexas  Health  Center  at  Tyler,  11937  US  Hwy  271, 
Tyler,  TX  75708-3154. 
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Increasingly,  physicians  and  other 
health  care  providers  in  clinical 
practice  are  confronted  by  patients 
with  signs,  symptoms,  and  concerns 
that  they  attribute  to  environmental 
causes  (1).  Such  causes  may  include  1 
or  any  combination  of  chemical,  physi- 
cal, or  biologic  exposures  that  have  oc- 
curred at  work,  at  home,  or  elsewhere. 
Questions  relating  to  radon  in  homes, 
lead  exposure  in  the  workplace,  and  as- 
bestos in  public  buildings  are  but  a few 
examples. 

The  level  of  the  public’s  sophistica- 
tion is  such  that  patients  concerned 
about  environmental  health  hazards  of- 
ten want  answers  to  specific  questions 
about  risk.  Examples  of  such  questions 
are  the  following:  What  is  the  likeli- 
hood of  having  a child  with  birth  de- 
fects due  to  exposure  from  a 
computer’s  electromagnetic  fields  dur- 
ing pregnancy?  What  are  the  chances 
of  a family  member  developing 
leukemia  from  nearby  power  lines? 
Could  the  recent  cases  of  cancer  in  a 
neighborhood  be  related  to  the  waste 
disposal  facility  close  by  (2)? 

Patients  rely  upon  their  physicians 
to  provide  this  information  because 
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they  trust  and  respect  them,  and  they 
value  their  opinions  and  advice.  Physi- 
cians remain  a credible  source  of  infor- 
mation on  health  matters,  including 
those  of  an  environmental  nature,  for 
their  patients  and  the  community.  De- 
spite this  fact,  doctors  often  lack  ade- 
quate training  and  information  on  such 
issues.  Estimates  are  that  only  40%  of 
our  medical  schools  integrate  any  ma- 
terial about  occupational  and  environ- 
mental medicine  into  their  curricula, 
with  an  average  of  4 hours  during  the 
typical  4-year  training  period  (3). 

Environmental  medicine 

What  is  environmental  medicine  and 
how  does  it  relate  to  environmental 
health?  In  broad  terms,  the  environ- 
ment is  a major  determinant  of  health 
and  can  be  responsible  for  significant 
morbidity,  mortality,  and  economic 
costs  (2).  Environmental  medicine  fo- 
cuses on  the  relationship  between  the 
individual,  with  his  or  her  intrinsic 
characteristics,  and  agents  and  stresses 
in  the  environment  (1). 

Historically,  environmental  health 
was  interested  largely  in  the  study  and 
control  of  infectious  diseases  (1).  In 
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ithe  last  3 to  4 decades,  attention  has 
■ shifted  to  the  chemical  and  physical 
hazards  in  the  environment.  In  fact, 
this  paradigm  shift  accompanied  a 
number  of  evolutionary  changes  in  our 
I modern  society.  Key  among  these  have 
I been  the  following  changes: 

; • Increased  recognition  of  the  occupa- 
, tional  setting  as  an  important  con- 
tributor to  environmental  illness; 

• Growth  of  chemical  use  in  our  soci- 
j ety; 

j*  Generation  of  increasing  quantities 

• of  chemical  waste  and  by-products; 

' • Escalation  in  the  number  of  environ- 
! mental  disasters; 

;|  • Rise  of  regulatory  controls  through  a 

II  variety  of  laws  and  federal  and  state 
j agencies;  and 

I • Most  recently,  the  globalization  of 
I our  economy  with  a decline  in  the 
J definition  of  geographic  boundaries 
! (“pollution  knows  no  borders”)  and 
the  rise  of  social  environmental 
1 stresses. 

I The  tools  of  occupational  medicine, 
p epidemiology,  toxicology,  and  public 
tihealth  are  now  being  applied  to  envi- 
j'ronmental  medicine  (1).  An  under- 

I 

Istanding  of  the  distinction  between 
environmental  and  occupational  expo- 
sures has  become  more  apparent.  Envi- 
ironmental  exposures  are  more  often 
multiple,  involve  more  than  1 route  of 
entry,  are  typically  of  more  chronic  du- 
ration, and  span  all  age  groups.  Their 
low  level  tends  to  make  dose  charac- 
terization and  interpretation  of  non- 
specific signs  and  symptoms  difficult 
(4).  As  late  as  1991,  given  the  in- 
creased awareness  of  nonoccupational 
environmental  exposures  and  their  im- 
pact on  clinical  patient  management 
and  public  health,  the  American  Col- 
lege of  Occupational  Medicine  changed 
its  name  to  the  American  College  of 
Occupational  and  Environmental  Med- 
icine (5).  In  1995,  the  name  of  the  col- 
lege’s journal  was  changed  to  Journal 
of  Occupational  and  Environmental 
Medicine  to  incorporate  the  environ- 
mental component  (6). 

The  emphasis  on  evaluation,  quan- 


tification, and  modification  or  preven- 
tion of  exposure  offers  environmental 
medicine  its  unique  opportunity  to  link 
clinical  practice  and  public  health  (1). 
Exposure  assessment,  diagnosis,  and 
prevention  are  the  key  features  of  clin- 
ical environmental  practice,  while 
treatment  (other  than  control  and  re- 
duction of  exposure)  falls  within  the 
domain  of  other  specialties. 

That  environmental  medicine  con- 
centrates on  human  health  rather  than 
other  important  issues  such  as  environ- 
mental quality  and  biodiversity  is  easy 
to  see  (1).  However,  the  tide  is  chang- 
ing slowly  as  physicians  come  to  recog- 
nize the  important  consequences  that 
the  lack  of  attention  to  environmental 
quality  can  have  for  human  health.  Un- 
fortunately, medical  training,  knowl- 
edge, understanding,  and  active 
involvement  in  these  matters  have 
lagged  significantly  behind  other  disci- 
plines, particularly  as  they  relate  to  our 
ability  to  appropriately  communicate 
risks  to  our  patients. 

The  role  of  communicating  environ- 
mental risk  to  individuals  is  by  no 
means  exclusive  to  physicians;  health 
care  providers  certainly  have  a unique 
opportunity  to  participate  (1).  But  par- 
ticipation is  not  an  easy  task,  often 
complicated  by  unbalanced  patient 
fears  and  perceptions.  The  use  of  risk 
comparison  can  be  an  effective  tool  to 
help  patients  determine  their  own 
risks,  as  discussed  later  in  this  sympo- 
sium issue. 

Environmental  education 
in  primary  care 

Understanding  the  relationship  be- 
tween health  and  the  environment  re- 
quires that  knowledgeable  physicians 
participate  actively  as  clinicians  as  well 
as  in  a public  health  context  (2).  In 
1988,  the  Institute  of  Medicine  (lOM) 
examined  the  role  played  by  primary 
caregivers  “on  the  front  lines”  in  occu- 
pational and  environmental  medicine 
(7).  Recognizing  the  lack  of  formal 
training  in  the  medical  curriculum,  the 
lOM  suggested  that,  as  a minimum,  all 
primary  care  physicians  should  be  able 
to  identify  conditions  that  may  be  in- 


duced occupationally  or  enviixjumen- 
tally  and  to  make  appropriate  specialty 
referrals.  Such  a goal  would  necessitate 
enhaticed  physician  education  and 
training. 

Accomplishing  this  task  in  an  al- 
ready overcrowded  curriculum  and  in 
the  face  of  a rapidly  changing  health 
care  system  would  not  be  easy,  in  spite 
of  the  important  reasons  for  doing  so 
(7).  The  lOM  believed  that  because  en- 
vironmental medicine  permeates  the 
spectrum  of  medical  practice,  this  dis- 
cipline should  also  be  “integrated,  en- 
hanced, and  continually  reinforced” 
throughout  the  continuum  of  medical 
training  — in  the  medical  school  cur- 
riculum, postgraduate  residency  years, 
and  continuing  medical  education. 

In  1993,  the  lOM’s  Gommittee  on 
Gurriculum  Development  in  Environ- 
mental Medicine  stated  that  specifying 
teaching  content  is  not  as  effective  as 
describing  knowledge  content  and 
skills  that  should  be  possessed  at  the 
end  of  training  (2).  This  competency- 
based  philosophy  led  to  development 
of  the  following  6 learning  objectives, 
later  incorporated  into  the  committee’s 
report  on  integrating  environmental 
medicine  into  medical  education: 

• Graduating  medical  students  should 
understand  the  influence  of  the  en- 
vironment and  environmental 
agents  on  human  health  based  on 
knowledge  of  relevant  epidemio- 
logic, toxicologic,  and  exposure  fac- 
tors. 

• Graduating  medical  students  should 
be  able  to  recognize  the  signs, 
symptoms,  diseases,  and  sources  of 
exposure  relating  to  common  envi- 
ronmental agents  and  conditions. 

• Graduating  medical  students  should 
be  able  to  elicit  an  appropriately  de- 
tailed environmental  exposure  his- 
toi7,  including  a work  history,  from 
all  patients. 

• Graduating  medical  students  should 
be  able  to  identify  and  access  the  in- 
formational, clinical,  and  other  re- 
sources available  to  help  address 
patient  and  community  environmen- 
tal health  problems  and  concerns. 
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• Graduating  medical  students  should 
be  able  to  discuss  environmental 
risks  with  their  patients  and  provide 
understandable  information  about 
risk-reduction  strategies  in  ways 
that  exhibit  sensitivity  to  patients’ 
health  beliefs  and  concerns. 

• Graduating  medical  students  should 
be  able  to  understand  the  ethical 
and  legal  responsibilities  of  seeing 
patients  with  environmental  and  oc- 
cupational health  problems  or  con- 
cerns (2). 

Symposium  on  Environmental 
Medicine 

Using  this  background  as  a springboard 
brings  us  to  this  symposium  issue  of 
Texas  Medicine.  Texas  has  one  of  the 
largest  component  societies  of  the 
American  College  of  Occupational  and 
Environmental  Medicine,  one  of  the 
nation’s  largest  concentrations  of 
petrochemical  industries  along  its  Gulf 
Coast,  and  the  longest  common  border 
with  Mexico  among  the  4 border  states. 
Throughout  Texas,  the  population  and 
industry  are  as  diverse  as  the  ecosys- 
tems and  terrain.  The  state  also  has 
one  of  the  country’s  highest  litigation 
rates  relating  to  occupational  and  envi- 
ronmental matters.  These  factors 
among  numerous  others  require  an  in- 
creased understanding  of  what  envi- 
ronmental medicine  is  and  what 
current  issues  and  resources  exist  that 
can  complement  the  lOM  learning  ap- 
proach through  integration  into  contin- 
uing education. 

The  following  articles,  all  originat- 
ing in  Texas,  illustrate  and  point  to  the 
breadth  of  available  resources  in  our 
state.  These  sources  of  information  in- 
clude academia,  private  practice,  and 
private  industry.  In  this  symposium  is- 
sue, the  authors  cover  topics  ranging 
from  what  environmental  medicine  is 
and  the  unique  language  it  uses  to  the 
roles  for  physicians  and  research  scien- 
tists in  making  a better  place  to  live. 
Special  coverage  of  current  topics  such 
as  border  environmental  health  issues, 
the  rise  in  occupational  asthma,  risk 
communication,  and  an  actual  case  of 
environmental  exposure  in  a Texas 
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community  have  been  included  as  il- 
lustrations of  the  scope  of  the  problems 
encountered. 

I hope  this  symposium  issue  will,  in 
part,  accomplish  the  objectives  of  the 
lOM  by  helping  to  “integrate,  enhance, 
and  reinforce”  the  knowledge  of  physi- 
cians in  our  state  in  this  critical  area  of 
medicine.  More  importantly,  1 hope  it 
will  enhance  the  competence  of  today’s 
and  tomorrow’s  physicians  in  manag- 
ing the  growing  environmental  health 
concerns  of  their  patients  and  commu- 
nities as  we  enter  the  next  millennium, 
and  in  fostering  a stewardship  role 
among  physicians  for  our  planet  and  its 
inhabitants. 

Acknowledgment 

I would  like  to  offer  my  sincere  thanks  to  all  the 
authors  for  their  valued  contributions  to  this  sym- 
posium issue  of  Texas  Medicine. 

References 

1.  Brooks  SM,  Gochfeld  M,  Herzstein  J,  Jackson 
RJ,  Schenker  MB,  eds.  Environmental  Medi- 
cine. St  Louis,  Mo:  Mosby;  1995:3-8. 

2.  Pope  AM,  Rail  DP,  eds.  Environmental  Medi- 
cine: Integrating  a Missing  Element  Into  Med- 
ical Education.  Washington,  DC:  National 
Academy  Press;  1995:vii-viii,  1-4. 

3.  McCunney  RJ,  Rountree  PP,  eds.  Occupational 
and  Environmental  Medicine:  Self-Assessment 
Review.  Philadelphia,  Pa:  Lippincott-Raven; 
1998:ix. 

4.  McCunney  RJ,  ed.  A Practical  Approach  to  Oc- 
cupational and  Environmental  Medicine.  2nd 
ed.  Boston,  Mass:  Little,  Brown  and  Company; 
1994:654. 

5.  Levin  JL,  Pizzino  JL.  What  is  a specialist?  The 
role  of  board  certification  in  occupational 
medicine.  Environ  Res.  1992;59:132-138. 

6.  Brandt-Rauf  PW.  From  the  editor.  J Occup  En- 
viron Med.  1995;37:11. 

7.  Institute  of  Medicine.  Role  of  the  Primary  Care 
Physician  in  Occupational  and  Environmental 
Medicine.  Washington,  DC:  National  Academy 
Press;  1988. 


Texas  Medicine  ★ October  1999 


www.texmed.or 


Symposium  on  Environmental  Medicine 


I 


Environmental  awareness  among  physicians: 

what  are  environmental  health  and  environmental  medicine? 

Fredrick  W.  Kersh,  DO,  MS  Arthur  L.  Frank,  MD,  PhD 


Increased  awareness  of  environmental  health  issues  by  the  biomedical  community  and 
the  general  public  places  higher  demands  on  all  health  and  medical  practitioners  to  un- 
derstand the  key  terms  and  concepts  related  to  environmental  health  and  medicine.  We 
all  exist  in  3 different  environments  (home,  workplace,  and  community),  each  of  which 
has  its  own  array  of  hazards  and  means  of  exposure.  Environmental  medicine  is  a dis- 
cipline that  addresses  preventive  measures  and  provides  assessment,  diagnosis,  and 
treatment  of  persons  who  experience  adverse  health  effects  of  environmental  exposures. 
In  addition  to  basic  clinical  skills,  environmental  medicine  uses  specialized  tools  in- 
cluding biostatistics  and  epidemiologic  studies,  the  science  of  toxicology  and  risk  as- 
sessment, the  discipline  of  industrial  hygiene,  and  administrative  and  public  policy 
skills.  Examples  of  environmental  issues  that  are  faced  by  society  today  include  asbestos 
exposure  in  public  buildings  as  well  as  pesticide  and  other  agricultural  chemical 
residues  present  in  various  environmental  media. 


CME  learning  objectives 
Upon  completion  of  this  article,  partici- 
pants should  be  able  to  describe  occu- 
pational and  environmental  medicine, 
epidemiology,  toxicology,  and  industrial 
hygiene;  to  define  the  terms  “environ- 
ment" (with  its  three  basic  components 
i — home,  workplace,  and  the  community 
at  large)  and  “environmental  hazard”; 
to  recognize  the  importance  of  a de- 
tailed and  comprehensive  occupational 
and  environmental  history  as  an  ele- 
ment of  diagnosis;  and  to  locate  addi- 
tional information  through  government 
agencies,  organizations  concerned  with 
!environmental  and  occupational  health, 
and  databases. 


Send  reprint  requests  to  Dr  Kersh,  East  Texas  Medical 
Center-B  usiness  Health,  6210  S.  Broadway,  Tyler,  TX 
75703. 


Introduction 

The  medical  and  scientific  com- 
munity as  well  as  the  general 
public  expresses  increasing 
awareness  of  and  interest  in  the 
effects  of  occupational  and  envi- 
ronmental exposures  on  health.  To  be 
convinced  of  the  truth  of  this  state- 
ment, we  need  only  to  scan  the  tables 
of  contents  in  various  scientific  and 
nontechnical  books  and  periodicals.  A 
good  example  is  Earth  in  the  Balance, 
written  by  Vice-President  A1  Gore 
(1992).  His  words  reflect  considerable 
public  sentiment; 

And  if  we  do  not  see  that  the  human 
part  of  nature  has  an  increasingly 
powerful  influence  over  the  whole 
of  nature  — that  we  are,  in  effect,  a 
natural  force  just  like  the  winds  and 
the  tides  — then  we  will  not  be  able 
to  see  how  dangerously  we  are 
threatening  to  push  the  earth  out  of 
balance  (2). 

Another  good  example  is  Living 
Downstream  — An  Ecologist  Looks  at 
Cancer  and  the  Environment  by  Sandra 


Steingraber,  PhD.  She  has  the  unique 
perspective  of  being  a trained  biologist 
with  the  scientific  background  to  under- 
stand many  of  the  technical  aspects  of 
carcinogenicity,  toxicology,  and  risk  as- 
sessment, as  well  as  being  a cancer  sur- 
vivor who  can  approach  the  topic  in  a 
very  personal  way.  She  writes  as  follows: 

Ten  thousand  years  of  tallgrass 
prairie  have  left  a fainter  trace  on 
the  place  I call  home  than  27  years 
of  DDT  spraying.  Because  it  is  my 
home,  I am  driven  to  pursue  the 
question  of  the  past  and  ongoing 
contamination  of  Illinois  and  its  pos- 
sible link  to  the  increasing  frequency 
of  cancer  there.  I believe  that  all  of 
us,  wherever  our  roots,  need  to  ex- 
amine this  relationship.  And  I think 
it  reasonable  to  ask  — more  than 
three  decades  after  Silent  Spring 
alerted  us  to  a possible  problem  — 
why  so  much  silence  still  surrounds 
questions  about  cancer’s  connection 
to  the  environment  and  why  so 
much  scientific  inquiry  into  this  is- 
sue is  still  considered  “preliminary.” 
From  dry  cleaning  fluids  to  DDT, 
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harmful  substances  have  trespassed 
into  the  landscape  and  have  also 
woven  themselves,  in  trace 
amounts,  into  the  hbers  of  our  bod- 
ies. It  is  not  only  reasonable  but  es- 
sential that  we  should  understand 
the  lifetime  effects  of  these  incre- 
mental accumulations  (2). 

These  concerns  also  are  becoming 
increasingly  global  as  it  has  become  ob- 
vious that  “the  impact  of  pollution  and 
environmental  degradation  is  no  longer 
a local  issue  susceptible  solely  to  local 
or  national  remedies”  (3).  The  World 
Health  Organization  has  recently  in- 
vested considerable  resources  to  study 
these  issues  and  has  published  several 
documents  reflecting  the  concerns  of 
the  international  community  (4,5). 

Case  study  #1 

A middle-aged  art  gallery  owner  in  New 
York  City  lived  usually  in  a small  apart- 
ment near  the  gallery  but  had  also  a 
large  house  in  Connecticut.  After  play- 
ing tennis  in  early  spring,  she  developed 
lower  back  pain;  to  save  walking  steps 
in  the  Connecticut  house,  she  moved 
into  a daughter’s  bedroom  on  the  first 
floor.  Approximately  f 0 days  later,  while 
continuing  to  have  back  pain,  she  also 
experienced  a severe  case  of  dizziness. 
She  returned  to  New  York,  was  exam- 
ined by  her  doctor,  and  was  told  to  con- 
tinue to  rest  and  to  take  a nonsteroidal 
anti-inflammatory  drug  (NSAID). 

That  weekend  she  went  to  the  Con- 
necticut house  for  bed  rest  and  contin- 
ued to  take  the  medication.  She  then 
developed  diarrhea  that  was  blamed  on 
the  NSAID;  its  use  was  discontinued. 
She  remained  at  the  country  house.  Ap- 
proximately 1 week  later,  she  experi- 
enced a severe  case  of  diarrhea  and 
stomach  cramps,  with  generalized 
weakness.  This  syndrome  continued 
over  the  weekend,  and  the  intestinal 
symptoms  worsened.  Her  weakness  pro- 
gressed, and  she  developed  transient 
pain  in  her  hands  and  legs.  She  began  to 
lose  weight  and  became  very  thirsty. 
Walking  and  standing  became  difficult. 

She  consulted  her  internist  again, 
approximately  1 month  after  the  onset 
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of  symptoms.  A chest  radiograph  at 
that  time  revealed  no  abnormality,  al- 
though she  had  developed  a dry  cough 
with  wheezing.  She  continued  to  lose 
weight,  and  a gastroenterologist  found 
only  rapid  motility  in  her  gastrointesti- 
nal tract. 

The  patient  continued  to  experience 
a pulling  sensation  in  her  legs,  associ- 
ated with  twitching  and  severe  pain 
along  the  nerve  distribution  in  her  ab- 
domen. She  began  to  experience  mem- 
ory loss,  diplopia,  and  other  visual 
disturbances.  She  also  experienced 
speech  difficulties.  On  2 occasions,  1 
month  apart,  she  was  seen  again  by  her 
physician,  who  found  nothing  abnor- 
mal in  her  laboratory  test  results. 

She  was  referred  to  a psychiatrist, 
who  determined  that  this  syndrome 
was  not  totally  caused  by  depressive 
symptoms  but  believed  that  the  cause 
was  physical.  She  then  underwent  a se- 
ries of  medical  evaluations  by  a gyne- 
cologist, an  endocrinologist,  and  an 
infectious  disease  specialist.  These 
evaluations  ruled  out  diabetes  and 
multiple  sclerosis.  Parasitic  infection 
was  considered  but  could  not  be 
proved. 

The  patient  spent  a restful  month- 
long summer  vacation  on  the  West 
Coast,  and  her  symptoms  disappeared. 
Upon  returning  to  the  East  Coast,  the 
patient  lived  in  her  New  York  City 
apartment  and  continued  to  feel  well. 

At  this  time,  a colleague  showed  the 
patient  a magazine  article  about  pesti- 
cide poisoning.  When  she  called  her 
exterminator,  she  learned  that  an 
organophosphate  to  combat  fleas  had 
been  sprayed  twice  at  the  Connecticut 
home  before  the  onset  of  symptoms, 
once  in  great  quantity  in  her  bedroom; 
the  carpet,  drapes,  bed,  and  other  fur- 
niture had  been  sprayed.  Later,  when 
symptoms  worsened  again,  they  were 
associated  with  monthly  spraying  not 
only  in  the  house  but  also  with  addi- 
tional organophosphates  on  the  lawn. 
Armed  with  this  information,  her 
physician  properly  diagnosed  her  ill- 
ness as  a reaction  to  organophos- 
phates, and  slowly  her  symptoms 
resolved  (6). 
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Case  study  #2 

A scientist  at  a government  laboratory, 
knowledgeable  about  potential  health 
effects  of  toxic  materials,  enjoyed  com-i 
petitive  pistol  shooting  as  a hobby.  He : 
was  noted  to  use  hearing  protection  ati 
the  range,  but  further  discussion  re- 
vealed that  he  made  his  own  bullets  in ; 
an  unventilated  basement,  using  a 
heated  cauldron  to  melt  the  lead.  Al- 
though he  had  no  clinical  symptoms,  ^ 
measurement  of  his  blood  lead  level  re- 
vealed a markedly  elevated  value  of  50 
p.g/dL.  The  level  of  lead  in  his  blood 
returned  to  normal  after  he  stopped 
manufacturing  his  own  bullets. 

What  is  occupational  and 
environmental  medicine? 

Occupational  and  environmental  medi- 
cine constitutes  a major  subsection  of 
the  broader  field  of  environmental 
health.  This  field  of  medicine  should  be 
included  in  the  practice  of  all  physi- 
cians, but  there  are  specialists  with 
training  and  credentials  in  these  areas. 
Occupational  physicians  receive  their 
diplomate  credentials  from  the  Ameri- 
can Board  of  Preventive  Medicine,  and 
most  belong  to  a specialty  society 
known  as  the  American  College  of  Oc- 
cupational and  Environmental  Medi- 
cine. In  1990,  the  American  College  of 
Occupational  and  Environmental  Med- 
icine appointed  an  ad  hoc  committee  to 
develop  a consensus  definition  of  envi- 
ronmental medicine.  The  following 
definition  resulted. 

Environmental  medicine  is  the  disci- 
pline of  medicine  that 

• Addresses  the  prevention  of  adverse 
health  effects  caused  by  physical, 
chemical,  biological,  mechanical, 
and  psychosocial  factors  of  individ- 
ual and  group  interactions  with  the 
environment; 

• Provides  assessment,  diagnosis,  and 
treatment  of  those  individuals  who 
experience  observable  adverse 
health  effects  from  their  interaction 
with  such  factors  in  the  environ- 
ment; 

• Utilizes  skills  and  experience  in  bio- 
statistics, exposure  assessment,  epi- 
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deniiology,  toxicology,  radiation  bi- 
ology, and  ergonomics  to  help 
I achieve  these  objectives;  and 
I • Serves  as  interface  between  clinical 
! and  population-based  medicine  by 
I virtue  of  knowledge  and  expertise  in 

public  health  and  clinical  medicine 

(7). 

Clinical  environmental  medicine 
should  not  be  confused  with  clinical 
ecology.  Clinical  ecologists  are  a group 
of  approximately  400  physicians  in  the 
United  States  and  Canada  who  belong 
to  the  American  Academy  of  Environ- 
mental Medicine.  Clinical  ecology  is  not 
a recognized  medical  specialty  whereas 
occupational  and  environmental  medi- 
cine is  a specialty  component  of  the 
American  Board  of  Preventive  Medi- 
cine. Clinical  ecologists  often  diagnose 
and  treat  patients  who  have  multiple 
chemical  sensitivity  (MCS).  One  of  the 
leading  practitioners  of  clinical  ecology 
is  William  J.  Rea,  MD,  who  has  treated 
many  patients  at  his  Environmental 
Health  Center  in  Dallas.  He  has  defined 
MCS  as  “an  adverse  reaction  to  ambient 
doses  of  toxic  chemicals  in  our  air,  food, 
and  water  at  levels  which  are  generally 
accepted  as  sub-toxic.  Manifestation  of 
adverse  reactions  depend  on  the  tissue 
or  organ  involved,  the  chemical  and 
pharmacological  nature  of  the  toxin, 
the  individual  susceptibility  of  the  ex- 
posed person,  the  length  of  time  of  ex- 
posure, the  amount  and  variety  of  other 
body  stressors  and  synergism  at  the 
time  of  reaction,  and  the  derangement 
of  metabolism  that  may  occur  from  the 
initial  insults”  (8). 

The  clinical  ecologists  and  their  fol- 
lowers have  proposed  a theory  of 
pathogenesis  that  attributes  the  illness 
to  immune  dysfunction  caused  by  an 
excessive  cumulative  burden  of  xenobi- 
otic  materials  in  susceptible  individuals 
(9).  The  theories  and  practices  of  this 
field  have  not  been  endorsed  by  the 
American  Medical  Association,  the 
American  College  of  Physicians,  the 
Canadian  Psychiatric  Association,  the 
International  Society  of  Regulatory 
Toxicology  and  Pharmacology,  or  the 
American  Academy  of  Allergy,  Asthma, 


and  Immunology.  Critics  of  clinical 
ecology  have  suggested  that  MCS  has 
never  been  dehned  clearly,  that  no  sci- 
entifically plausible  mechanism  has 
been  proposed  for  it,  that  no  diagnostic 
tests  have  been  substantiated,  and  that 
not  a single  case  has  been  validated  sci- 
entifically (10). 

Definition  of  terms  and  concepts 

For  a relevant  and  useful  discussion  of 
environmental  health  and  medicine, 
several  terms  and  concepts  need  to  be 
defined.  The  term  “environment”  in  re- 
lation to  humans  can  be  divided  into  3 
basic  components:  home,  workplace, 
and  the  community  at  large  or  global 
environment.  Each  has  its  ovm  set  of 
potential  types  and  sources  of  harmful 
exposures,  although  many  agents  are 
common  to  multiple  environments. 
“Environmental  hazard”  refers  to  di- 
verse phenomena  that  have  the  poten- 
tial to  adversely  affect  human  health 
and  that  can  be  classified  further  into 
chemical  agents  (eg,  heavy  metals,  pes- 
ticides, and  solvents),  physical  agents 
(eg,  ionizing  and  nonionizing  radia- 
tion, noise,  and  temperature),  biologic 
agents  (eg,  bacteria,  viruses,  fungi,  and 
allergens),  psychosocial  factors  (eg, 
personal,  family,  and  coworker),  and 
traumatic  factors  (eg,  acute  and  cumu- 
lative). These  hazardous  agents  can  en- 
ter the  environment  in  1 or  more  of  5 
ways:  first,  direct  discharge  such  as 
pesticide  application  or  smoke  stack 
emissions;  second,  direct  exposure 
such  as  in  environmental  tobacco 
smoke  or  lead  in  paint;  third,  dumping 
material  onto  soil  or  into  waterways  in 
an  illegal  manner;  fourth,  inadequate 
landfills  that  fail  to  prevent  runoff, 
leaching,  or  travel  through  the  food 
chain  of  hazardous  agents;  and  fifth, 
catastrophic  events  such  as  the  inci- 
dents at  Chernobyl  or  Bhopal. 

The  media  of  environmental  hazard 
transmission  include  air,  water,  soil, 
food,  and  biologic  vectors  such  as  in- 
sects. Two  additional  media  that  are 
becoming  increasingly  important  are 
parenteral  transmission  for  the  health 
care  worker  and/or  intravenous  drug 
abuser,  and  fire  in  the  form  of  inciner- 


ation of  hazardous  waste.  In  the  as- 
sessment of  human  exposure  to  toxic 
environmental  hazards,  4 characteris- 
tics are  important:  route  of  exposure 
— inhalation,  ingestion,  dermal,  par- 
enteral, and  transplacental;  magnitude 
of  exposure  — concentration  or  dose; 
duration  of  exposure;  and  frequency  of 
exposure. 

Other  issues  that  influence  the  out- 
come of  hazardous  exposures  include 
host  susceptibility  factors  such  as  age, 
race,  gender,  underlying  diseases,  ge- 
netics, nutritional  status,  and  emotional 
state.  Another  factor  relevant  to  expo- 
sure to  certain  agents,  such  as  carcino- 
gens, is  that  of  latency,  in  which  the 
disease  (cancer)  may  not  manifest  for 
many  years  or  even  decades.  Finally, 
some  factors  are  difficult  or  impossible 
to  measure  in  any  given  case  but  are 
known  to  play  important  roles  in  the 
outcome;  eg,  the  interaction  between 
multiple  chemical  agents  in  the  environ- 
ment or  in  the  body,  and  the  influence  of 
physical  factors  such  as  sunlight,  hu- 
midity, or  microbial  biotransformation 
on  hazardous  agents  (11). 

Back  to  basics 

First  and  foremost,  the  tools  of  the 
practice  of  environmental  medicine  in- 
clude the  same  clinical  skills  and  acu- 
men that  form  the  foundations  of  the 
practice  of  any  other  field  of  medicine. 
Physicians  are  trained,  beginning  in 
medical  school,  to  recognize  the  impor- 
tant elements  of  diagnosis,  so  that 
therapy  can  be  started  and  prognosis 
assessed  accurately.  Of  the  3 elements 
of  patient  assessment  — history,  physi- 
cal examination,  and  laboratory  analy- 
sis — the  history  is  critical.  Some 
authors  suggest  that  the  medical  his- 
tory makes  up  the  bulk  of  the  informa- 
tion to  be  collected  by  the  physician, 
and  that  if  it  has  been  conducted  prop- 
erly, the  physical  examination  and  lab- 
oratory tests  usually  only  confirm  what 
has  been  learned  from  the  history. 
Nothing  is  different  in  the  approach  to 
making  diagnoses  related  to  environ- 
mental exposures.  The  basic  approach, 
which  was  laid  down  by  Hippocrates 
centuries  ago,  has  varied  little  over 
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time.  The  only  significant  addition  to 
this  approach  was  a question  added  by 
Bernadino  Ramazzini,  a physician  who 
in  1700  wrote  that  it  was  important  for 
physicians  to  ask  their  patients  what 
they  did  for  a living;  in  our  society,  we 
need  to  expand  the  questioning  to  in- 
clude environmental  exposures.  In  the 
last  edition  of  De  Morbis  Artificium 
(1713),  Ramazzini  laid  out  the  ap- 
proach to  making  environmental  and 
occupational  assessments  and  cata- 
loged for  the  first  time  many  specific 
occupational  and  environmental  dis- 
eases. The  importance  of  a detailed 
and  comprehensive  occupational  and 
environmental  history  cannot  be 
overemphasized  in  the  diagnosis  of 
these  disorders  (6). 

In  addition  to  these  basic  clinical 
skills,  the  practice  of  environmental 
medicine  requires  the  use  of  other  tools 
that  are  especially  well  suited  to  this 
field.  These  tools  include  biostatistics 
and  epidemiologic  studies,  toxicology 
and  risk  assessment/risk  communica- 
tion, industrial  hygiene  and  exposure 
assessment,  and  administrative  and 
public  policy  issues. 

Epidemiology  is  defined  generally  as 
the  study  of  the  distribution  of  diseases 
in  the  human  population  and  of  any 
determinants  of  that  distribution.  Spe- 
cific characteristics  of  people,  including 
their  commonalities  and  differences, 
can  be  examined  for  possible  causal  re- 
lationships with  the  occurrence  of  dis- 
eases. Because  epidemiologic  studies 
draw  conclusions  from  observations  of 
the  natural  distribution  of  diseases  in 
human  populations  (humans  are  the 
study  subjects),  they  avoid  the  problem 
of  extrapolating  from  animal  experi- 
mentation. The  exposure  conditions 
and  the  appropriateness  of  the  specific 
animals  used  in  these  experiments 
have  been  questioned  frequently.  How- 
ever, epidemiologic  studies  usually  pro- 
vide less  conclusive  results  than  do 
experimental  studies  because  of  the  na- 
ture of  the  observational  methods  used 
in  these  studies  as  contrasted  to  the 
controlled  laboratory  methods  used  in 
the  experimental  investigations. 

Toxicology  is  the  study  of  the  adverse 


effects  of  chemical,  physical,  or  biologi- 
cal agents  on  living  organisms.  Toxicolo- 
gists examine  the  nature  of  these  effects, 
including  the  cellular,  biochemical,  and 
molecular  mechanisms  of  action,  and 
predict  the  probability  of  their  occur- 
rence. Risk  assessment  is  the  use  of  these 
toxicologic  principles  to  estimate  quanti- 
tatively the  effects  of  these  exposures  on 
human  health  and  the  environment.  Ad- 
verse effects  of  a toxic  agent  are  not  pro- 
duced unless  the  agent  or  its 
biotransformational  products  reach  ap- 
propriate sites  in  the  body  at  a concen- 
tration and  for  a period  of  time  sufficient 
to  produce  a toxic  manifestation.  Thus, 
the  field  of  toxicology  is  involved  in  as- 
sessing the  route  and  site  of  exposure, 
the  duration  and  frequency  of  exposure, 
and  the  spectrum  of  undesired  effects  in 
various  living  systems.  The  dose-re- 
sponse relationship  is  a fundamental 
concept  in  toxicology  where  the  charac- 
teristics of  exposure  are  correlated  with 
the  spectrum  of  effects  (12). 

Industrial  hygiene  is  a scientific  and 
technical  field  that  has  as  its  main 
goals  the  recognition,  evaluation,  and 
control  of  health  hazards  in  the  work- 
place. The  same  goals  and  the  same  or 
at  least  similar  methodologies  apply  to 
environmental  health  hazards.  The  in- 
dustrial hygienist  is  usually  a graduate 
level  professional  who  determines  the 
need  for  medical  surveillance  or  special 
examinations  of  persons  exposed  to 
particular  agents: 

• Evaluating  whether  exposure  to  an 
occupational  or  environmental  haz- 
ard may  have  contributed  to  the  de- 
velopment of  an  occupational  or 
environmental  illness; 

• Determining  the  presence  of  poten- 
tial offending  agents  through  sam- 
pling strategies  and  comparing 
them  with  established  and  recom- 
mended standard  levels  of  “safe”  ex- 
posures; 

• Assessing  the  adequacy  of  ventila- 
tion systems  in  outbreaks  of  illness, 
such  as  indoor  air  pollution;  and 

• Complementing  the  efforts  of  a 
physician  who  has  completed  a pre- 
liminary plant  or  site  walk-through. 


Today’s  examples 

Several  representative  environmental 
issues  provide  useful  examples.  These 
include  asbestos  exposure  in  public 
buildings,  and  pesticide  and  herbicide 
residues  present  in  various  environ- 
mental media. 

Asbestos  ranks  among  the  most 
widely  discussed  environmental  toxi- 
cants. Respiratory  and  associated  wast- 
ing diseases  secondary  to  asbestos 
exposure  were  noted  in  Europe  and 
Great  Britain  by  1898.  The  adverse 
health  effects  are  well  substantiated  in 
modern  medical  literature  and  include 
asbestosis,  lung  cancer,  and  pleural  dis- 
eases including  malignant  mesothe- 
lioma. Occupational  exposures  to 
asbestos  from  mining  and  milling  as 
well  as  from  manufacturing  processes 
and  installation  of  asbestos-containing 
products  have  been  so  well  addressed 
— not  only  by  the  medical  community 
but  at  the  legislative  and  policy  level  — 
that  significant  decreases  in  these  ex- 
posures have  been  accomplished. 

However,  a major  remaining  con- 
cern is  with  low-level,  long-term  expo- 
sure that  occurs  in  public  and  private 
buildings  in  which  asbestos  building 
materials  are  still  in  place.  These  expo- 
sures are  predominantly  airborne  fibers 
from  deteriorating  building  materials 
or  inappropriate  methods  used  for  re- 
moval but  also  include  waterborne  ex- 
posure from  asbestos-cement  water 
pipes.  In  1986,  Congress  passed  the  As- 
bestos Hazard  Emergency  Response  Act 
(AHERA),  which  addressed  inspection 
and  abatement  of  asbestos  in  public 
schools.  This  act  has  remained  a con- 
troversial measure,  with  critics  citing 
that  this  asbestos  exposure  does  not 
pose  a significant  risk  to  human  health 
and  that  the  considerable  money  spent 
on  it  would  be  spent  better  elsewhere. 
Nonetheless,  that  asbestos  exposure 
from  any  source  places  humans  at  po- 
tentially increased  risk  of  adverse 
health  is  without  question. 

Approximately  1 billion  pounds  of 
pesticides,  herbicides,  and  other  agricul- 
tural chemicals,  including  fertilizer,  are 
applied  to  agricultural  crops  in  the 
United  States  annually.  These  chemicals 
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Table  1.  Sources  of  technical  information. 


Material  safety  data  sheets  (available  from  agencies  and  companies) 

Poison  control  centers 

State  and  local  health  departments 

Academic  institutions  (National  Institute  for  Occupational  Safety  and  Health-sponsored 
environmental  resource  centers  and  program  projects) 

Medical  libraries 


Table  2.  Technical  databases. 


CCRIS 

CHEMLINE 

DBIR 

ETIC 

HSDB 

MEDLARS 

RTECS 

TOXLINE 

TOXLIT 

TOXNET 

TRl 


Chemical  Carcinogenesis  Research  Information  System 
Chemical  Dictionary  On-LINE 
Directory  of  Biotechnology  Information  Resources 
Environmental  Teratology  Information  Center 
Hazardous  Substances  Data  Bank 

Medical  Literature  Analysis  and  Retrieval  System,  National  Library  of  Medicine, 
(888)  346-3656 

Registry  of  Toxic  Effects  of  Chemical  Substances 
Toxicology  Information  Line 
Toxicology  Literature 

Toxicology  Data  Network,  National  Library  of  Medicine,  (301)  496-6531 
Toxic  Chemical  Releases  Inventory,  National  Library  of  Medicine,  (800)  496-6531 


Table  3.  Organizations  concerned  with  environmental  and  occupational 
health. 


American  College  of  Occupational  and  Environmental  Medicine 
American  College  of  Preventive  Medicine 
American  Lung  Association 

Association  of  Occupational  and  Environmental  Clinics 

American  Public  Health  Association 

Agency  for  Toxic  Substances  and  Disease  Registry 

Collegium  Ramazzini 

Consumer  Product  Safety  Commission 

Department  of  Energy 

Department  of  Transportation 

Environmental  Protection  Agency 

International  Labour  Office 

National  Cancer  Institute 

National  Institute  for  Environmental  Health  Sciences 
National  Institute  for  Occupational  Safety  and  Health 
Nuclear  Regulatory  Commission 
Occupational  Safety  and  Health  Administration 
Society  for  Occupational  and  Environmental  Health 


' are  sprayed  primarily  and  potentially  ex- 
I pose  workers  and  the  general  public  in 
; many  ways.  Groundwater,  well  water, 

I and  soil  are  contaminated  by  farm  chem- 
: icals  through  water  runoff,  drainage, 

■ seepage,  and  spraying.  Contamination  of 
these  environmental  media  by  nitrates, 

; pesticides,  halogenated  hydrocarbons, 

! and  other  toxic  materials  is  now  recog- 
nized as  a health  risk  to  humans  as  well 
as  to  domestic  animals,  livestock,  and 
wildlife.  For  example,  nitrate  contamina- 


tion of  well  water  and  groundwater  has 
been  a source  of  methemoglobinemia  in 
inhabitants  of  rural  areas.  In  addition, 
many  of  these  nitrogen-containing  com- 
pounds can  react  chemically  with  acidic 
soil  and  water  to  form  the  potentially 
carcinogenic  nitrosamines.  In  the  past, 
such  chemicals  have  been  regarded  as 
less  significant  causes  of  pollution  than 
landfills,  industrial  disposal,  and  other 
“point  sources.”  However,  with  the  use  of 
long-duration,  real-time  methods  for  as- 


sessing exposure  and  with  computerized 
mathematical  modeling  techniques, 
these  “non-point-source”  agricultural 
contributions  are  now  being  implicated 
as  significant  to  the  overall  picture  of  pol- 
lution (13). 

Agencies  and  information  resources 

A number  of  government  agencies  and 
environmental  laws  play  an  important 
role  in  environmental  health  and  med- 
icine. The  agency  with  the  greatest  im- 
pact on  this  field  is  the  Environmental 
Protection  Agency  (EPA),  which  was 
created  to  identify  harmful  substances 
and  to  regulate  the  handling,  emission, 
discharge,  or  disposal  of  those  sub- 
stances. EPA  establishes  national  stan- 
dards under  federal  statutes  such  as 
the  Clean  Air  Act,  the  Clean  Water  Act, 
the  Resource  Conservation  and  Recov- 
ery Act,  the  Safe  Drinking  Water  Act, 
the  Toxic  Substances  Control  Act,  the 
Eederal  Insecticide,  Eungicide,  and  Ro- 
denticide  Act,  and  the  Comprehensive 
Environmental  Response,  Compensa- 
tion, and  Liability  Act,  which  was  ex- 
panded by  the  Superfund  Amendments 
and  Reauthorization  Act  of  1986.  EPA 
enforces  these  statutes  with  permits, 
which  define  specifically  the  require- 
ments of  the  statute  for  an  industry  or 
a regulated  substance.  Federal  law  al- 
lows states  to  set  standards  that  must 
be  at  least  as  strict  as  federal  standards, 
and  EPA  approves  and  oversees  these 
state  programs. 

Other  government  agencies  that  play 
an  important  role  in  occupational  and 
environmental  health  and  medicine  are 
the  Occupational  Safety  and  Health  Ad- 
ministration, the  National  Institute  of 
Occupational  Safety  and  Health,  the 
Pood  and  Drug  Administration,  the 
Consumer  Product  Safety  Commission, 
the  Department  of  Energy,  and  the  De- 
partment of  Agriculture. 

Increasing  awareness  of  environ- 
mental issues  is  accompanied  by  in- 
creasing expectations  on  the  part  of  all 
parties  involved.  Patients  who  believe 
that  they  may  be  facing  the  adverse 
consequences  of  toxic  exposures  expect 
their  physicians  to  recognize  and  ap- 
preciate these  consequences  and  to  of- 
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fer  inteivention  where  appropriate. 
Corporate  entities  recognize  the  mas- 
sive and  potentially  devastating  liabili- 
ties that  can  accompany  adverse 
environmental  outcomes  and  catastro- 
phes, eg,  the  Exxon  Valdez  incident. 
I'he  costs  of  these  occurrences  are 
great,  but  the  effects  on  corporate  rep 
utation  and  the  costs  of  lost  oppoitu- 
nity  may  be  even  more  damaging. 

Many  sources  of  additional  informa- 
tion on  these  issues  are  available.  Some 
are  included  in  Fables  1 through  3.  A 
recommended  reading  list  of  relevant 
textbooks  and  journals  is  included,  also. 
Texas  has  a number  of  academic  de- 
partments concerned  with  occupational 
and  environmental  health  among  the 
state’s  universities  and  medical  schools. 
Four  offer  residency  training  progtams: 
The  University  of  Texas  Health  Center 
at  Tyler,  The  University  of  Texas-Hous- 
ton  School  of  Public  Health,  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston,  and  the  US  Air  Force  train- 
ing program  at  San  Antonio. 
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Commentary 

Physicians’  role  in  environmental  issues 


Byron  J.  Bailey,  MD 


Our  health  and  the  health  of  our  patients  are  linked  closely  to  the  quality  of  our  envi- 
ronment. A5  physicians,  we  ourselves  must  learn  and  then  we  must  educate  our  pa- 
tients about  the  importance  of  preventing  health-endangering  pollution  of  our  air, 
water,  food,  and  soil.  As  busy  physicians,  we  need  access  to  the  most  current,  impor- 
tant new  scientific  information  regarding  environmental  degradation  where  our  pa- 
tients work  and  live  so  we  can  appreciate  the  clinical  problems  that  some  patients 
present  to  us  today. 

The  National  Association  of  Physicians  for  the  Environment  (NAPE)  is  an  organi- 
zation of  physicians  and  46  medical  professional  societies  serving  to  promote  protec- 
tion of  the  environment  as  a fundamental  responsibility  of  physicians  and  other  health 
professionals.  NAPE  sponsors  national  conferences,  promotes  the  publication  of  current 
“best  practices”  information  in  various  general  and  specialty  areas,  and  serves  as  a na- 
tional forum  for  the  discussion  of  issues  and  dissemination  of  scientifically  valid  infor- 
mation needed  for  physician  and  patient  education. 


CME  learning  objectives 
I Upon  completion  of  this  article,  par- 
iticipants  should  be  able  to  describe 
{the  National  Association  of  Physi- 
cians for  the  Environment  — its  his- 
tory, services,  and  current  priorities;  to 
recognize  the  key  role  of  physicians  in 
educating  patients  about  the  impact 
of  pollution  on  their  health;  and  to 
contact  the  National  Association  of 
Physicians  for  the  Environment  to  join 
in  its  efforts  to  prevent  pollution,  pre- 
serve biodiversity,  enhance  the  quality 
of  the  environment,  and  improve  the 
health  of  patients. 


Send  reprint  requests  to  Dr  Bailey,  Wiess  Professor 
and  chair,  Department  of  Otolaryngology,  The  Univer- 
sity of  Texas  Medical  Branch  at  Galveston,  301  Univer- 
sity Blvd,  7.104  JSA,  Galveston,  TX  77555-0521. 

Tel  800.880.1300 


Background 

The  evidence  continues  to  grow  in 
support  of  the  concept  that  hu- 
man health  is  linked  closely  to  the 
environment  in  which  we  live. 
Physicians  have  recognized  that 
when  our  environment  deteriorates,  in- 
evitable harmful  effects  on  the  health  of 
our  patients  follow.  So  the  question 
arises  for  each  of  us,  “What  can  I do,  as 
one  person,  to  make  a difference?” 

Because  the  issues  are  complex,  we 
need  a source  for  the  best  scientific  in- 
formation we  can  find  that  will  help  us 
to  educate  ourselves  on  environmental 
matters.  Because  the  scope  of  the  prob- 
lem is  so  broad,  we  need  to  link  up 
with  other  physicians  (and  physician 
organizations)  to  have  an  impact. 

This  is  the  background  that  led  to  the 
formation  of  the  National  Association  of 
Physicians  for  the  Environment  (NAPE), 
a group  of  physicians  who  believe  that 
“Pollution  Prevention  is  Disease  Preven- 
tion.” As  the  current  president  of  NAPE, 
I want  to  inform  you  about  our  organi- 
zation and  invite  you  to  join  us  in  this 
important  effort. 


nape’s  mission  is  to  promote  re- 
sponsibility for  protection  of  the  envi- 
ronment as  an  integral  part  of  the 
healing  mission  of  physicians  and  other 
health  professionals,  and  to  inform  the 
public  that  every  environmental  or  pol- 
lution problem  is,  or  will  become,  a 
medical  or  public  health  problem.  Pol- 
lution prevention  is  disease  prevention. 

Physician  education  on 
environmental  issues 

NAPE  became  active  in  the  environ- 
mental movement  in  February  1993, 
when  it  first  convened  for  the  Confer- 
ence on  Physicians  and  the  Environ- 
ment in  Washington,  DC;  funding  came 
from  the  National  Institute  of  Environ- 
mental Health  Sciences  (NIEHS)  of  the 
National  Institutes  of  Health  (NIH). 
NAPE  has  moved  forward  to  establish 
an  educational  network  involving  46 
professional  organizations  and  more 
than  200  individual  members.  Working 
through  the  resources  of  existing  na- 
tional medical  specialty  societies, 
NAPE  has  increased  the  effectiveness  of 
physicians  as  they  deal  with  commu- 
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nity  and  individual  health  effects  of  en- 
vironmental pollutants  on  the  organ 
systems  and  disease  processes  with 
which  each  specialty  is  most  familiar. 

During  the  past  5 years,  NAPE  has  be- 
gun to  inform  physicians,  patients,  and 
the  public  generally  about  the  impact  of 
pollution  and  the  actions  that  must  be 
taken  to  reduce  or  eliminate  unhealthy 
pollutants.  NAPE  has  been  established  as 
a national  forum  for  the  interdisciplinary 
exchange  of  environmental  health  infor- 
mation; the  organization  fills  the  void 
that  exists  in  the  absence  of  any  other 
consortium  of  medical  societies  working 
together  to  deal  with  the  growing  envi- 
ronmental concerns  of  physicians.  NAPE 
has  convened  conferences,  disseminated 
scientifically  based  environmental  infor- 
mation through  appropriate  educational 
channels,  and  fostered  debate  and  the 
building  of  consensus  on  important  en- 
vironmental health  issues. 

In  November  1994,  NAPE  sponsored 
the  2-day  Conference  on  the  Impact  of 
Air  Pollution  on  Body  Organs  and  Sys- 
tems at  the  National  Press  Club  in 
Washington,  DC.  While  the  focus  on 
asthma  and  lung  cancer  associated  with 
air  pollution  and  smoldng  has  been 
brought  into  the  public  consciousness 
through  the  outstanding  efforts  of  sev- 
eral surgeons  general  and  organizations 
like  the  American  Lung  Association,  the 
time  had  come  to  expand  the  public 
awareness  of  the  impact  of  air  pollution 
on  all  of  the  organ  systems  of  the  body. 
Alfred  Munzer,  MD,  immediate  past- 
president  of  the  American  Lung  Associ- 
ation, emphasized  this  point: 

After  all,  it’s  not  just  the  lungs  and 
the  lower  respiratory  tract  but  also 
the  eyes,  the  ears,  the  nose,  and  the 
skin  that  are  exposed  to  environ- 
mental pollution.  It’s  not  just  the 
lung  that  serves  as  a gateway  for 
hazardous  pollutants,  but  it’s  also 
the  gastrointestinal  tract.  It’s  not 
just  lung  cancer,  but  also  bladder 
cancer  that’s  related  to  smoking. 
Lead  may  be  inhaled  through  the 
lung,  but  it  has  its  effect  on  bone, 
blood,  and  the  central  nervous  sys- 
tem. Carbon  monoxide  gains  access 


to  the  body  by  the  lung  but  has  its 
greatest  effect  on  the  cardiovascular 
system. 

Since  1993,  NAPE  has  sponsored  an- 
nual national  meetings  such  as  the 
Conference  on  Biodiversity  and  Human 
Health,  which  was  held  at  the  Smith- 
sonian Institute,  and  the  Conference  on 
Water  Pollution  and  Human  Health, 
which  was  held  in  Chicago,  111.  After 
each  of  these  conferences,  NAPE  has 
disseminated  the  conference  informa- 
tion widely  through  various  print  and 
electronic  communications.  NAPE  has 
informed  physicians  and  the  public 
about  the  threats  to  health  that  might 
result  from  weakening  of  the  stratos- 
pheric ozone  layer  and  consequent  in- 
creases in  ground  level  ultraviolet  B 
light  (UVB).  We  have  been  very  active 
in  establishing  the  widespread  publica- 
tion of  the  local  ultraviolet  index  (UVI) 
as  a part  of  the  routine  reporting  of  the 
National  Weather  Service.  Recognizing 
that  environmental  concerns  must  be 
addressed  globally,  NAPE  has  worked 
closely  with  the  International  Society 
of  Doctors  for  the  Environment,  the 
main  association  of  physicians  address- 
ing these  problems  from  an  interna- 
tional perspective. 

Under  the  able  and  energetic  leader- 
ship of  John  Grupenhoff,  PhD,  the  ex- 
ecutive vice  president  of  NAPE,  we 
have  established  programs  directed  at 
the  “greening”  of  physicians’  offices 
and  hospitals  and  have  launched  an 
important  initiative  in  energy  conser- 
vation for  medical  facilities.  Dr  Gru- 
penhoff has  been  instrumental  in 
putting  together  the  “Environment  and 
Health  Directory,”  a comprehensive 
listing  of  federal,  state,  and  local  gov- 
ernmental agencies  as  well  as  non- 
governmental organizations  and 
persons  who  are  concerned  with  the 
environment  and  its  impact  on  human 
health.  This  directory  has  begun  to  fa- 
cilitate communication  among  all  who 
are  working  in  this  area,  and  is  avail- 
able on  the  NAPE  home  page  at 
www.napenet.org,  where  you  also  will 
find  much  more  information  about 
NAPE. 


Need  for  more  and  better  information 

1 

about  air  pollution,  water  pollution,  | 
and  biodiversity  j 

We  are  learning  more  about  the  infor-  i 
mation  physicians  need  to  serve  effec- 
tively as  an  important  interface 
between  complex  scientific  issues  and 
the  needs  and  questions  of  patients. 
When  we  realize  that  more  than 
600,000  physicians  practice  in  the 
United  States  and  that  each  of  us  inter- 
acts with  thousands  of  patients  each 
year,  the  key  role  of  physicians  in  edu- 
cating patients  about  the  impact  of  pol- 
lution on  their  health  becomes  quite 
apparent.  First,  however,  physicians 
must  educate  themselves  and  must 
make  a commitment  to  include  this 
area  of  responsibility  in  their  already 
packed  professional  schedules. 

For  example,  physicians  need  to  un- 
derstand that  air  pollution  constitutes 
a major  health  problem,  both  in  terms 
of  its  impact  on  almost  every  organ  in 
the  body  and  in  terms  of  its  economic 
cost  to  society  when  the  morbidity  and 
mortality  of  patients  are  totaled.  Physi- 
cians must  recognize  that  the  rising  in- 
cidence of  asthma  deaths  and 
emergency  room  visits  correlates  di- 
rectly with  the  rising  ozone  levels  in 
our  cities.  Sulphur  dioxide  emitted 
from  power  generation  plants  and  oil 
refineries  is  a potent  bronchoconstric- 
tor  that  has  been  linked  to  bronchitis 
and  chronic  cough  and  that  has  been 
associated  with  an  increased  mortality 
in  patients  who  have  underlying  heart 
and  lung  disease.  Garbon  monoxide  is 
not  only  a serious  health  risk  for  smok- 
ers but  also  can  lead  to  chronic  tissue 
hypoxia  in  our  cities,  where  carbon 
monoxide  levels  in  the  blood  can  be- 
come 10  times  higher  than  normal. 

The  central  nervous  system  (CNS)  is 
the  primary  target  for  many  serious  air 
pollutants.  For  example,  lead  is  a major 
environmental  hazard,  and  children,  in 
particular,  remain  at  risk  for  the  GNS 
effects  of  lead  in  many  cities  in  Texas. 
Research  over  the  past  10  years  has 
provided  evidence  that  the  levels  of 
lead  exposure  associated  with  CNS  ef- 
fects, particularly  as  manifest  in  behav- 
ioral changes,  is  far  lower  than  ever 
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previously  realized.  Fifteen  years  ago, 
blood  lead  concentrations  in  children 
were  not  considered  problematic  until 
they  exceeded  levels  greater  than  30  to 
40  p,g/dL.  Since  that  time,  more  so- 
phisticated epidemiological  studies 
have  shown  changes  in  cognitive  func- 
tion at  blood  concentrations  as  low  as 
10  to  15  |jLg/dL. 

At  high  levels  of  exposure,  pesticides 
pose  serious  risks  to  the  nervous  sys- 
tem and  other  organ  systems.  Pesti- 
cides may  produce  respiratory  center 
failure  and/or  respiratory  muscle 
weakness,  and  they  may  seriously  irri- 
tate the  airway.  Prevention  of  expo- 
sures to  pesticides  is  a key  to 
maintaining  personal  health,  and  more 
education  is  needed,  not  only  for  rural 
farm  workers  but  also  for  city  dwellers 
who  use  these  products  as  well. 

Ozone  is  a pollutant  that  acts  to  en- 
hance the  effect  of  inhaled  allergens  in 
asthmatics,  and  more  than  50%  of  the 
population  of  the  United  States  live  in 
areas  that  exceed  the  current  national 
ambient  air  quality  standards  for  ozone 
as  monitored  by  the  US  Environmental 
Protection  Agency  (EPA).  NAPE  has  pre- 
pared and  made  available  a convenient 
package  of  educational  materials  with 
illustrative  slides  that  physicians  can 
use  to  present  this  important  informa- 
tion to  either  civic  or  medical  groups. 

As  a result  of  the  important  confer- 
ence held  in  Chicago,  NAPE  can  provide 
valuable  educational  materials  regarding 
water  pollution.  While  we  may  take  our 
water  supply  for  granted,  many  cities 
have  experienced  serious  problems  with 
diseases  produced  by  Giardia,  Cryp- 
tosporidium, Cystospora  and  coliform 
bacteria.  During  the  past  decade,  a num- 
ber of  epidemic  outbreaks  have  been 
traced  to  the  local  water  supply;  in  al- 
most every  case,  the  community  has  had 
problems  in  getting  timely  and  accurate 
information  to  physicians  and  ultimately 
to  patients  regarding  the  exact  nature 
and  the  best  response  to  these  emer- 
gency situations.  Some  of  these  problems 
can  be  traced  to  a continuing  decline  in 
the  nature  of  the  source  water  for  our 
community  reservoirs  and  drinking  wa- 
ter. A gradual  upward  trend  has  occurred 


over  the  past  40  years  in  the  total  col- 
iform bacteria  level  in  source  water  in 
the  United  States,  and  considerable  at- 
tention is  being  directed  at  locating  pre- 
cisely the  source  for  these  pathogens.  In 
many  instances,  the  sources  can  be 
traced  accurately  to  cows,  pigs,  poultry, 
wildlife,  or  human  sources. 

I'he  link  between  biodiversity  and 
human  health  is  extremely  important 
and  affects  profoundly  the  way  we 
practice  medicine  today.  “Biodiversity” 
is  the  term  used  to  include  the  entirety 
of  all  living  organisms  on  earth.  Scien- 
tists estimate  that  this  may  include 
more  than  10  million  species;  only  2% 
or  3%  have  been  characterized  even 
superficially  as  to  whether  their 
makeup  might  contain  molecules  that 
would  be  useful  in  preserving  health  on 
our  planet. 

Did  you  know,  for  example,  that 
57%  of  the  150  drugs  that  we  use  most 
often  in  treating  our  patients  are  de- 
rived from  the  natural  world?  Are  you 
aware  that  an  extract  from  the  poison 
found  in  the  skin  of  a frog  in  South 
America  may  become  a valuable  new 
painkiller,  200  times  more  effective 
than  morphine,  that  you  will  use  in 
your  practice? 

Today,  we  are  losing  species  at  an 
unprecedented  rate.  Until  now,  these 
species  had  survived  drought,  disease, 
and  predators  for  millions  of  years  — 
and  to  do  so,  most  had  developed  pow- 
erful defense  mechanisms  that  might 
have  become  future  medical  products. 
The  world  of  nature  is  a library  of  mo- 
lecular resources  that  we  should  value 
for  the  promise  they  hold  to  fuel  the 
biomedical  advances  of  the  future. 
Economists  predict  that  biopharmacy 
will  be  an  annual  multibillion-dollar  in- 
dustry in  the  next  century.  So  it  follows 
that  good  environmental  practices  will 
be  good  business.  Physicians  can  be 
leaders  in  the  important  task  of  pre- 
serving biodiversity. 

Organizing  to  meet  the  challenges 

Recognizing  the  enormity  of  the  link 
between  pollution  prevention  and  dis- 
ease prevention,  NAPE  has  identified 
key  areas  where  physicians  can  play  an 


effective  role  in  preserving  the  quality 
of  our  environment  and,  therefore,  the 
health  of  our  patients.  Each  year,  as  we 
have  organized  our  national  confer- 
ence, we  have  moved  forward  with  the 
creation  of  a national  council  that  has 
developed  an  action  program  and  fol- 
lowed up  on  the  important  information 
presented  at  the  conference.  We  cur- 
rently have  national  councils  working 
actively  in  the  areas  of  air  pollution, 
water  pollution,  noise  pollution,  biodi- 
versity, ozone  layer/skin  cancer,  energy 
efficiency,  and  special  risk  populations. 

nape’s  highest  priorities  for  1999 

Eor  a small  organization,  NAPE  tackles 
some  pretty  big  problems.  This  means 
that  while  we  must  maintain  the  activ- 
ities and  work  already  in  progress,  ad- 
dressing the  challenges  that  have  been 
identified  in  previous  years,  we  must 
also  take  on  new  issues  that  come  to 
the  forefront. 

During  1999,  NAPE  continues  to  en- 
courage physicians  to  green  their  offices 
and  hospitals.  Working  with  the  Envi- 
ronmental Alliance  for  Senior  Involve- 
ment and  with  the  National  Wildlife 
Eederation,  and  supported  by  a grant 
from  the  W.  Alton  Jones  Eoundation,  we 
are  distributing  widely  the  “Physician’s 
Green  Office  Guide”  that  has  been  de- 
veloped as  a “how-to-do-it”  handbook 
for  physicians’  office  managers  who  will 
agree  to  work  to  make  offices  more  en- 
vironmentally sound.  The  development 
and  distribution  of  this  information  is 
assisted  by  a grant  from  the  EPA  Office 
of  Pollution  Prevention  and  Toxics.  The 
time  has  come  to  advance  from  the  sev- 
eral hundred  medical  offices  that  have 
already  embarked  on  the  process  of 
greening  and  increase  to  several  thou- 
sand offices  and  hospitals  cooperating 
in  this  effort. 

During  1999,  we  have  taken  on  a 
second  major  issue  that  will  indeed  in- 
volve a number  of  daunting  tasks.  We 
believe  a major  opportunity  exists  now 
to  prevent  pollution  in  research  and 
clinical  laboratories,  thereby  protecting 
the  health  of  the  people  and  the  envi- 
ronment. Both  the  White  House  and 
Gongress  have  indicated  their  intention 
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to  increase  funding  for  scientific  re- 
search significantly.  In  fact,  some  con- 
gressional leaders  are  proposing  to 
double  the  funding  for  the  NIH  in  the 
next  5 years.  If  this  is  done,  the  cumu- 
lative total  funding  for  those  5 years 
could  be  $119  billion.  In  hscal  year 
2005,  the  annual  NIH  research  budget 
would  be  $26  billion,  with  a buildup 
continuing  thereafter.  The  funding  for 
biomedical  and  clinical  research  portfo- 
lios in  other  federal  agencies  will  in- 
crease as  well.  This  increased  grant 
funding  will  result  in  a major  economic 
boom  in  nonprofit  biomedical  and  clin- 
ical research  because  expenditures  for 
for-profit  or  commercial/corporate  re- 
search are  expected  to  be  increased 
greatly  as  well.  Vast  amounts  will  be 
spent  for  new  construction  and  up- 
grades, and  for  new  laboratory  and  of- 
fice equipment,  with  substantial 
increases  in  energy  consumption.  The 
great  increase  that  will  result  in  the 
types  and  volume  of  waste  materials 
(solid,  chemical,  medical,  pathological, 
and  radioactive)  will  require  manage- 
ment and  appropriate  disposal. 

Two  important  questions  arise:  First, 
how  can  the  environmental  health 
leadership  develop  a program  of  pollu- 
tion prevention  and  energy  efficiency 
to  prevent  this  enormous  growth  from 
creating  severe  increases  in  pollution 
that  will  endanger  the  health  of  our  pa- 
tients? And  second,  how  can  such  a 
program  spin  off  by-products  than  can 
be  used  for  other  areas  of  scientific  re- 
search for  which  increased  funding  will 
be  available  also? 

We  suggest  that  a national  program 
must  be  developed  with  3 essential 
components: 

• A national  conference  to  highlight 
the  issues,  profile  current  “best  prac- 
tices,” and  suggest  methods  of  im- 
plementing environmentally  sound 
practices] 

• Following  the  conference,  develop- 
ment of  a national  education  and 
training  program  for  campuses  that 
receive  grants,  combining  the  efforts 
of  the  researchers  and  the  facility 
managers;  and 


• Development  of  a national  clearing- 
house to  inform  the  field  of  “best  prac- 
tices” available  for  widespread  use. 

Conclusion 

As  recently  as  5 years  ago,  no  associa- 
tion of  medical  societies  existed  to  pull 
together,  in  an  interdisciplinary  fash- 
ion, the  growing  environmental  con- 
cerns of  the  various  medical  specialties. 
No  group  existed  to  act  as  a convener, 
a transfer  agent  of  information,  or  a fo- 
rum for  debate  and  building  consensus 
on  the  issues,  and  no  coordinated 
source  of  public  information  and  edu- 
cation programs  could  be  set  in  motion 
nationally  and  locally.  NAPE  was 
formed  to  fill  that  need. 

The  potential  influence  of  NAPE  is 
considerable.  Nearly  all  U5  physicians 
(more  than  600,000)  belong  to  one  or 
more  medical  specialty  or  subspecialty 
society,  as  well  as  national,  regional, 
state,  and  local  general  medical  organ- 
izations. Many  of  these  physicians 
serve  on  hospital  boards,  and  almost  all 
are  active  leaders  in  some  areas  of  their 
communities. 

Physicians  are  much  more  likely  to 
involve  themselves  in  environmental  is- 
sues if  their  medical  specialties  or  other 
medical  organizations  are  involved 
than  they  are  to  become  engaged  in 
these  issues  as  individuals.  Physicians 
depend  upon  and  trust  their  medical 
specialty  societies  and  their  general 
medical  organizations  for  policy  devel- 
opment as  well  as  for  continuing  pro- 
fessional education  and  information. 

Medical  specialty  organizations  al- 
ready have  in  place  a national  physician 
education  process  for  their  members. 
5uch  organizations  sponsor  peer-re- 
viewed  scientific  journals  and  other  pe- 
riodicals that  assure  the  validity  of  the 
scientific  information  upon  which 
physicians  base  their  medical  activities 
and  decisions.  These  organizations  and 
publications  are  familiar  to  physicians 
and  are  focused  on  the  specific  body  or- 
gans, systems,  and  diseases  with  which 
their  members  are  familiar. 

Medical  societies  have  a systematic 
policymaking  apparatus  with  experi- 
enced, intelligent,  and  able  leadership 
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accustomed  to  working  through  strong 
committee  systems.  They  all  have 
groups  and  committees  that  are  appro- 
priate to  develop  informational  materi- 
als with  which  their  organizations  are 
comfortable.  In  addition,  many  of  the 
larger  organizations  have  full-time  pro- 
fessional staff  available  to  help  analyze 
policy  proposals  and  to  make  recom- 
mendations in  an  effective  way  to  re- 
gional and  national  policymakers. 

NAPE  has  been  developed  to  work 
with  these  national  medical  specialties 
and  subspecialties  as  well  as  with  na- 
tional, state,  and  local  medical  soci- 
eties and  with  individual  physicians  as 
we  all  come  together  to  deal  with  the 
impact  of  environmental  pollutants  on 
the  organs,  systems,  and  diseases  we 
know  best.  NAPE  exists  to  inform 
physicians,  patients,  and  the  public 
about  the  impact  of  pollutants  and 
about  the  necessary  personal  and  pub- 
lic health  steps  that  we  must  take  to  re- 
duce or  eliminate  those  pollutants. 
NAPE  exists  to  involve  physicians  in 
environmental  issues,  such  as  the  pro- 
tection of  biological  diversity,  that  go 
beyond  pollution  prevention. 

Each  of  us  has  a responsibility  to  be- 
come informed  and  involved. 

Each  of  us  can  make  a difference  in- 
dividually once  we  have  become  in- 
formed and  involved. 

Together,  we  can  have  a worldwide 
impact  on  public  policy  that  will  pre- 
vent pollution,  preserve  biodiversity, 
enhance  the  quality  of  our  environ- 
ment, and  improve  the  health  of  our 
patients. 

For  further  information  and  action 

We  hope  this  article  has  captured  your 
interest.  We  invite  you  and  your  organ- 
izations to  become  members  of  NAPE, 
and  we  hope  you  will  join  in  this  effort 
and  become  leaders  in  addressing 
these  environmental  and  health  issues. 
Please  contact  us  at  NAPE,  6410  Rock- 
ledge  Dr,  $te  412,  Bethesda,  MD 
20817;  fax  (301)  530-8910;  visit  the 
NAPE  Web  site  at  www.napenet.org;  or 
e-mail  nape@napenet.org. 
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The  role  of  research  in  environmental  science  and  health 

i 

|i 

jMark  A.L.  Atkinson,  MA,  DPhil  Ronald  F.  Dodson,  PhD 


Research  plays  a crucial  central  role  between  physicians  and  regidatoiy  agencies  in  as- 
sessing the  potential  risks  posed  by  an  ever-increasing  variety  of  environmental  pollu- 
tants. The  explosion  in  our  understanding  of  biology  and  the  development  of  the  powerful 
tools  of  molecular  biology  during  the  la.st  50  years  have  provided  us  with  a unique  op- 
portunity to  apply  this  knowledge  to  predict  the  dangers  of  these  pollutants  and  to  act  to 
protect  the  public  where  appropriate.  To  realize  this  vidon  requires  multidisciplinaiy  co- 
operation, continued  research  funding,  and  improved  scientific  literacy  among  the  pub- 
lic. In  this  article,  we  do  not  attempt  to  review  all  the  literature  relating  the  role  that 
research  has  played  in  environmental  health  and  science,  but  rather  we  hope  to  provide 
the  reader  with  a broad  oveiyiew  of  the  role  that  research  has  played  m the  past,  em- 
phasizing our  own  area  of  expertise  (the  respiratoiy  system)  and  the  role  that  research 
should  play  as  our  increa.singly  complex  society  moves  into  the  21st  centuiy. 


CME  learning  objectives 
jUpon  completion  of  this  article,  par- 
iticipants  should  be  able  to  discuss  the 
role  that  research  has  played  in  envi- 
jronmental  health  and  science  in  the 
jpast;  to  identify  environmental  haz- 
ards  and  their  consequences;  to  ex- 
plain the  effect  of  environmental 
pollutants  on  the  respiratory  system; 
and  to  list  the  four  stages  of  risk  as- 
sessment, which  estimates  the  risk  to 
a population  exposed  to  an  environ- 
mental pollutant  at  a specific  dose. 
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Introduction 

As  we  move  from  an  industrial 
economy  to  a more  technologi- 
cally based  economy,  the  expecta- 
tions placed  on  environmental 
science  have  changed.  Although 
less  heavy  industry  usually  involves  less 
pollution  and  lower  costs,  the  evolution 
of  technology  often  carries  new  areas  of 
occupational  and  environmental  con- 
cern. Technology-based  industry  is  per- 
ceived generally  as  cleaner  and  less 
costly,  but  the  public  has  become  more 
concerned  about  the  overall  quality  of 
the  environment.  While  society,  at  least 
in  the  United  States,  has  changed,  the 
role  played  by  research  in  assessing  the 
dangers  posed  by  environmental  haz- 
ards remains  similar.  Environmental  re- 
seareh  requires  interactions  among 
various  disciplines  and  specialties,  in- 
cluding clinical  medicine,  epidemiology, 
toxicology,  and  basic  science.  Academic 
clinicians,  particularly  specialists  in  oc- 
cupational and  environmental  medicine, 
play  a pivotal  role  in  tins  interchange. 

In  the  broadest  sense,  this  process 
can  be  defined  as  a 5-step  sequence. 
The  first  step  is  identification  of  an  in- 


creased prevalence  of  a particular 
pathological  state  in  a dehned  popula- 
tion by  vigilant  physicians.  The  second 
step  involves  detailed  statistical  analy- 
ses to  determine  whether  the  increased 
prevalence  of  a particular  disease  is  sig- 
nificant and  whether  this  can  be  corre- 
lated with  one  or  more  potential  causes. 
The  third  step  entails  developing  hy- 
potheses that  link  these  possible  causes 
to  the  clinical  outcomes,  and  then  test- 
ing these  hypotheses.  This  stage  may 
involve  environmental  testing  to  iden- 
tify known  as  well  as  unknown  causal 
agents  in  the  environment,  and  labora- 
tory experimentation  to  ascertain  the 
biological  effects  of  these  agents.  These 
ex{)erimental  stages  entail  biochemical, 
molecular  biological,  cell  biological, 
and  animal  experimentation.  The  re- 
cent explosion  in  molecular  biology  has 
yielded  highly  sensitive  assays  with 
which  to  measure  the  biological  effects 
of  environmental  pollutants;  we  can 
now  assess  exposure  levels  and  associ- 
ated cellular  effects  using  biomarkers 
and  assays  for  DNA  damage,  muta- 
genicity, and  changes  in  signal  trans- 
duction. While  many  powerful  new 
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techniques  exist,  the  limiting  factor  in 
their  application  often  remains  the  com- 
mon need  to  obtain  funding,  usually 
from  federal  or  state  agencies.  Paradoxi- 
cally, while  research  is  facilitated  by  a 
multidisciplinary  approach,  this  ap- 
proach may  make  the  solicitation  of 
funding  more  problematic  because  the 
various  funding  agencies  or  study  sec- 
tions tend  to  be  “thematic.”  The  fourth 
stage  in  the  research  process  involves 
governmental  review  of  all  of  the  clinical, 
epidemiological,  and  scientific  data,  fol- 
lowed by  a risk  assessment  and,  if  appro- 
priate, by  the  development  of  measures 
to  protect  the  public  and  by  legislative 
action  to  implement  these  measures.  The 
final  and  continual  stage  entails  an  on- 
going review  of  the  situation  to  refine  or 
redefine  the  problem  and  its  solution  in 
the  light  of  further  data. 

Research  plays  the  crucial  central 
role  between  insightful  observation 
and  ultimate  elimination  of  the  prob- 
lem, either  by  removing  the  causal 
agent  or  by  introducing  appropriate 
protective  measures.  Unfortunately, 
most  of  the  funding  opportunities  in 
the  United  States  are  for  individual  in- 
vestigator-initiated studies,  despite  the 
global  nature  of  the  problems  and  the 
diversity  of  expertise  needed  to  solve 
them.  Efforts  to  coordinate  the  work  of 
individual  research  scientists  into  spe- 
cific areas  of  importance  rely  primarily 
on  the  development  of  Requests  for  Ap- 
plications, which  are  not  as  effective  as 
we  might  wish.  A potentially  more  suc- 
cessful approach  is  for  an  institutional 
philosophy  to  develop  diverse  expertise 
among  its  faculty,  whose  collaborative 
interactions  can  efficiently  and  effec- 
tively address  these  complex  issues. 

Identification  of  environmental 
hazards 

Each  day,  we  breathe  10,000  to  20,000 
L of  air  along  with  associated  pollu- 
tants, particulates,  and  microorgan- 
isms. These  constituents  may  be 
naturally  occurring,  man-made,  or  a 
mixture  of  both.  Frequently,  problems 
arise  simply  because  ambient  concen- 
trations are  elevated  by  human  inter- 
vention. This  is  especially  true  in  a 
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closed,  indoor  environment  (the  “sick 
building”  syndrome).  Problems  may 
arise  from  industrial  sources  (eg, 
power  plants,  manufacturing  plants, 
and  automobile  exhaust)  and  be  exac- 
erbated by  weather  conditions,  or  they 
may  result  from  the  direct  actions  of 
other  humans  (eg,  environmental  to- 
bacco smoke).  Despite  these  continual 
insults,  the  respiratory  defense  mecha- 
nisms provide  extremely  effective 
mechanisms  for  the  clearance  of  partic- 
ulates and  the  neutralization  of  mi- 
croorganisms and  toxic  chemicals. 
Occasionally,  however,  the  insult  over- 
comes these  defenses,  and  acute  illness 
or  death  results.  Environmental  catas- 
trophes such  as  the  Exxon  Valdez  and 
those  that  occurred  in  Chernobyl  and 
Bhopal  are  relatively  rare,  thanks  in 
large  part  to  our  understanding  of  the 
potential  hazards  involved  and  our 
knowledge  of  how  to  react  when  such 
situations  do  occur.  Other  environmen- 
tal hazards  carry  more  insidious  conse- 
quences, and  many  years  may  pass 
before  the  consequences  of  exposure 
become  evident.  The  health  hazards  as- 
sociated with  asbestos  exposure  pro- 
vide a good  example. 

The  useful  properties  of  asbestos 
have  been  known  for  thousands  of 
years,  but  only  in  the  last  30  years  has 
its  darker  side  become  more  evident  (1). 
The  long  latency  period  for  progression 
of  the  diseases  associated  with  asbestos 
exposure  (lung  fibrosis,  lung  cancer,  and 
malignant  mesothelioma)  and  the  rela- 
tively few  members  of  the  overall  popu- 
lation exposed  to  asbestos  before  World 
War  II  hindered  the  identification  of  the 
causal  link.  The  ultimate  realization  of 
the  danger  resulted  from  multiple  fac- 
tors, including  the  large  number  of  peo- 
ple exposed  to  asbestos  during  World 
War  II  and  the  immediate  postwar  era, 
longer  life  expectancy,  and  better  diag- 
nostic techniques.  Although  few  would 
argue  against  the  carcinogenicity  of  am- 
phibole  asbestos,  some  still  would  argue 
that  chrysotile  asbestos  is  harmless,  in 
spite  of  current  research  findings  that 
continue  to  indicate  that  all  asbestos  is 
potentially  harmful  if  inhaled  (the  posi- 
tion taken  by  US  regulatory  agencies). 
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Unfortunately,  a catastrophic  expo- 
sure and  its  consequences  often  pro- 
vide the  insight  needed  to  identify  an 
environmental  hazard.  Oftentimes, 
such  a disaster  may  be  needed  to  moti- 
vate protection.  The  lethal  conse- 
quences of  silica  dust  exposure 
(silicosis)  were  known  before  the 
Hawks  Nest  tunnel  was  constructed; 
however,  the  callous  disregard  of  the 
need  for  the  most  basic  precautions 
during  the  construction  of  the  tunnel 
and  the  scale  of  the  human  tragedy 
that  resulted  (2)  led  to  the  strict  regu- 
lations to  control  silica  dust  exposure 
in  the  workplace  that  are  in  force  today. 

Often,  careful  epidemiological  stud- 
ies hint  at  potential  hazards.  For  exam- 
ple, studies  of  the  inhabitants  of 
central  Turkey  made  in  the  late  1970s 
led  to  the  suggestion  that  a causal  link 
exists  between  environmental  exposure 
to  erionite  (a  fibrous  aluminosilicate 
zeolite)  and  a high  incidence  of  the 
rare  malignant  mesothelioma  and 
other  lung  cancers  at  a relatively  early 
age  (3,4).  These  data  have  led  to  ex- 
perimentation on  this  mineral  to  deter- 
mine the  mechanisms  by  which  it 
induces  malignant  transformation;  the 
hope  is  that  such  studies  will  improve 
our  understanding  of  the  mechanics  of 
the  process  and  help  us  determine  the 
risk  of  other  potentially  respirable  ma- 
terials. The  development  and  increas- 
ing acceptance  of  meta-analysis  to 
combine  the  results  of  multiple  studies 
have  added  a new  dimension  to  the 
ability  of  epidemiological  studies  to  de- 
tect potentially  hazardous  environmen- 
tal agents  (5). 

Research 

The  lung  is  the  principal  target  for  en- 
vironmental pollutants  for  various  rea- 
sons, foremost  of  which  is  its  selective 
exposure.  Second  is  the  high  degree  of 
oxygenation  that  can  exacerbate  the 
toxic  effects  of  pollutants.  Finally,  the 
presence  of  bioactivating  systems  can 
generate  toxic  products  from  nontoxic 
precursors  (6).  Thus,  basic  research  on 
the  cell  biology,  molecular  biology,  and 
biochemistry  of  the  lung  and  its  con- 
stituent cells  is  essential  to  a full  un- 
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F|  derstanding  of  the  effects  of  enviion- 
s mental  exposure  to  any  substance  (7). 

I Determining  environmental  health 
^ hazards  is  a multifaceted  research  op- 
jjeration.  For  example,  the  “sick  build- 
f tng”  syndrome  is  an  area  of  intense 
I current  interest.  This  phenomenon  is 
:|  believed  to  be  caused  by  tighter  inter- 
^ nal  climate  controls  in  modern  build- 
ij  mgs,  with  a concomitant  increase  in 
» chemical  levels  and  decrease  in  indoor 
i|  air  quality.  These  changes  are  attrib- 
f uted  in  part  to  reduced  influx  of  fresh 
air  as  a result  of  the  better  use  of  insu- 
lation  and  an  accompanying  emphasis 
I on  recirculation.  To  ascertain  the  ef- 
j fects  of  unknown  organic  chemicals  on 
ji  residents  in  buildings  requires,  first,  de- 
tection of  the  chemical  components 
? and  measurement  of  their  concentra- 
tion over  a defined  time  frame.  Second, 
an  exposure  estimate  must  be  made  for 
each  component  at  various  sites  within 
the  building.  Finally,  epidemiological 
and  toxicological  research  must  be  car- 
I ried  out  to  yield  a compound-based 
i risk  assessment  (8). 

I A major  limitation  of  research  into 
I the  effects  of  environmental  materials 
i on  human  health  is  that  any  given 
4 component  is  almost  always  part  of  a 
I complex  and  infinitely  variable  mix- 
I ture.  Furthermore,  individual  suscepti- 
t bility  to  these  components  may  vary 
greatly.  While  toxicological  studies  can 
determine  the  effects  of  acute  expo- 
sure, determining  the  effects  of  chronic 
exposure  is  much  harder,  especially  in 
concert  with  other  agents  where  effects 
may  be  synergistic  (9).  When  the  syn- 
ergism is  less  clear,  assessment  is  even 
■ more  difficult.  The  weak  synergistic  ef- 
fects that  have  been  reported  for  a 
number  of  chemicals  with  elevated 
I noise  levels  afford  an  intriguing  exam- 
I pie  (10);  to  understand  the  scientific 
j basis  of  these  interactions  will  entail 
very  complex  experimentation. 

The  National  Ambient  Air  Quality 
: Standards  (NAAQS)  set  appropriate 
: limits  for  pollutants  in  ambient  air  at 
levels  determined  to  protect  the  health 
of  normal  and  susceptible  subpopula- 
: tions.  Extrapolation  modeling  makes 
: possible  determination  of  the  effective 


dose  delivered  to  a susceptible  organ. 
On  the  basis  of  the  organ’s  sensitivity, 
researchers  can  back-calculate  a per- 
missible level  in  the  ambient  air. 

Animal  toxicology  studies  play  an 
important  role.  For  example,  epidemio- 
logical studies  showed  a correlation  be- 
tween homes  using  gas  stoves  and 
increased  respiratory  illness  (11).  Ihe 
initial  hypothesis  suggesting  that  high 
levels  of  NO2  suppressed  the  respiratory 
defense  mechanisms  was  confirmed  by 
measurements  of  the  concentration  in 
affected  areas,  followed  by  animal  ex- 
posure modeling  at  these  levels.  This 
approach  also  allows  for  different 
modalities  of  exposure,  affecting  both 
concentration  and  duration  of  expo- 
sure, to  be  compared.  Although  animal 
studies  have  advantages  over  purely 
human  epidemiological  studies,  they 
also  introduce  the  compounding  factor 
of  interspecies  variability. 

A range  of  hazardous  air  pollutants 
have  been  identified  including  gases 
(eg,  NO2,  SO2,  CO,  and  O3),  volatile  or- 
ganic compounds  (eg,  formaldehyde, 
respirable  particulates,  and  radon  gas), 
and  asbestos  fibers.  These  derive  from 
numerous  sources,  including  gas  stoves 
and  heaters,  wood-burning  fireplaces, 
building  and  insulation  materials,  and 
the  environment.  Cigarette  smoking 
contributes  significantly  to  many  of 
these  pollutants.  The  development  of 
biomarkers  to  assess  actual  exposure  to 
or  the  effects  from  a toxic  agent  has 
added  a new  dimension  to  the  assess- 
ment of  exposure  (12,13).  Detailed  re- 
views of  the  health  effects  of  outdoor 
air  pollution  (14)  and  indoor  air  qual- 
ity (15)  are  included  in  the  References. 

To  determine  acceptable  standards 
for  all  air  pollutants  involves  determin- 
ing the  relationship  between  external 
concentration  and  internal  concentra- 
tion as  well  as  the  mechanisms  of  ac- 
tion and  the  methods  and  rates  of 
removal.  The  same  is  true  for  particu- 
late exposures.  Research  has  shown 
that  the  deleterious  effects  of  asbestos 
result  from  a number  of  its  properties. 
The  size  of  the  particles  enables  them 
to  penetrate  deep  within  the  lung. 
While  small  fibers  can  be  cleared  effec- 


tively by  the  alveolar  macrophages,  a 
population  of  hbers  longer  than  5 p.m 
cannot  be  phagocytosed.  This  results  in 
a chronic  inflammatory  response  and 
an  ongoing  respiratory  burst  as  well  as 
the  generation  of  reactive  oxygen 
metabolites  via  the  Haber-Weiss  reac- 
tion on  iron  dissolved  from  the  fibers 
and  the  iron-protein  (ferruginous)  ma- 
terial deposited  on  the  hbers  by  the 
alveolar  macrophages.  Since  these 
hbers  are  so  long-lived  (they  can  be  re- 
covered in  quantihable  amounts  from 
biopsy  samples  30  to  40  years  after  ex- 
posure), the  continual  inflammatory 
stimulus  presumably  leads  eventually 
to  disease.  The  role  of  reactive  oxygen 
species  in  acute  inflammatory  reactions 
and  chronic  lung  disease  remains  a 
fruitful  area  of  current  research  (16). 

While  animal  experiments  have 
great  utility  in  determining  the  action 
of  particulates  once  deposited  within 
the  lung,  the  physical  structure  of  the 
lung  as  much  as  that  of  the  particle  de- 
termines where  a given  particle  is  de- 
posited. Because  the  lungs  of  animals 
differ  signihcantly  both  in  size  and  ori- 
entation to  those  of  humans,  animals 
do  not  provide  good  models  for  the  ac- 
tual inhalation  process. 

Another  class  of  environmental 
health  risk  derives  from  microbiologi- 
cal sources  (17).  These  include  hyper- 
sensitivity pneumonitis  as  a 
consequence  of  exposure  to  fungal 
spores,  fecal  pellets,  and  remains  of 
dust  mites  and  to  other  agents  result- 
ing from  microbiologically  mediated 
decomposition;  and  disease  resulting 
from  infection  with  organisms  associ- 
ated with  particular  environments  (eg, 
Legionella  or  Hantavirus)  or  from  or- 
ganisms from  an  infected  individual 
(eg,  Mycobacterium  tuberculosis)  in  a 
closed,  indoor  environment.  Research 
has  played  and  will  continue  to  play  an 
important  role  in  the  identification, 
control,  and  treatment  of  microbiologi- 
cally induced  environmental  diseases. 

Research  can  also  dispel  concern  of 
the  risk  from  a particular  potential  haz- 
ard, especially  in  situations  where  the 
scientihc  basis  for  concern  is  slim.  For  a 
while,  the  possible  hazardous  effects  of 
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intense  electromagnetic  fields  generated 
considerable  concern.  The  sources  in- 
cluded electricity  transmission  lines, 
hair  dryers,  and,  most  recently,  cellular 
phones.  Public  concern  was  significant, 
but  research  has  been  largely  unable  to 
show  any  direct  correlation  beyond  a 
slightly  increased  risk  of  acute  myeloid 
leukemia  in  workers  in  power  plants, 
which  could  just  as  likely  be  the  conse- 
quence of  exposure  to  some  other  as  yet 
unidentified  agent  (18).  As  a result, 
what  now  appears  to  be  potentially  un- 
necessary regulation  has  been  avoided. 
However,  as  with  other  environmen- 
tal/occupational exposures,  further  data 
collected  over  time  may  alter  the  status 
from  “unnecessary  regulations”  to  those 
necessary  to  “protect  public  health.” 

Risk  assessment 

Risk  assessment  estimates  the  risk  to  a 
population  exposed  to  an  environmen- 
tal pollutant  at  a specific  dose.  The  first 
step  in  this  4-stage  process  (19)  entails 
a hazard  assessment,  based  on  a review 
of  the  scientific  literature.  The  second 
step  is  a dose-response  assessment  that 
evaluates  the  doses  used  in  the  scien- 
tific studies  and  then  applies  these  to 
human  exposures.  The  third  step  is  the 
exposure  assessment  in  which  popula- 
tions potentially  at  risk  are  examined 
in  terms  of  concentrations  of  agents  in 
the  environment,  possible  duration  of 
exposure,  and  potential  routes  of  expo- 
sure. The  final  step  is  the  risk  charac- 
terization in  which  all  of  the  data  are 
reviewed  along  with  the  assumptions 
and  uncertainties,  and  a predicted  inci- 
dence of  disease  will  be  calculated. 

Often,  a specific  environmental  sub- 
stance can  cause  both  neoplasms  and 
chronic  diseases,  and  the  relative  risks 
of  these  may  differ.  For  example,  expo- 
sure to  occupational  levels  of  amphi- 
bole  asbestos  leads  almost  invariably  to 
lung  fibrosis  over  time,  but  the  occur- 
rence of  lung  cancer  and  of  mesothe- 
lioma is  less  common,  given  the 
20-to-30-year  time  frame  of  develop- 
ment from  first  exposure.  Models  to  ex- 
trapolate effects  seen  at  high  doses  to 
much  lower  doses  or  from  experimen- 
tal animals  to  humans  present  uniquely 
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difficult  problems.  Results  are  uncer- 
tain when  the  routes  of  exposure  used 
in  laboratory  experiments  differ  from 
those  that  prevail  in  the  environment, 
and  making  allowances  for  the  syner- 
gistic effects  of  other  components  in 
the  environment  or  for  a person’s 
lifestyle  is  difficult.  In  the  case  of  as- 
bestos exposure,  the  addition  of  smok- 
ing as  a variable  increases  the  risk  of 
lung  cancer  from  5 times  to  as  much  as 
50  times  (20).  Even  once  a formal  risk 
assessment  is  complete,  its  meaning 
can  be  skewed  by  “opportunistic  indi- 
viduals and  organizations  who  subvert 
the  methods  of  science  to  further  social 
goals”  (21).  The  decline  in  science  lit- 
eracy of  high  school  graduates  only 
serves  to  exacerbate  this  problem.  A 
more  detailed  discussion  of  the  risk  as- 
sessment process  associated  with  air 
pollutants  may  be  found  in  Moller, 
Schuetzle,  and  Autrup  (22). 

Regulation 

Translating  research  results  into  mean- 
ingful regulations  is  a complex  and  fre- 
quently political  process.  As  the 
Industrial  Revolution  developed,  occu- 
pational medicine  and  regulations  to 
protect  workers  followed  with  perhaps 
too  long  a lag.  In  the  latter  half  of  the 
20th  century,  the  emphasis  has  shifted 
to  extend  protection  to  the  public  out- 
side the  workplace.  Current  legislation 
is  focused  on  low-level  exposure  to 
toxic  agents  in  complex  mixtures,  and 
on  which  preventive,  corrective,  or  pro- 
tective measures  are  the  most  costly 
and,  consequently,  the  most  politically 
unpalatable.  For  these  measures  to  suc- 
ceed, the  public  must  be  educated 
about  the  real  risks  associated  with  en- 
vironmental exposures,  and  an  open  di- 
alogue must  be  established  between 
the  scientific  and  medical  communities 
and  our  elected  legislators. 

Refinement 

The  total  removal  of  toxic  materials  from 
our  environment  would  obviate  the  need 
for  protective  regulations.  Although  this 
might  be  possible  for  toxic  substances 
such  as  chlorinated  fluorocarbons,  poly- 
chlorinated biphenyls,  or  even  for  as- 
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bestos  in  buildings,  it  would  be  an  un- 
paralleled tragedy  if  their  replacements 
were  to  produce  similar  levels  of  mor- 
bidity or  mortality.  To  guarantee  that 
this  does  not  occur,  we  need  to  maintain 
our  research  enterprise  to  gain  a detailed  ' 
view  of  the  mechanics  underlying  the  | 
development  of  disease. 

As  we  gain  greater  understanding  of 
the  disease  process  and  a deeper  1 
knowledge  of  the  mechanics  underly- 
ing genetic  predisposition,  the  regula-  j 
tions  controlling  environmental 
pollutants  will  need  to  be  refined  and 
altered  appropriately.  For  example,  the  j 
Clean  Air  Act  as  amended  requires  pe- 
riodic review  and  revision  of  all  NAAQS 
to  ensure  that  they  are  based  on  the  lat- 
est scientific  information.  More  effec- 
tive methods  to  remove  or  contain 
pollutants  continue  to  be  developed, 
usually  as  the  result  of  national  or  in- 
ternational legislative  initiatives. 

We  live  in  a world  where  technology 
advances  with  unprecedented  speed. 
Throughout  history,  the  introduction  of 
new  technology  has  led  frequently  to 
new  diseases.  The  use  of  lead  acetate 
to  sweeten  wine  in  the  ancient  world 
resulted  in  lead  poisoning;  the  Indus- 
trial Revolution  led  to  black  lung  in 
miners  and  to  silicosis  in  foundry  work- 
ers; the  widespread  use  of  asbestos  in- 
sulation increased  the  risk  of 
asbestosis,  lung  cancer,  and  mesothe- 
lioma; and  the  advent  of  the  use  of  ion- 
izing radiation  led  to  an  increase  in 
leukemia.  Our  challenge  as  we  enter 
the  21st  century  will  be  to  use  research 
techniques  proactively  to  identify  and 
prevent  the  risks  associated  with  such 
new  technologies.  We  should  avoid 
waiting  to  witness  a significant  in- 
crease in  occupationally  or  environ- 
mentally induced  disease  or  disastrous 
loss  of  human  lives  before  we  react. 
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The  alphabet  soup  of  environmental  regulations 
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As  we  approach  the  beginning  of  the  21st  century,  our  desire  to  protect  and  preserve\ 
our  environment  is  stronger  than  ever.  Many  of  the  developed  and  developing  countries 
of  the  world  have  enacted  legislation  to  aid  the  protection  of  their  people  and  the  en- 
vironment by  regulating  the  manufacture,  import,  and  use  of  industrial  chemicals.  1 
In  the  United  States,  government  regulations  at  the  national,  state,  and  local  levels 
typically  complement  the  legal  system’s  common  law  remedies.  The  most  significant  de- 
velopment in  modern  environmental  law  in  the  second  half  of  the  20th  century  has 
been  the  growth  in  environmental  statutes  that  take  on  the  anticipatory,  proactive  reg- 
ulatory function  that  the  common  law  does  not. 


CME  learning  objectives 
Upon  completion  of  this  article,  par- 
ticipants should  be  able  to  describe 
the  following  government  regulations 
and  recognize  the  range  of  activities 
that  are  subject  to  environmental  reg- 
ulations: Clean  Air  Act;  Clean  Water 
Act;  Resource  Conservation  and  Re- 
covery Act;  Comprehensive  Environ- 
mental Response,  Compensation,  and 
Liability  Act;  Toxic  Substance  Control 
Act;  Federal  Insecticide,  Fungicide, 
and  Rodenticide  Act;  Emergency 
Planning  and  Community  Right  to 
Know  Act;  Occupational  Safety  and 
Health  Act  of  1970;  and  the  Federal 
Mine  Safety  and  Health  Amendment 
Act  of  1977. 


Send  reprint  requests  to  Mr  Polanco,  Occupational  En- 
vironmental Training  Program,  The  University  of 
Texas  Health  Center  at  Tyler,  9001  Airport  Blvd,  Ste  510, 
Houston,  TX  77061. 
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The  following  list  of  environmen- 
tal statutes  is  not  meant  to  be  ex- 
haustive, and  the  descriptions  of 
their  operative  provisions  are 
quite  general.  These  descriptions 
do,  however,  show  the  range  of  activi- 
ties subject  to  environmental  regula- 
tions in  the  United  States. 

The  Clean  Air  Act 

The  original  Clean  Air  Act  (CAA)  was 
passed  in  1955,  authorizing  a research 
program  in  the  Public  Health  Service 
and  technical  support  for  local  agen- 
cies concerned  with  the  abatement  of 
air  pollution.  Amendments  in  1960, 
1963,  and  1965  added  the  investiga- 
tion of  motor  vehicle  pollution  and  fuel 
desulfurization  as  new  sources  of  air 
pollution  (1). 

Under  the  Clean  Air  Act  of  1970,  the 
Environmental  Protection  Agency 
(EPA)  established  National  Ambient  Air 
Quality  Standards  (NAAQS)  for  6 com- 
mon air  pollutants  (primary  pollu- 
tants) designated  as  “criteria 
pollutants”:  lead,  nitrogen  dioxide,  sul- 
fur dioxide,  carbon  monoxide,  particu- 
late matter,  and  ground-level  ozone. 

The  federal  government  requires 
each  state  government  to  draw  up  and 
enforce  a “state  implementation  plan” 
(SIP),  which  assigns  permitted  levels  of 
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emissions  for  all  air  pollution  sources 
in  the  state,  calculated  so  as  to  reduce 
the  overall  ambient  level  of  those  pol- 
lutants in  the  locality  down  to  the  basic 
federal  “primary  standard”  for  each 
pollutant  (2).  According  to  an  EPA  re- 
port in  1996,  since  1970  the  total  emis- 
sions for  all  6 pollutants  are  down  by 
24%  even  though  the  US  population  in- 
creased in  size  by  27%,  the  domestic 
economy  grew  by  90%,  and  the  num- 
ber of  motor  vehicle  miles  driven  rose 
by  111%.  Since  1990,  the  number  of] 
metropolitan  areas  not  meeting  airj 
quality  standards  has  dropped  fromi 
199  cities  to  fewer  than  70  cities  (3).  j 
Apart  from  its  NAAQS,  the  Clean  Airi 
Act  also  requires  EPA  to  regulate  toxic^ 
air  pollutants  under  the  National  Emis-| 
sion  Standards  for  Hazardous  Air  Pollu-| 
tants  (NESHAP).  In  1990,  Congress' 
directed  EPA  under  the  Clean  Air  Act 
Amendment  of  1990  to  set  standards  re- 
quiring maximum  controls  for  189  toxic 
compounds.  As  a result,  EPA  has  issued 
standards  for  hazardous  air  emissions 
from  18  industries.  These  standards  re- 
duce toxic  air  emissions  by  900,000  tons 
annually,  according  to  EPA.  Section  112 
of  the  1990  CAA  mandates  that  EPA  de- 
velop maximum  achievable  control 
technology  (MACT)  standards  for  major 
sources  of  hazardous  air  pollutants 
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The  "alphabet"  of  environmental  health. 


ACM  Asbestos-containing  materials 

AOEC  Association  of  Occupational  and  Environmental  Clinics 

ATSDR  Agency  for  Toxic  Substances  and  Disease  Registry 

BAT  Best  available  technology 

CAA  Clean  Air  Act 

CDCP  Center  for  Disease  Control  and  Prevention 

CERCLA  Comprehensive  Environmental  Response,  Compensation,  and  Liability  Act 

CWA  Clean  Water  Act 

EPA  Environmental  Protection  Agency 

FIFRA  Federal  Insecticide,  Fungicide,  and  Rodenticide  Act 

FWPCA  Federal  Water  Pollution  Control  Act 

HAP  Hazardous  air  pollutants 

HSWA  Hazardous  and  Solid  Waste  Amendments 

MACT  Maximum  achievable  control  technology 

MSDS  Material  Safety  Data  Sheets 

MSHA  Mine  Safety  and  Health  Act 

NAAQS  National  Ambient  Air  Quality  Standards 

NESHAP  National  Emission  Standards  for  Hazardous  Air  Pollutants 

NIOSH  National  Institute  for  Occupational  Safety  and  Health 

NPDES  National  Pollutant  Discharge  Elimination  System 

NPL  National  Priorities  List 

OSHA  Occupational  Safety  and  Health  Administration 

PCB  Polychlorinated  biphenyl 

PRP  Potential  responsible  party 

RCRA  Resource  Conservation  and  Recovery  Act 

SARA  Superfund  Amendments  and  Reauthorization  Act 

SIP  State  implementation  plan 

TSCA  Toxic  Substances  Control  Act 


|(HAP).  A major  source  is  a facility  that 
emits,  or  has  the  potential  to  emit,  10 
jtons  per  year  or  more  of  a single  HAP  or 
,25  tons  per  year  or  more  of  a combina- 
ition  of  HAPs  (4). 

The  Clean  Water  Act 

The  basic  federal  law  authorizing  regu- 
lations to  prevent  water  pollution  can  be 
dated  from  the  Federal  Water  Pollution 
Control  Act  of  1956,  as  amended  in 
1961,  1965,  1966,  and  1970.  The  Fed- 
eral Water  Pollution  Control  Act  (FW- 
PCA) Amendment  of  1972  replaced  the 
previous  language  of  the  Clean  Water 
| .\ct  entirely,  stating  the  goal  of  attaining 
zero  discharge  of  pollutants  by  1985, 
with  an  interim  1983  goal  of  attaining 
water  quality  to  support  fish  and  wildlife 
and  to  be  suitable  for  recreation  (1). 
This  statute,  which  in  1977  was  retitled 
the  Clean  Water  Act  (CWA),  is  also  a fed- 
eral-state partnership,  including  admin- 
istration of  the  National  Pollutant 
Discharge  Elimination  System  (NPDES). 
EPA  under  CWA  publishes  effluent  stan- 
dard regulations  for  many  classes  and 
categories,  requiring  industry  to  employ 
the  best  available  technology  (BAT)  de- 
termined to  be  achievable  for  treating 
each  industrial  effluent.  These  regula- 
tions apply  to  every  “point  source”  in  the 
nation.  NPDES  permits  are  required  for 
most  pipes,  ditches,  channels,  tunnels, 
conduits,  and  other  discrete  con- 
veyances of  liquid  waste.  Presently,  EPA 
oversees  more  than  57,000  permits, 
which  according  to  this  agency  prevent 
over  1 billion  pounds  of  toxic  pollution 
from  entering  our  nation’s  waters  each 
year.  The  Clean  Water  Act  also  regulates 
storm  water  run-off  and  spills  of  poten- 
tially hazardous  substances  (2). 

The  Resource  Conservation  and 
Recovery  Act 

In  1976,  Congress  passed  the  Resource 
Conservation  and  Recovery  Act 
(RCRA),  which  was  significantly 
amended  in  1984  through  the  Haz- 
ardous and  Solid  Waste  Amendments 
(HSWA).  RCRA  and  HSWA  divided  the 
universe  of  waste  and  hazardous  mate- 
rials into  specihc  categories  and  estab- 
lished programs  to  address  each. 


A key  RCRA  objective  was  to  identify 
those  industrial  wastes  with  characteris- 
tics that  make  them  of  special  environ- 
mental concern;  these  characteristics 
include  ignitability,  corrosivity,  reactivity, 
and  toxicity  (3).  These  wastes  are  de- 
fined as  “hazardous  waste”  under  Subti- 
tle C of  RCRA  and  are  subject  to  a 
“cradle-to-grave”  approach  for  manage- 
ment, which  is  designed  to  track  their 
generation  and  transportation  and  to  en- 
sure their  safe  treatment,  storage,  and 
disposal  through  state  and  federal  per- 
mit requirements.  RCRA  also  addresses 
underground  storage  tanks  used  for  pe- 
troleum and  other  dangerous  substances 
to  meet  strict  design  specifications  to 
minimize  the  risk  of  leaks. 

As  waste  management  legislation, 
RCRA  encourages  recycling.  According 
to  EPA,  recycling  of  hazardous  waste 
increased  between  1989  and  1991. 
Overall,  waste  going  to  recovery 
processes  more  than  doubled,  with  the 
greatest  changes  coming  from  recovery 
of  solvents,  highly  toxic  chemicals  com- 


monly linked  to  past  pollution  of  sur- 
face water  and  groundwater  (3). 

Under  RCRA,  EPA  is  authorized  to 
seek  civil  and  criminal  penalties  of  sub- 
stantial magnitude.  More  importantly, 
from  a public  health  and  environmen- 
tal standpoint,  EPA  is  also  empowered 
under  RCRA  to  sue  for  or  to  issue  an 
administrative  order  for  a corrective  ac- 
tion that  would  alleviate  “imminent 
and  substantial  endangerment”  to 
health  or  the  environment  (2). 

The  Comprehensive  Environmental 
Response,  Compensation,  and 
Liability  Act 

The  far  better  known  companion 
statute  to  RCRA  in  the  toxic  disposal  re- 
mediation field  is  the  Comprehensive 
Environmental  Response,  Compensa- 
tion, and  Liability  Act  (CERCLA)  of 
1980.  This  law,  more  commonly  known 
as  “Superfund,”  created  a mechanism  to 
clean  up  abandoned  hazardous  waste 
sites  across  the  country,  removing 
harmful  materials  dumped  improperly 
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into  the  environment  over  past  years. 
Funded  by  the  responsible  companies 
(potential  responsible  parties  [PRPs]) 
as  well  as  by  taxes  on  petroleum  and 
chemical  production,  EPA  manages 
cleanups  at  Superfund  sites  (2). 

Under  CERCLA,  EPA  is  empowered 
to  undertake  cleanups  itself,  using  Su- 
perfund money,  and  to  seek  reimburse- 
ment from  PRPs;  to  issue  administrative 
orders  to  potential  responsible  parties 
directing  them  to  undertake  cleanups; 
to  seek  court  orders  directing  potential 
responsible  parties  to  undertake 
cleanups;  or  to  use  a combination  of  ap- 
proaches. 

The  EPA  under  CERCLA  ranks  Super- 
fund sites  according  to  the  risk  posed  to 
human  health  and  the  environment,  and 
places  the  worst  sites  on  the  National 
Priorities  List  (NPL)  to  ensure  that  the 
most  dangerous  sites  are  remediated 
first.  CERCLA  requires  EPA  to  establish  a 
national  contingency  plan  that  is,  in 
essence,  a compendium  of  the  standards 
and  procedures  for  cleanups  that  will  in- 
sure an  acceptable  result  (2).  Under 
CERCLA,  the  Agency  for  Toxic  Sub- 
stances and  Disease  Registry  (ATSDR) 
was  created  also.  Among  other  activities 
and  responsibilities,  ATSDR  produces 
case  studies  in  environmental  medicine 
that  offer  health  care  providers  useful  in- 
formation regarding  numerous  haz- 
ardous substances.  ATSDR  offers  support 
also  to  the  Association  of  Occupational 
and  Environmental  Clinics  (AOEC),  a 
nationwide  group  of  clinics  providing 
patient  evaluation  for  environmental  ex- 
posure. Presently,  there  are  2 such  clinic 
locations  in  Texas,  at  Tyler  and  Houston. 

The  Toxic  Substances  Control  Act 

The  Toxic  Substances  Control  Act 
(TSCA)  of  1976  is  directed  to  the 
chemical  manufacturing  industry. 
TSCA  addresses  the  need  to  evaluate 
completely  the  potential  toxicity  and 
environmental  impact  of  existing  and 
new  chemicals. 

First  and  foremost,  TSCA  is  designed 
to  ensure  that  manufacturers  test  to 
identify  hazards  to  human  health  and 
the  environment  associated  with  chem- 
ical substances  before  they  are  permit- 


ted to  be  manufactured  and  sold.  Test- 
ing and  disclosure  of  test  results  to  the 
government  are  required  whenever  EPA 
publishes  a test  rule  requirement.  The 
statute  operates  like  a permit  system  in 
that  EPA  can  act  upon  adverse  test  re- 
sults to  prohibit  or  limit  the  manufac- 
ture or  use  of  a chemical  substance. 

In  1977,  EPA  published  its  initial  in- 
ventory of  chemical  substances.  Any 
chemicals  not  listed  were  considered 
new  chemicals  subject  to  premanufac- 
ture review  as  of  July  1,  1979.  As  new 
chemicals  complete  premanufacturing 
review  and  begin  to  be  produced,  they 
are  added  to  the  inventory.  If  a chemi- 
cal is  not  already  listed  on  the  inven- 
tory, a premanufacture  notification 
must  be  submitted.  A manufacturer  or 
importer  must  notify  the  EPA  office  of 
toxic  substances  90  days  before  pro- 
ducing or  importing  a new  chemical 
substance;  upon  review,  EPA  either  ap- 
proves production  or  importation  of 
the  chemical  or  acts  to  ban  or  other- 
wise restrict  manufacture  or  use. 

Title  I of  TSCA  also  included  a pro- 
vision requiring  EPA  to  take  specific 
steps  to  control  the  risk  for  polychlori- 
nated biphenyls  (PCBs),  a substance 
commonly  used  in  electrical  transform- 
ers. Three  titles  have  been  added  to 
TSCA  to  address  concerns  about  other 
specific  toxic  substances,  including  as- 
bestos, radon,  and  lead  (5). 

Title  II  of  TSCA,  the  Asbestos  Hazard 
Emergency  Response  Act,  was  enacted 
in  1986  and  it  required  EPA  to  set  stan- 
dards for  responding  to  the  presence  of 
asbestos  in  schools.  The  standard  set  re- 
sponses based  on  the  physical  condition 
of  asbestos,  and  schools  were  required 
to  inspect  for  asbestos-containing  mate- 
rials (ACM)  and  to  develop  a manage- 
ment plan  for  such  materials.  Title  II 
also  requires  people  to  be  certified  for 
asbestos  work  in  school  buildings.  The 
title  was  amended  later  to  extend  train- 
ing and  accreditation  requirements  to 
include  inspectors,  supervisors,  con- 
tractors, project  designers,  and  workers 
performing  asbestos  abatement  work  in 
all  public,  industrial,  and  commercial 
buildings  (5). 

In  1988,  Title  III,  addressing  indoor 


radon  abatement,  was  added  to  TSCA. 
The  basic  purpose  of  the  amendment  is 
to  provide  financial  and  technical  assis- 
tance to  states  that  support  radon  mon- 
itoring and  control.  The  title  required 
EPA  to  update  its  pamphlet  on  radon, 
develop  model  construction  standards 
and  techniques  for  controlling  radon 
levels  in  new  buildings,  and  provide 
technical  assistance  to  the  states  (5). 

Title  rv  of  TSCA,  the  Residential 
Lead-based  Paint  Hazard  Reduction 
Act,  was  enacted  in  1992.  This  law 
aims  to  stimulate  development  of  lead 
inspection  and  hazard  abatement  serv- 
ices in  the  private  sector  with  the  pur- 
pose of  reducing  the  risk  to  young 
children  who  are  exposed  to  lead-based 
paint  in  their  homes  (5). 

The  Federal  insecticide,  Fungicide, 
and  Rodenticide  Act 

The  Federal  Insecticide,  Fungicide,  and 
Rodenticide  Act  (FIFRA)  requires  any 
person  distributing,  selling,  offering,  or 
receiving  any  pesticide  to  register  the 
poison  with  EPA.  Under  this  act,  EPA  is 
required  to  grant  registration  for  a pes- 
ticide once  it  determines  that  the  pesti- 
cide is  effective  as  claimed,  that  the 
labeling  and  other  data  supplied  by  the 
manufacturer  conform  to  federal  stan- 
dards, and  that  the  poison  will  perform 
its  functions  without  unreasonable  risk 
to  humans  and  the  environment.  Grant- 
ing registration  takes  into  account  the 
economic,  social,  and  environmental 
costs  and  benefits  of  the  pesticide’s  in- 
tended use  and  whether  the  pesticide 
will  or  will  not  cause  unreasonable  risk 
when  applied  in  accordance  with  the  di- 
rections for  its  use  (2). 

The  Emergency  Planning  and 
Community  Right  to  Know  Act 

This  law,  also  referred  to  as  Title  III  of 
the  Superfund  Amendments  and  Reau- 
thorization Act  (SARA),  requires  states 
to  establish  statewide  and  local  emer- 
gency response  planning  committees 
charged  with  developing  emergency 
plans.  An  important  provision  of  these 
plans  is  to  identify  facilities  in  the  com- 
munity that  contain  substantial 
amounts  of  hazardous  materials  and  to 
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provide  for  emergency  actions  that 
should  be  taken  in  the  event  of  a re- 
lease of  those  substances,  including 
giving  notice  to  the  affected  public. 

Covered  facilities  must  submit  copies 
of  a list  of  all  the  chemicals  for  which 
Material  Safety  Data  Sheets  (MSDS)  are 
required  (under  the  Occupational  Safety 
and  Health  Administration  (OSHAj)  to 
the  State  Emergency  Response  Commis- 
sion, the  local  emergency  planning  com- 
mittee, and  the  local  fire  department. 
Also,  these  facilities  are  required  to  sub- 
mit emergency  and  hazardous  chemical 
inventory  forms  to  the  same  state  and 
local  authorities.  Information  on  the 
maximum  daily  amounts  and  chemical 
locations  (designated  Tier  I informa- 
tion) was  to  be  submitted  on  or  before 
March  1,  1988,  and  annually  thereafter. 
The  more  detailed  Tier  II  information  is 
submitted  upon  request.  Reportable 
quantities  or  reporting  thresholds  deter- 
mine when  a submittal  is  necessary. 

The  Occupational  Safety  and  Health 
Act  of  1970  and  the  Federal  Mine  Safety 
and  Health  Amendment  Act  of  1977 

Although  these  2 acts  are  not  related  di- 
rectly to  the  environment,  they  set  the 
standards  for  the  protection  of  the  envi- 
ronment and  human  health  within  the 
work  place.  The  Occupational  Safety  and 
Health  Act  administered  by  OSHA  sets 
general  industry  standards  and  a wide 
range  of  specific  health  and  safety  stan- 
dards, focusing  on  working  conditions. 

Some  of  the  key  provisions  of  the  Oc- 
cupational Safety  and  Health  Act  follow: 

• To  assure  that  every  employee  has 
safe  and  healthful  working  condi- 
tions; 

• To  require  employers  to  maintain  ac- 
curate records  of  exposure  to  poten- 
tially toxic  materials  or  harmful 
physical  agents  that  are  required, 
under  the  various  safety  and  health 
standards,  to  be  monitored  or  meas- 
ured, and  to  inform  employees  of 
the  monitoring  results; 

• To  provide  procedures  for  investigat- 
ing alleged  violations  at  the  request 
of  any  employee  or  employee  repre- 
sentative, issuing  citations,  and  as- 


sessing monetary  penalties  against 
employers; 

• 'lb  provide  for  establishment  of  new 
rules  and  regulations  for  new  or  an- 
ticipated hazards  to  health  and  safety; 

• To  establish  a National  Institute  for 
Occupational  Safety  and  Health 
(NIOSH),  with  the  same  rights  of  en- 
try as  those  for  an  OSHA  representa- 
tive, to  undertake  health  studies  of 
alleged  hazardous  conditions,  and  to 
develop  criteria  to  support  revisions 
or  recommendations  to  OSHA  for 
new  standards.  NIOSH  is  adminis- 
tered under  the  Centers  for  Disease 
Control  and  Prevention  (CDCP);  and 

• To  provide  funding  to  states  that 
wish  to  establish  state  programs  that 
are  at  least  as  effective  as  the  federal 
program  in  providing  safe  and 
healthful  employment.  Twenty-five 
state  plans  exist  currently. 

The  Federal  Mine  Safety  and  Health 
Act  (MSHA)  of  1977  repeals  the  Metal 
and  Non-metallic  Mine  Safety  Act  and 
establishes  a single  law  for  mine  safety 
and  health  for  all  mining  operations 
under  an  amended  Coal  Mine  Health 
and  Safety  Act  of  1969.  The  provisions 
of  MSHA  parallel  those  of  the  Occupa- 
tional Safety  and  Health  Act  but  apply 
specifically  to  the  mining  industry.  In- 
cluded within  the  coverage  of  this  act  is 
the  protection  of  miners  from  radiation 
hazards  connected  with  the  milling  of 
certain  radioactive  materials.  Mine 
construction  activity  on  the  surface  is 
included  in  the  scope  of  the  act. 
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Environmental  health  issues  along  the  United  States-Mexico  border:  an  airshed  in  evolution 


Elaine  Mowinski  Barron,  MD 


The  El  Paso  area  represents  a unique  ecosystem  with  a transboundaiy  airshed  shared 
by  3 cities,  3 states,  and  2 countries.  That  toxic  air  pollutants  respect  no  borders  is  ex- 
emplified clearly  in  this  federally  designated  nonattainment  area.  However,  a combi- 
nation of  grassroots  involvement  and  studies  under  way  through  the  scientific 
community  has  led  to  evolving  approaches  directed  at  improving  air  quality  and  iden- 
tifying  its  impact  on  human  health.  The  involvement  of  physicians  and  cooperative  ef- 
forts among  governments  and  communities  has  and  will  be  key  in  this  continued  effort. 


CME  learning  objectives 
Upon  completion  of  this  article,  par- 
ticipants should  be  able  to  define  the 
role  of  physician  involvement  and  the 
cooperative  efforts  among  govern- 
ments and  communities  in  improving 
air  quality;  and  to  relate  the  activities 
of  the  Paso  del  Norte  Air  Quality  Task 
Force  — a binational  consortium  of 
business  leaders,  regulators,  scien- 
tists, physicians,  and  elected  officials 
— and  its  efforts  to  improve  the  air 
quality  in  El  Paso. 


Send  reprint  requests  to  Dr  Barron,  Internal  Medicine, 
PO  Box  13037,  El  Paso,TX  79913-3037. 
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Situated  midway  along  the  United 
States-Mexico  border  are  El  Paso, 
Tex,  Sunland  Park,  NM,  and  Ciu- 
dad Juarez,  Chihuahua,  Mexico 
— 2 countries,  3 states,  and  3 
cities.  The  separation  of  these  cities,  the 
boundaries  of  these  states,  and  this  bor- 
der are  all  defined  by  the  Rio  Grande 
River.  Geographically,  the  Franklin 
Mountains  to  the  north  and  the  Sierra 
de  Juarez  Mountains  to  the  south  form 
a transboundary  airshed  (1).  Toxic  air 
pollutants  gather  within  the  airshed  and 
create  a so-called  nonattainment  area, 
which  violates  the  National  Ambient  Air 
Quality  Standards  established  by  the  US 
Environmental  Protection  Agency  (EPA) 
(2).  Texas  has  4 nonattainment  areas 
comprising  more  than  half  of  the  state’s 
population  — Dallas/Forth  Worth, 
Beaumont/Port  Arthur,  El  Paso,  and 
Houston/Galveston/Brazoria  (3). 

In  1997,  El  Paso  was  the  only  area  in 
Texas  that  did  not  meet  federal  standards 
for  respirable  particles  (PM- 10),  carbon 
monoxide,  and  ground  level  ozone  (3). 
These  toxic  air  pollutants  are  of  major 
concern  because  of  their  harmful  effects 
on  human  health  and  the  environment. 
Since  1970,  the  Federal  Clean  Air  Act  has 
provided  the  primary  framework  for  reg- 
ulation and  reduction  of  harmful  effects 
from  air  pollutants.  The  Clean  Air  Act 
called  for  significant  reduction  of  air- 
borne toxics  and  acid  rain,  and  for  re- 
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duction  of  the  depletion  of  the  stratos- 
pheric ozone  layer  caused  by  agents  such 
as  chloro fluorocarbons  (2).  Each  of  the 
US  agencies  responsible  for  control  of  air 
quality  must  work  with  city  and  county 
governments  along  with  regional  plan- 
ning commissions  to  develop  and  enact  a 
plan  to  clean  up  the  air  (4). 

El  Paso  poses  a unique  challenge  be- 
cause the  airshed  is  a binational,  tri- 
state, and  trijurisdictional  problem.  To 
facilitate  dialogue  and  action,  the  Paso 
del  Norte  Air  Quality  Task  Force  — a bi- 
national consortium  of  business  leaders, 
regulators,  scientists,  physicians,  and 
elected  officials  — was  formed  (5).  EPA 
and  its  Mexican  counterpart,  along  with 
the  Environmental  Defense  Fund,  facili- 
tated the  Paso  del  Norte  Task  Force  by 
strengthening  international  governance 
of  the  common  airshed.  These  entities 
assisted  also  in  utilization  of  market 
forces  to  stimulate  transboundary  in- 
vestment in  air  pollution  abatement  and 
to  build  effective  local  environmental 
leadership  in  pursuit  of  a long-term  pro- 
gram to  reduce  air  pollution. 

Grassroots  support  led  to  the  birth 
of  a number  of  important  programs 
aimed  at  these  air  quality  issues.  These 
include  a binational  vehicle  inspection 
program,  attempts  to  lower  automobile 
body  and  paint  shop  emissions,  a 
brickmakers  program  using  alternative 
fuel  for  oven  firing,  a citywide  oxy- 
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genated  fuel  program,  and  efforts 
aimed  at  the  reduction  of  open  burn- 
ing. Economic  feasibility  has  been  a 
prime  consideration  in  the  develop- 
ment of  these  alternate  methods  to  re- 
duce air  toxicity  to  avoid  jeopardizing 
employment  in  this  high-poverty  area. 

The  measurement  of  health  effects 
from  air  toxics  has  been  a key  element. 
The  task  force  designed  a study  with 
the  aid  of  Physicians  for  Social  Respon- 
sibility and  The  University  of  Texas- 
Houston  School  of  Public  Health.  A 
3-year  retrospective  study  has  been  un- 
dertaken to  examine  the  incidence  of 
acute  exacerbations  of  childhood 
asthma  requiring  emergency  room  vis- 
its or  urgent  care  and  to  relate  this  in- 
cidence to  levels  of  air  toxicity.  These 
research  efforts  have  spanned  the 
United  States-Mexico  border.  Monitor- 
ing equipment  has  been  standardized 
through  ongoing  cooperation.  Mea- 
surements of  respirable  particulate 
matter,  ozone,  and  carbon  monoxide 
continue  within  the  airshed.  The  task 
force  strives  to  develop  studies  that  re- 
late the  combined  cumulative  impact 
of  air  toxics  and  particulate  matter  to  a 
number  of  other  pulmonary  condi- 
tions, such  as  irritant  bronchitis,  rhini- 
itis,  and  interstitial  fibrosis  (6).  Other 
environmental  relationships  begging 
investigation  include  endocrine  disor- 
;ders  and  autoimmune  diseases,  which 
: occur  in  El  Paso  at  high  rates.  The  sig- 
nificance of  particulate  and  ozone  pre- 
cursors requires  further  study  as  well. 

The  interest  of  physicians  in  their 
i communities  is  critical  to  meaningful 
i scientific  study  and  attempts  to  docu- 
■ ment  environmental  and  occupational 
1 influences  on  health.  Through  the  ef- 
forts of  local  citizens,  the  Paso  del 
Norte  Air  Quality  Task  Force  has 
revolved  and  influenced  the  federal  cre- 
ation of  the  Binational  Air  Advisory 
'Committee  to  the  Air  Work  Group  un- 
!der  the  La  Paz  Agreement,  an  existing 
-treaty  between  the  United  States  and 
! Mexico.  We,  the  physicians  of  the  El 
Paso  County  Medical  Society,  are  com- 
imitted  to  working  closely  with  our  citi- 
izens  and  businessmen  to  protect  the 
i health  of  our  community  and  of  Texas. 
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Occupational  asthma 

Jack  E.  Farnham,  MD,  MPH 


The  seriousness  of  asthma  in  the  general  population  has  been  recognized  by  increased 
prevalence,  morbidity,  and  mortality  rates  in  the  past  20  years.  The  effects  of  occupa- 
tional asthma  on  health  and  productivity  in  the  workplace  have  been  so  deleterious 
that  the  Occupational  Safety  and  Health  Administration  targeted  1995  as  a crisis  year 
for  effective  remediation. 

Several  risk  factors  have  been  identified,  but  all  asthma  is  multifactorial.  Inhaled 
chemical,  physical,  and  microbiological  agents  in  the  form  of  dust,  fumes,  gases,  and 
vapors  may  cause  workplace  asthma,  which  is  mediated  through  pharmacologic,  im- 
munologic, or  irritant  mechanisms.  Because  of  the  complexity  of  these  mechanisms  af- 
ter exposure  to  the  offending  agents,  the  clinical  manifestations  may  be  classed  as 
immediate,  delayed,  or  dual  responses. 

Evaluating  causation  and  relationship  to  work  requires  a thorough  history  (in- 
cluding detailed  job  description),  physical  examination,  and  definitive  studies  to  de- 
termine the  presence  of  bronchospasm,  bronchial  hyperreactivity,  atopy, 
work-relatedness,  and  presence  of  specific  sensitization. 

Goals  of  treatment  for  occupational  asthma  are  to  maintain  pulmonary  function  as 
close  to  normal  as  possible,  to  maintain  a normal  lifestyle,  and  to  prevent  exacerba- 
tion. In  occupational  asthma,  particularly,  the  patient  (or  the  inciting  cause,  if  known) 
should  be  removed  from  the  offending  environment  as  soon  as  possible.  Specific  treat- 
ment depends  upon  the  specific  offending  agent,  and  antiasthma  therapy  may  be 
needed  following  the  guidelines  of  the  National  Heart,  Lung,  and  Blood  Institute. 


CME  learning  objectives 
Upon  completion  of  this  article,  par- 
ticipants should  be  able  to  describe 
occupational  asthma,  its  risk  factors, 
basic  mechanisms,  and  etiologic 
agents;  to  name  the  three  recognized 
phases  of  asthmatic  response;  to  ex- 
plain the  evaluation  process  to  estab- 
lish if  asthma  is  related  to  the 
workplace;  and  to  identify  the  treat- 
ment goals  for  occupational  asthma. 


Send  reprint  requests  to  Dr  Farnham,  Department  of 
Occupational  and  Environmental  Medicine,  The  Uni- 
versity ofTexas  Health  Center  at  Tyler,  11937  US  High- 
way 271,  Tyler,  TX  75708-3154. 

60 


Within  the  past  century,  the  sig- 
nificance of  asthma  has  esca- 
lated from  Osier’s  opinion 
that  a paroxysm  is  rarely  fatal 
(1)  to  the  realization  that 
asthma  is  an  extremely  serious  disease, 
with  mortality  as  high  as  17.9  per  mil- 
lion in  1995.  Asthma  presents  a dra- 
matically changing  picture,  with  an 
increase  in  prevalence,  office  visits, 
hospitalizations,  and  mortality  rates  for 
the  15-year  period  from  1980  to  1995. 

The  Centers  for  Disease  Control  and 
Prevention  Asthma  Surveillance  Survey 
(1960-1995)  (2)  found  that  13.7  mil- 
lion cases  of  asthma  were  self-reported 
in  the  United  States  alone  in  1995,  a 
75%  increase  over  1980  data  (Fig  1). 
Office  visits  increased  50%  from  1975, 
emeigency  room  visits  were  more  than 
1.8  million  in  1995,  and  hospitaliza- 
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tions  increased  by  18%  from  1979 
through  1994.  Mortality  rates  rose 
from  8.2  per  million  in  1977  to  17.9 
per  million  in  1995,  a 46%  increase 
(Fig  2).  Worldwide  health  statistics 
mirror  these  figures  and  indicate  that 
this  is  a global  phenomenon. 

Why  this  increase  in  severity  and 
mortality?  No  one  knows  for  certain, 
but  many  theories  abound:  decrease  in 
bacterial  infections  with  corresponding 
increase  in  viral  infections,  increase  in 
air  pollution,  difficulty  in  access  to 
medical  care  for  indigent  cases,  and 
masking  of  symptoms  by  newer  med- 
ications. Whatever  the  cause,  asthma  is 
multifactorial  in  origin  with  familial, 
infectious,  allergic,  socioeconomic, 
psychosocial,  and  environmental  fac- 
tors underlying. 

Asthma  is,  by  definition,  a chronic 
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Fig  1.  Estimated  average  prevalence  rates  of  self-reported  asthma  for 
persons  aged  5 to  34  years,  by  region  and  year  — United  States,  National 
Health  Survey,  1980-1994. 
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Northeast  ■ Midwest  ■ South  iS  West 


Fig  2.  Rates  of  death  for  asthma  as  the  underlying  cause  of  death  for 
persons  aged  5 to  34  years,  by  region  and  year  — United  States, 
Underlying  Cause  of  Death  data  set,  1960-1995. 
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inHammatory  disorder  of  airways,  char- 
acterized by  variable  airflow  obstruc- 
tion and  airway  hyperresponsiveness 
(3).  In  most  cases,  asthma  presents 
symptomatically  with  dyspnea,  wheeze, 
tightness  of  chest,  and  cough. 

Occupational  asthma 

The  latest  estimates  from  the  US  Depart- 
ment of  Labor  indicate  that  more  than 
65,000  workers  are  affected  annually  by 
occupational  asthma,  the  prevalence  be- 
ing between  5%  and  15%.  This  was  as- 
sociated with  such  a deleterious  effect  on 
health  and  productivity  in  the  workplace 
that  the  Occupational  Safety  and  Health 
Administration  declared  the  year  1995  as 
a crisis  year  for  occupational  asthma. 

Occupational  asthma  is  caused  by 
workplace  dust,  fumes,  gases,  or  vapors. 
This  disease  may  be  either  preexisting 
asthma,  which  is  aggravated  in  the 
workplace,  or  new  onset  asthma,  occur- 
ring after  the  worker  has  been  exposed 
to  causative  agents  in  the  workplace. 

Irritants,  immunologic  sensitization, 
pharmacologic  mechanisms,  or  a com- 
bination of  all  may  cause  occupational 
asthma.  A single  massive  exposure  to 
irritants  may  result  in  a specific  subset 
of  asthma,  referred  to  as  reactive  air- 
ways dysfunction  syndrome  (RADS). 
This  s3mdrome  is  a sudden  onset  of 
asthma  in  nonallergic  workers  who 
have  no  prior  history  of  lung  disease. 
Chronic,  low-dose  exposures  to  irri- 
tants might  result  in  slowly  developing 
but  persistent  irritant  asthma.  Both  of 
these  conditions  have  been  described 
by  Stuart  Brooks,  MD  (4,5). 

Workplace  agents  that  can  cause  sen- 
sitization usually  are  latent  for  several 
weeks  or  months  after  the  initial  expo- 
sure before  clinical  asthma  becomes  ap- 
parent. During  this  latency  period,  the 
immune  sensitization  mechanism  be- 
comes activated  through  the  actions  of  T- 
land  B-lymphocytes,  IgE  antibodies,  and 
I mast  cells.  Upon  reexposure  to  the  of- 
fending chemical,  a clinically  sympto- 
matic reaction  occurs  following  release  of 
histamine,  leukotrienes,  prostaglandins, 
and  kinins,  causing  acute  bronchocon- 
striction,  mucous  membrane  edema,  and 
airway  plugging. 


Risk  factors 

Studies  have  indicated  that  several  risk 
factors  may  predispose  workers  to  occu- 
pational asthma,  although  this  is  some- 
what controversial  at  present.  One  risk 


factor  is  atopy  (the  state  of  being  aller- 
gic), which  may  predispose  people  to  the 
immunologic  mechanism  of  occupa- 
tional asthma.  Persons  who  are  atopic 
usually  have  very  high  levels  of  IgE  anti- 
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Table  1.  Some  high  molecular  weight  causes  of  occupational  asthma. 

Source  Antigens 

Plant  Pollens,  fungal  spores,  vegetable  gums 

Animal  Pelt,  dander,  saliva,  urine 

Foods  Flour,  coffee  beans,  tea,  castor  beans,  or  aerosolized  food  particles 


body  and  a specific  HLA  chain,  both  of 
which  are  inherited.  Studies  by  Hagy 
and  Settipane  (6)  have  shown  that 
asymptomatic  college  students  with  pos- 
itive allergy  tests  followed  over  7 years 
will  demonstrate  a 34%  prevalence  of 
asthma.  In  addition,  50%  of  allergic  pa- 
tients will  have  asymptomatic  decreases 
in  forced  expiratory  volume  in  1 second 
(FEVj).  A second  risk  factor  is  a state  of 
hypeireactivity  of  the  bronchi  in  response 
to  all  types  of  irritating  and  sensitizing 
dusts,  fumes,  gases,  and  vapors. 

A third  significant  risk  factor  is  ciga- 
rette smoking.  This  behavior  leads  to  in- 
flammation of  the  bronchi,  increasing  the 
possibility  of  viral  infections,  which  in 
turn  lead  to  bronchial  hyperactivity. 
Smoking  also  increases  the  level  of  IgE 
antibody  through  unknown  mechanisms. 

Basic  mechanisms 

Occupational  asthma  may  have  an  irri- 
tant, immunologic,  or  pharmacological 
pathogenesis.  Pharmacologic  agents  are 
represented  by  3 groups  of  chemicals: 
those  causing  direct  histamine  release, 
such  as  narcotics  or  cotton  hbers;  anti- 
cholinesterase chemicals,  such  as  those 
found  in  insecticides  (which  cause 
asthma  by  increasing  the  concentration 
of  acetylcholine);  and  beta-adrenergic 
blocking  agents,  such  as  toluene  diiso- 
cyanate (which  causes  bronchocon- 
struction  by  blocking  beta  adrenergic 
receptors  in  the  bronchi). 

Immunologic  agents  causing  asthma 
are  antigens  of  either  high  or  low  molec- 
ular weight  (above  or  below  40,000  dal- 
tons).  The  high  molecular  weight 
antigens  usually  involve  the  IgE  antibody 
mechanism  and  are  found  in  materials 
from  plants,  animals,  and  food  (Table  1). 
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Low  molecular  weight  antigens  are  me- 
diated generally  through  the  IgG  anti- 
body-hapten complex  (some  through 
IgE)  and  are  often  found  in  therapeutic 
agents  such  as  antibiotics  (penicillin, 
sulfonamides,  cephalosporins,  pharma- 
cological methyldopa,  and  psyllium)  and 
organic  chemicals  (isocyanates,  acid  an- 
hydrides, plicatic  acid,  and  colophony). 
Some  organic  chemicals  (trimellitic  an- 
hydride) can  cause  multiple  reactions  in 
people  through  the  IgE  and  IgG  immune 
mechanisms,  immune  complex  forma- 
tion, and  direct  toxic  damage.  Another 
group  of  low  molecular  weight  chemi- 
cals (eg,  salts  of  chromium,  cobalt, 
nickel,  aluminum,  platinum,  and  vana- 
dium) causes  asthma  by  mechanisms 
that  are  poorly  understood.  Irritant  reac- 
tions (RADS  and  irritant  asthma)  have 
already  been  discussed. 

Etiologic  agents 

Agents  that  can  cause  asthma  may  be  ei- 
ther chemical,  physical,  or  microbiologi- 
cal. As  stated  above,  chemical  agents 
may  be  of  high  molecular  weight  or  low 
molecular  weight.  Microbiological  agents 
are  mostly  high  molecular  weight.  High 
molecular  weight  antigens  will  result 
usually  in  the  formation  of  IgE  antibod- 
ies, whereas  low  molecular  weight  anti- 
gens are  often  related  to  antigen-protein 
hapten  formation  involving  IgG  and  IgA 
antibodies.  Fungi  (high  molecular 
weight  agents  in  the  microbiological 
category)  can  cause  not  only  hypersen- 
sitivity reactions  but  also  infection  and 
toxicity.  Physical  agents,  such  as  ex- 
tremes in  temperature  (both  high  and 
low),  low  relative  humidity,  and  particu- 
late matter  of  less  than  10  microns,  can 
also  cause  occupational  asthma. 
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Phases  of  asthmatic  response 

Because  of  the  complex  mechanisms 
involved  in  the  causation  and  manifes- 
tations of  asthma,  the  duration  may 
vary  between  the  offending  exposure 
and  the  actual  manifestation  of  asth- 
matic symptoms.  Currently,  we  recog- 1 
nize  3 phases  of  asthmatic  response: 
immediate,  late  isolated,  and  dual. 

The  immediate  phase  reaction  occurs 
within  seconds  to  minutes  after  expo- 
sure to  the  offending  agent  and  is  often 
caused  by  the  release  of  histamine, 
prostaglandin,  leukotrienes,  or  platelet- 1 
activating  factors.  Fifty  percent  of  cases 
exposed  to  high  molecular  weight  anti- 
gens will  respond  immediately,  in  con- 
trast to  only  10%  of  cases  exposed  to 
low  molecular  weight  antigens  (Fig  3). 

Late  isolated  responses  usually  occur  i 
within  6 to  8 hours  after  the  initial  ex-  i 
posure.  These  responses  are  usually  i 
caused  by  leukotriene  release  and  in- 
flux of  inflammatory  cells.  Low  molec- 
ular weight  antigen  exposure  is 
responsible  for  40%  of  these  isolated 
late  reactions;  only  2%  result  from  ex- 
posure to  high  molecular  weight  anti- 
gens. These  reactions  often  occur  when 
the  worker  is  at  home  or  away  from  the 
worksite,  thus  causing  much  confusion 
as  to  the  exact  cause  of  the  attack. 

The  dual  response  includes  both  im- 
mediate and  late  phase  reactions.  Dual 
response  occurs  with  almost  equal  fre- 
quency (48%  to  50%)  in  high  molecu- 
lar weight  and  low  molecular  weight 
antigenic  exposure. 

Evaluation 

The  purpose  of  a complete  evaluation  is 
to  establish  whether  asthma  indeed  exists 
and,  if  so,  whether  it  is  related  to  the 
workplace.  Initially,  a general  complete 
history  with  emphasis  on  allergy  and  oc- 
cupational factors  is  extremely  important. 
This  history  would  include  a review  of  the 
job  description  and  the  Material  Safety 
Data  Sheets,  if  available.  A complete 
physical  examination  and  routine  labora- 
tory workup  are  necessary  to  rule  out  any 
underlying  diseases.  Becklake  presents  a 
logical,  stepwise  workup  to  ascertain  cri- 
teria for  the  presence  of  an  asthma,  al- 
lergy, and  workplace  relationship  (7). 
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Fig  3.  Patterns  of  inhalation  challenge. 
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To  establish  the  presence  of  bron- 
chospasm,  the  clinician  must  be  given  a 
history  of  dyspnea,  wheeze,  and  cough. 
Physical  examination  revealing  wheez- 
1 ing  is  ideal,  but  often  this  is  not  present 
because  asthmatics  may  be  completely 
asymptomatic  during  the  office  evalua- 
tion. Pulmonary  function  tests  at  this 
point  should  show  a decrease  in  FEVj 
and,  perhaps,  a decrease  in  forced  ex- 
piratory flow  25%-75%. 

To  establish  the  presence  of  bronchial 
hyperresponsiveness,  a history  of  episodic 
dyspnea,  wheeze,  and  cough  is  needed. 
If  baseline  spirometry  demonstrates  an 
[ obstructive  pattern,  bronchodilator  (such 
as  albuterol)  inhalation  should  show  a 
20%  or  greater  increase  in  FEVj.  How- 
j ever,  if  the  baseline  spirometry  is  normal, 
a methacholine  challenge  test  should  re- 
! suit  in  a 20%  drop  in  FEV^.  If  no  signifi- 
cant change  occurs  in  the  FEVj  using 
these  procedures,  then  no  significant 
bronchial  hyperresponsiveness  exists. 

To  establish  the  presence  of  atopy,  his- 
tory should  reveal  an  atopic  family  his- 
tory or  a history  of  previous  allergies  in 
the  patient.  More  likely  than  not,  skin 
tests  to  common  antigens  should  be  pos- 
1 itive  and  radioallergosorbent  testing  may 
be  helpful.  Increased  levels  of  total  IgE 
and  elevated  total  eosinophil  counts  are 
likewise  helpful  in  diagnosing  allergies. 

To  establish  the  work-relatedness  of 
airway  obstruction,  a history  of  rela- 
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tion  of  symptoms  to  work  with  cessa- 
tion of  symptoms  when  away  from 
work  is  valuable.  Pre-  and  postshift 
spirometry  and  daily  peak  flow  rate 
(PFR)  diaries  both  at  work  and  at 
home  are  helpful.  The  PFR  should  be 
recorded  before,  during,  and  after 
work.  The  physician  should  stress  to 
the  patient  the  importance  of  keeping 
the  PFR  diary  on  holidays  and  vaca- 
tions as  well  as  documenting  any 
change  in  pulmonary  function  that  oc- 
curs away  from  work. 

To  establish  the  presence  of  specific 
sensitization,  skin  testing  is  sometimes 
possible  in  cases  of  high  molecular 
weight  agents.  Skin  tests,  however,  af- 
ford little  or  no  value  when  low  molec- 
ular weight  agents  are  involved.  At 
times,  specific  IgE  radioallergosorbent 
testing  may  be  helpful  for  certain 
chemicals.  Inhalation  challenge  testing 
using  specific  agents  is  considered  the 
gold  standard  among  all  tests  for  occu- 
pational asthma.  Specific  inhalation 
challenge  testing,  however,  should  be 
carried  out  only  under  conditions  of 
close  medical  supervision  in  a specially 
designed  inhalation  unit  and  with 
emergency  care  available. 

An  occupational  inhalation  chal- 
lenge unit  is  in  operation  at  the  Occu- 
pational Allergy  Clinic  at  The 
University  of  Texas  Health  Center  at 
Tyler.  Testing  with  toluene  diisocyanate 


already  is  being  done,  with  further 
chemical  and  antigen  tests  planned  in 
the  near  future. 

Treatment 

The  goals  of  treatment  are  the  same  for 
all  types  of  asthma:  to  maintain  pul- 
monary function  as  close  to  normal  as 
possible,  to  maintain  a normal  lifestyle, 
and  to  prevent  exacerbations. 

In  occupational  asthma,  more  than 
any  other  type  of  asthma,  the  patient 
must  be  removed  from  the  offending 
environment  as  soon  as  possible.  With 
continued  exposure  to  the  offending 
agent,  more  and  more  bronchial  dam- 
age develops,  and  irreversible  changes 
occur  in  the  airways.  This  damage  ap- 
pears to  be  related  to  duration  and 
dose,  further  emphasizing  the  need  for 
early  removal  from  the  workplace.  Re- 
moval of  the  offending  agent  by  process 
substitution  measures  may  be  possible, 
but  this  should  not  delay  interruption 
of  exposure.  A respirator  is  not  a suit- 
able alternative  in  cases  of  allergy. 

If  occupational  asthma  symptoms 
are  present  during  or  after  removal 
from  the  workplace,  then  pharmaco- 
logical treatment  of  asthma  as  outlined 
by  the  National  Heart,  Lung,  and  Blood 
Institute  guidelines  is  needed.  Treat- 
ment is  based  on  the  classification  of 
severity  in  4 steps:  mild  intermittent 
asthma,  mild  persistent  asthma,  mod- 
erate persistent  asthma,  and  severe 
persistent  asthma.  The  specific  recom- 
mendations for  each  step  are  detailed 
in  these  guidelines  (8). 

Summary 

In  summary,  occupational  asthma  may 
have  three  main  mechanisms.  A de- 
tailed history,  physical,  and  appropri- 
ate laboratory  and  pulmonary  function 
tests  will  reveal  the  cause  in  many 
cases.  Removal  from  exposure  is  the 
treatment  of  choice,  and  regular  anti- 
asthma therapy  may  be  needed  to  con- 
trol ongoing  symptoms. 
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The  Texarkana  mercury  incident 
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In  November  1 997,  2 teenagers  allegedly  removed  a large  amount  of  metallic  mercury 
from  an  abandoned  sign  plant  and  distributed  the  material  among  friends.  One 
teenager  developed  symptoms  and  admitted  playing  with  mercury  to  his  physician.  His 
blood  mercury  was  elevated.  In  February  1 998,  faculty  from  The  University  of  Texas 
Health  Center  at  Tyler  conducted  an  investigation  that  included  in-depth  evaluations  on 
10  patients  with  urine  mercury  concentrations  up  to  100  pcg/L.  Exposure  pathways  and 
timelines  were  reconstructed  from  records  assembled  by  the  Arkansas  State  Health  De- 
partment epidemiologist.  Mercury  contamination  was  found  among  teenagers,  children, 
and  adults  who  came  in  contact  with  the  metal.  Biomarkers  of  exposure  documented  re- 
duction in  mercury  concentrations  after  these  persons  were  removed  from  their  homes 
and  sources  of  mercury.  N eurobehavior al  assessment,  including  assessment  of  tremor, 
failed  to  establish  a relationship  between  mercury  exposure  and  performance. 


CME  learning  objectives 
Upon  completion  of  this  article,  partic- 
ipants should  be  able  to  summarize  the 
report  of  a 1997  incident  in  which  2 
teenagers  removed  a large  amount  of 
metallic  mercury  from  an  abandoned 
sign  plant  and  distributed  the  materials 
among  friends;  to  explain  the  investi- 
gations of  the  incident  by  the  Arkansas 
Department  of  Health  and  the  US  Envi- 
ronmental Protection  Agency;  and  to 
discuss  laboratory  results,  medical 
evaluations,  and  neurobehavioral  test 
results  of  the  persons  involved  in  the 
incident. 


Il 


, Drs  Lowry,  Rountree,  and  Levin,  The  University  of 
'Texas  Health  Center  at  Tyler;  Dr  Collins,  Area  Health 
j Education  Center  for  the  University  of  Arkansas  for 

!'  Medical  Sciences  in  Little  Rock;  and  Dr  Anger,  Oregon 
Health  Sciences  University.  Send  reprint  requests  to 
Dr  Lowry,  The  University  of  Texas  Health  Center  at 
Tyler.  11937  US  Highway  271.  Tyler,  TX  75708-3154. 


Background 

Mercury  is  a unique  metal  that 
has  been  used  for  thousands  of 
years  because  it  is  a liquid  at 
room  temperature,  expands 
and  contracts  in  a predictable 
manner  over  a wide  range  of  tempera- 
tures, and  readily  forms  alloys  (amal- 
gams). In  recent  years,  mercury  has 
also  been  shown  to  conduct  electricity 
and  has  been  used  in  switches  and  bat- 
teries. The  vapors  of  mercury  give  off 
light  when  electricity  passes  through 
them.  Mercury  vapor  lamps  provide  the 
bluish  hue  from  streetlights.  Mercury 
compounds  may  be  organic  or  inor- 
ganic salts.  Compounds  of  mercury 
have  been  used  as  antiseptics,  disinfec- 
tants, diuretics,  explosives,  paint  pig- 
ments, and  fungicides. 

Unfortunately,  mercury  and  its  com- 
pounds are  poisonous.  That  cinnabar, 
the  ore  from  which  mercury  is  mined, 
is  responsible  for  a variety  of  health 
problems  has  been  known  for  more 
than  2000  years.  In  ancient  times,  the 
monthly  workshift  of  cinnabar  miners 
in  Almaden,  Spain,  was  restricted  to  8 
shifts  of  4 hours  to  reduce  morbidity 
(1).  In  1700,  health  problems  were  de- 


scribed among  gilders  and  workers 
who  manufactured  mirrors  using  ele- 
mental mercury  (2).  In  the  1800s,  hat- 
ters who  used  acid  nitrate  of  mercury 
developed  erethism,  with  symptoms  of 
depression,  irritability,  tremor,  and 
cachexia  (3).  When  mercurials  were 
used  to  treat  syphilis,  salivation  and 
blackened  teeth  were  observed  with 
therapeutic  doses.  In  more  recent 
years,  outbreaks  of  organic  mercury 
poisoning  have  been  described  among 
hundreds  of  people  in  Minamata  Bay, 
Japan,  as  the  result  of  industrial  waste 
contamination  (4).  In  Iraq,  when  grain 
treated  with  fungicide  was  used  to 
make  bread,  500  persons  died  and 
6000  were  hospitalized  (5).  In  1997,  a 
scientist  at  Dartmouth  died  after  cuta- 
neous exposure  to  an  organic  mercury 
compound  while  at  work.  Two  clusters 
of  children  and  adults  who  were  ex- 
posed to  elemental  mercury  were  re- 
ported recently  (6,7). 

This  report  summarizes  a recent  in- 
vestigation of  exposures  to  elemental 
mercury  in  a local  community.  Elemen- 
tal mercury  is  regarded  largely  as  a cu- 
riosity, and  its  toxic  properties  are  not 
appreciated.  The  metal  is  poorly  ab- 
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sorbed  through  the  skin  or  the  gas- 
trointestinal tract.  The  inhalation  of 
mercury  vapor  is  the  most  common 
source  of  mercury  poisoning  (8). 

Mercury  vapors  are  absorbed  readily 
through  the  lungs.  Acute  high  level  ex- 
posure to  mercury  vapor  will  cause 
bronchial  irritation  and  acute  chemical 
pneumonitis.  Deaths  have  been  re- 
ported from  respiratory  failure.  Gin- 
givitis and  stomatitis  may  develop 
several  weeks  after  exposure.  Those 
who  recover  from  acute  high-level  ex- 
posure may  have  residual  impairment 
of  pulmonary  function. 

Mercury  vapor  exposure  may  cause  ir- 
ritability, diminished  concentration,  and 
memory  impairment.  Symptoms  of  de- 
pression, anxiety,  insecurity,  and  de- 
creased socialization  may  be  present. 
Parkinsonian  symptoms  or  a fine  tremor 
of  the  extremities,  tongue,  and  lips  may 
develop.  Patients  may  have  a sensorimo- 
tor axonopathy  of  the  peripheral  nervous 
system,  with  the  lower  extremities  being 
more  affected  than  the  upper  extremities. 
Impairments  of  hearing  and  color  vision 
along  with  concentric  constriction  of  the 
visual  fields  have  been  reported  also. 

After  absorption,  the  mercuric  ion  is 
excreted  through  the  gastrointestinal 
tract  and  the  kidneys  by  glomerular  fil- 
tration and  active  secretion.  Patients  may 
develop  acute  tubular  necrosis  and  ure- 
mia. Proteinurea,  hematuria,  and  casts 
are  manifestations  of  renal  damage. 

The  incident 

On  December  18,  1997,  a teenager  vis- 
ited his  physician  in  Texarkana,  Ark,  be- 
cause of  a persistent  cough,  headaches, 
insomnia,  cold  feet,  generalized  aches 
and  pains,  and  nausea.  He  had  discom- 
fort when  he  lay  on  his  back.  For  10 
days,  his  mother  had  treated  him  with 
over-the-counter  medications  for  “flu.” 
When  questioned  by  the  doctor  about 
unusual  activities,  the  boy  mentioned 
that  he  had  been  playing  with  mercury. 
A blood  mercury  test  showed  104  p-g/L, 
indicating  excessive  exposure.  The 
physician  then  notified  the  Texarkana 
Hazmat  Team  about  the  exposure. 

The  Hazmat  Team  contacted  the  lo- 
cal Office  of  Emergency  Services  on  De- 
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cember  31,  1997,  and  the  event  was  re- 
ported to  the  Arkansas  Department  of 
Health  (ADH).  Between  23  and  100 
pounds  of  mercury  were  estimated  to 
have  been  removed  by  2 teenagers  from 
an  abandoned  neon  sign  plant.  Twenty- 
one  pounds  of  the  metal  were  confis- 
cated from  an  apartment  occupied  by 
the  index  case.  The  mercury  was  stored 
in  glass  jars  placed  in  an  aquarium  out- 
side the  apartment.  Other  agencies  sub- 
sequently notified  included  the 
Arkansas  Department  of  Pollution  Con- 
trol and  Ecology  (ADPC&E)  and  the  En- 
vironmental Protection  Agency  (EPA). 

Investigations  by  the  Arkansas 
Department  of  Health  and  EPA 

EPA  and  ADH  began  their  investigation 
January  2,  1998.  ADH  identified  those 
persons  who  had  been  potentially  ex- 
posed through  personal  interviews. 
These  agencies  analyzed  the  routes  of 
exposure  in  the  teenagers  and  deter- 
mined if  biomedical  testing  (blood/urine 
samples)  or  physician  referral  was  indi- 
cated. ADH  determined  also  the  location 
of  potentially  contaminated  residences 
and  established  evacuation  criteria.  Re- 
location of  residents  was  required  if  the 
mercury  vapor  level  in  indoor  ambient 
air  exceeded  10  p,g/m3.  EPA  scheduled 
remediation  for  residences  that  were 
contaminated.  Contaminated  materials 
and  furnishings  were  removed  from 
many  homes.  Personal  belongings  from 
such  residences  (clothing,  personal 
items,  and  shoes)  and  other  property 
(vacuum  cleaners,  clothing,  bedding, 
and  throw  rugs)  were  bagged,  and  the 
headspace  in  the  bag  was  tested.  If  the 
mercury  level  was  less  than  10  p.g/m3, 
residents  were  allowed  to  retain  the 
item,  but  if  mercury  levels  were  higher, 
the  property  was  confiscated  by  EPA. 

Reoccupancy  criteria  were  estab- 
lished on  the  basis  of  ambient  air  mer- 
cury levels.  EPA  temporarily  relocated 
residents  living  in  contaminated  homes 
and  remediated  the  structures.  Mercury 
had  contaminated  a school  classroom, 
which  also  required  remediation.  EPA 
also  removed  additional  hazardous 
substances  from  the  neon  sign  plant. 

ADH  monitored  ambient  air  levels  in 
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the  remediated  homes  for  6 months  to 
ensure  that  mercury  levels  remained 
below  0.3  p.g/m3.  ADH  advised  all  per- 
sons with  elevated  levels  of  mercury  in 
their  blood  or  urine  (ie,  greater  than  20 
p,g/L)  to  consult  with  their  personal 
physicians  to  determine  what,  if  any, 
follow-up  actions  should  be  required. 

Timeline  and  exposure  pathways 

During  the  1997  Thanksgiving  vaca- 
tion, 2 teenagers  allegedly  removed  a 
large  amount  (estimated  23  to  100 
pounds)  of  elemental  mercury  from  an 
abandoned  neon  sign  plant  site  in 
Texarkana,  Ark.  The  mercury  was 
taken  initially  to  an  apartment  occu- 
pied by  1 of  the  boys.  Portions  were 
then  distributed  to  2 other  homes  in 
the  area  and  shared  finally  with  per- 
sons from  10  more  homes.  Several 
teenagers  wore  contaminated  clothing 
and  shoes  home  after  playing  with 
mercury,  and  contamination  of  their 
homes  resulted.  Ultimately,  elevated 
mercury  levels  were  identified  in  30 
persons  located  in  Texas  and  Arkansas, 
and  in  12  residences,  a convenience 
store,  and  a school  classroom. 

The  mercury  was  removed  from  the 
plant  on  or  about  November  25,  1997. 
During  the  next  6 weeks,  local  teens 
experimented  with  “recreational  use” 
of  mercury.  The  teenagers  thought  that 
playing  with  mercury  was  “cool”  and^ 
conducted  “experiments”  with  the  liq-j 
uid  metal.  They  described  dipping  their| 
arms  in  the  aquarium  filled  with  mer- 
cury. They  placed  it  on  their  clothing  to 
watch  it  seep  through  their  T-shirts  in^ 
tiny  droplets.  They  played  “catch”  with! 
mercury  by  throwing  the  material  back 
and  forth  and  catching  it  in  their  T-| 
shirts.  They  used  it  to  coat  jewelry  and^ 
coins.  They  also  “huffed”  mercury  (de-j 
fined  as  heating  mercury  and  inhaling 
the  vapors),  tried  to  burn  the  metal, 
dipped  cigarettes  into  the  mercury  and 
smoked  them,  and  poured  the  metal  onl 
the  house  steps  and  sidewalks.  Ulti-| 
mately,  small  containers  of  the  materiak 
were  sold  to  friends  and  acquaintances. 

By  New  Year’s  Eve  of  1997,  ADH, 
ADPC&E,  and  EPA  had  been  notified  of| 
the  problem.  On  January  2,  1998,  ADHj 

www.texmed.org 


Symposium  on  Environmental  Medicine 


Table  1.  Mercury  levels  in  reference  populaiions. 


Mercury  in  Urine 
(|jLg/g  Creatinine) 

Mercury  in  Blood 
(p-g/L) 

Comments 

Less  than  5 (<  5 |xg/L) 

2 

No  hsh  consumption 

4.8 

< 2 fish  meals  per  week 

8.4 

2-4  hsh  meals  per  week 

44.4 

> 4 hsh  meals  per  week 

Note:  Urinary  mercury  is  not  affected  by  fish  consumption. 

Table  2.  Guidance  values  for  mercury  in  blood  and  urine.  These  values 
indicate  action  levels  but  not  toxicity. 

Mercury  in  Urine 
(|jLg/g  Creatinine) 

Mercury  in  Blood 
(pg/L) 

Reference  No. 

35 

15 

11 

50 

> 20 

12 

50 

No  value 

9 

No  value 

18 

13 

and  HPA  began  investigating  and  reme- 
diating. From  January  2 to  January  9, 
1998,  homes  were  screened  for  mercury. 
The  residents  of  homes  found  to  be  con- 
taminated were  relocated  to  a local  ho- 
tel, and  remediation  was  initiated.  As 
knowledge  of  the  exposure  pathway  ex- 
panded, more  homes  needed  to  be 
screened.  Most  of  the  remediation  was 
completed  between  January  17  and 
January  23,  1998,  but  1 home  was  not 
cleared  for  3 months.  Two  structures 
could  not  be  cleared.  Demolition  of  1 
home  and  the  apartment  of  the  index 
case  was  necessary.  In  other  contami- 
nated homes,  mercury  levels  were  low- 
ered by  removal  of  floors,  crawl  space 
dirt,  or  wallboard  as  necessary. 

Blood  and  urine  specimens  were 
collected  from  61  persons  by  ADH  or 
by  personal  physicians  from  January  5 
to  January  13,  1998.  The  Poison  Con- 
trol Center  advised  that  patients  whose 
blood  levels  exceeded  30  p.g/L  be  noti- 
fied by  phone  of  the  results,  and  these 
patients  were  advised  to  consult  with 
their  physicians  to  determine  the  need 
for  treatment. 

Guidelines  for  acceptable  levels  of 
mercury  in  urine  and  blood  are  shown 
in  Table  1 (9,10).  Note  the  dependence 
of  fish  consumption  on  blood  mercury 
levels. 

Limits  for  mercury  concentrations  in 
blood  and  urine  were  developed  prima- 
rily by  organizations  focusing  on  occu- 
pational exposures  (9,11-13).  These 
are  listed  in  Table  2.  Please  note  that 
these  guidelines  delineate  action  lev- 
els, rather  than  toxicity,  indicating  that 
[Continued  exposure  could  lead  to 
symptoms  and  adverse  health  effects. 

Laboratory  results 

Sixty-one  subjects  provided  blood 
and/or  urine  specimens  in  January 
1 1998.  Retests  were  offered  when  mer- 
(cury  levels  in  blood  or  urine  exceeded 
! 20  p-g/L,  and  13  of  20  persons  eligible 
jfor  the  retest  accepted.  Summary  re- 
j suits  for  those  with  paired  blood  and 
[urine  are  shown  in  Table  3.  Results  for 
urinary  mercury  are  presented  as  p.g/L 
of  urine  and  as  p-g/g  of  creatinine  ex- 
creted. Most  of  the  elevated  data 


shown  as  p-g/L  of  urine  are  the  result  of 
concentrated  urine  specimens.  The  re- 
sults expressed  as  p-g  mercury  per  gram 
creatinine  reflect  mercury  exposure 
more  accurately  and  should  be  com- 
pared with  mercury  values  for  blood. 

Some  patients  were  advised  by  the 
Arkansas  Poison  Control  Center  to  seek 
medical  attention  from  their  doctors; 
Succimer,  an  oral  orphan  drug  approved 
for  use  in  lead  poisoning,  was  ultimately 
prescribed  for  5 patients  by  their  treat- 
ing physicians.  Two  of  the  5 patients 
filled  their  prescriptions:  1 patient  took 
a single  dose;  the  other,  several  doses 
before  discontinuing  the  medication  af- 
ter experiencing  side  effects. 

On  February  7,  1998,  repeat  blood 
and  urine  tests  were  offered  to  all  whose 
initial  mercury  levels  in  blood  or  urine 
exceeded  20  p-g/L.  Blood  mercury  values 
collected  in  February  were  much  lower 
than  those  collected  in  January.  This  was 
thought  to  be  the  result  of  removing  sub- 
jects from  sources  of  exposure.  Most,  but 
not  all,  of  the  urinary  data  expressed  as 
p-g  mercury  per  gram  creatinine  showed 


reduced  levels,  reflecting  the  biological 
half-life  of  mercury  in  urine  of  about  40 
days  (8).  Subjects  with  persistent  eleva- 
tions were  suspected  of  having  continued 
exposure.  Higher  levels  of  urinary  mer- 
cury in  the  index  case  suggested  elimina- 
tion of  mercury  as  a result  of  chelation 
with  Succimer;  a concomitant  fall  in 
blood  mercury  is  consistent  with  this  hy- 
pothesis. 

Medical  evaluation  summary 

Individuals  were  examined  initially  by 
different  physicians  from  different  facili- 
ties. No  summary  of  medical  findings  on 
the  exposed  population  seen  during  De- 
cember and  January  is  available.  In  Feb- 
ruary, all  persons  with  exposure  to 
elemental  mercury  who  were  identified 
to  have  blood  or  urine  mercury  levels  ex- 
ceeding 20  p-g/L  were  offered  the  op- 
portunity to  be  screened  by  a community 
family  practitioner  and  an  occupational 
physician  from  The  University  of  Texas 
Health  Center  at  Tyler,  and  also  to  be 
evaluated  by  a neurobehavioral  team 
from  Oregon  Health  Sciences  University. 
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Several  of  these  people  admitted  to 
concomitant  exposure  to  alcohol 
and/or  illegal  drug  use  (predominantly 
marijuana  and  some  cocaine).  Two  per- 
sons reported  irritability,  and  1 com- 
plained of  fatigue.  One  patient  had  a 
cough  but  had  been  diagnosed  with 
varicella  pneumonia  shortly  after  expo- 


sure to  mercury.  This  patient  also  had 
numbness  in  a single  lower  extremity. 
These  symptoms  were  not  considered 
related  to  mercury  exposure.  One  pa- 
tient reported  decreased  near  vision, 
but  this  was  thought  to  represent  pres- 
byopia. Two  of  the  9 patients  examined 
were  noted  to  have  a barely  perceptible 


Table  3.  Summary  blood  and  urine  mercury  concentrations  for  subjects 
with  paired  data  collected  in  January  and  February  1998. 


Person 

ID 

Date 

Collected 

Blood  Hg 
(p.g/L) 

Urine  Hg 
(p-g/L) 

Creatinine 

(mg/L) 

Urine  Hg 
(|xg/g  Creatinine) 

3 

1/2/98 

31.0 

1/7/98 

no 

3006 

36.6 

Index 

12/18/97 

104.0 

36 

1820 

19.0 

Case 

2/6/98 

7.2 

160 

2391 

66.9 

9-B 

1/9/98 

9.8 

30 

2261 

13.3 

2/7/98 

3.3 

18 

1271 

13.9 

10 

1/8/98 

21.0 

29 

1541 

18.9 

2/7/98 

4.4 

25 

1306 

19.1 

11-A 

1/7/98 

28.0 

no 

3570 

30.8 

2/7/98 

4.6 

24 

1439 

16.7 

11-C 

1/7/98 

17.0 

76 

2885 

26.3 

2/7/98 

4.0 

17 

1143 

14.1 

16 

1/8/98 

16.0 

48 

2728 

17.6 

2/7/98 

ND 

55 

3754 

14.6 

20 

1/5/98 

12.0 

1/7/98 

66 

2300 

28.7 

23 

1/8/98 

3.6 

30 

2981 

10.1 

2/7/98 

ND 

14 

1904 

7.4 

29-B 

1/6/98 

35.0 

24 

1450 

16.0 

2/7/98 

5.6 

20 

1134 

16.9 

29-C 

1/6/98 

26.0 

27 

1690 

15.0 

2/7/98 

ND 

39 

2533 

15.4 

35 

1/13/98 

5.0 

21 

3548 

5.9 

2/7/98 

ND 

15 

2897 

5.2 

38-A 

1/7/98 

100.0 

51 

766 

66.6 

2/7/98 

10.0 

53 

1202 

41.3 

38-C 

1/7/98 

79.0 

100 

1456 

68.7 

2/7/98 

9.2 

120 

2183 

55.0 

38-D 

1/7/98 

51.0 

77 

1246 

61.8 

2/7/98 

7.5 

36 

1073 

33.6 

ND  = no  data 
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tremor,  which  did  not  interfere  with] 
handwriting  or  drawing.  One  of  thesei 
patients,  with  a slight  tremor  of  intent, 
reported  that  his  tremor  was  present 
“all  of  my  life”;  this  tremor  was  not 
considered  to  be  related  to  mercury  ex- 
posure. No  other  neurologic  abnormal- 
ities were  noted.  No  patients  had; 
pulmonary  or  renal  symptoms  or  signs. 
Because  of  the  paucity  of  signs  and. 
symptoms  of  adverse  effects  and  the 
normalization  of  urine  mercury  levels,! 
none  of  the  persons  examined  were  ad- 
vised to  have  additional  follow-up. 

Neurobehaviora!  testing 

A battery  of  neurobehavioral  tests  was 
selected  to  assess  the  effects  of  mercury 
exposure  reported  in  the  literature  and 
to  provide  background  on  the  psycho-: 
logical  functioning  of  the  Texarkana  res- 
idents tested.  The  Beck  Depression  and 
Anxiety  Inventories  and  the  SF-36  were 
administered  as  part  of  the  computer- 
ized Health  Screening  System  (14).  The 
Symbol-Digit,  Digit  Span,  Tapping,  Sim- 
ple Reaction  Time,  Serial  Digit  Learning, 
and  Oregon  Dual  Task  Performance  tests 
were  administered  as  part  of  the  com- 
puterized Behavioral  Assessment  and 
Research  System  (15).  The  Wide  Range 
Achievement  Test  III  was  administered 
to  assess  educational  levels  (16). 

Summary  of  neurobehavioral  results 

Neurobehavioral  and  psychological  tests 
were  administered  to  12  patients,  8 of 
whom  were  exposed  to  mercury  and  4 
who  were  controls.  All  but  1 of  the  8 ex- 
posed participants  were  reported  to  have 
urine  mercury  concentrations  below  the 
range  that  has  been  associated  with  ad- 
verse effects  in  the  research  literature  on 
inorganic  and  elemental  mercury.  Al- 
though mercury-exposed  participants 
generally  demonstrated  poorer  perform- 
ance on  neurobehavioral  tests  than  con- 
trols, average  or  better  test  results  for 
educational  attainment  and  reading 
skills  for  the  controls  contrasted  with  re- 
sults below  expectation  for  educational 
attainment  and/or  reading  skills  for 
most  of  the  mercury-exposed  partici- 
pants. This  suggests  that,  as  a group,  the 
mercury-exposed  participant’s  neurocog-  j 
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nitive  ability  before  the  exposure  was  be- 
low average. 

Because  most  participants  had  urine 
mercury  concentrations  below  the 
range  previously  associated  with  ad- 
verse effects,  pre-exposure  ability  level 
,'S  a more  likely  explanation  than  neu- 
rotoxic exposure  for  the  poorer  per- 
formance on  neurobehavioral  tests  of 
mercury-exposed  participants  as  com- 
pared with  that  of  the  controls.  Two 
other  findings  support  this  hypothesis: 
first,  positive  rather  than  negative  cor- 
relations were  found  between  urine 
mercury  and  neurobehavioral  test  per- 
formance, which  is  contrary  to  expec- 
tation if  mercury  exposure  had 
contributed  to  the  performance 
deficits;  and  second,  the  1 mercury-ex- 
posed  person  with  a urine  mercury 
concentration  in  the  range  associated 
with  neurobehavioral  performance 
deficits  reported  in  the  literature  had 
fewer  performance  deficits  than  most 
other  mercury-exposed  participants. 
Ml  but  1 of  these  persons  were  within 
normal  limits  on  measures  of  anxiety 
and  depressive  symptoms,  and  no  con- 
sistent pattern  associating  measures  of 
perceived  health  with  mercury  expo- 
sure was  noted.  In  addition,  the  re- 
sponses of  1 mercury-exposed  person 
raise  concerns  that  this  person  was  not 
fully  motivated  to  perform  the  neu- 
robehavioral tests.  The  questionnaire 
results  of  another  mercury-exposed 
person  revealed  symptoms  suggestive 
of  clinical  depression. 

Educational  event 

Faculty  from  The  University  of  Texas 
Health  Center  at  Tyler  discussed  the 
history,  major  health  effects  (including 
neurobehavioral),  diagnosis,  guide- 
lines for  biomonitoring,  and  treatment 
for  elemental  mercury  exposure  with  a 
group  of  25  medical  residents  and  local 
physicians.  Biomonitoring,  the  kinetics 
of  elimination,  quality  assurance  of 
testing  laboratories,  and  guidelines  for 
interpretation  were  reviewed.  Unfortu- 
nately, no  consensus  guidelines  exist 
for  institution  of  chelation.  Patients 
must  be  treated  on  the  basis  of  clinical 
signs  in  conjunction  with  appropriate 


laboratory  data.  As  a general  recom- 
mendation, persons  with  blood  levels 
higher  than  100  p.g/L  and  urine  levels 
higher  than  100  p-g/g  creatinine,  ac- 
companied by  signs  of  mercury  toxicity, 
should  receive  treatment. 

Recommended  follow-up 

On  the  basis  of  the  urine  and  blood 
data  from  January  and  February,  as 
well  as  the  medical  and  neurological 
examinations  conducted  on  February 
19,  1998,  no  medical  follow-up  was 
recommended.  Two  families  caused 
some  concern.  Both  were  contacted  but 
refused  to  participate  in  follow-up 
urine/blood  testing  or  medical  evalua- 
tion. One  family  showed  elevated  lev- 
els of  urine  mercury  in  the  February  7, 
1998,  screening,  and  concerns  were 
raised  about  possible  continuing  expo- 
sure. This  fear  was  alleviated,  however, 
by  a mercury  screening  of  the  residence 
in  late  March,  which  confirmed  that  the 
residence  was  “cleared”  and  that  con- 
tinued exposure  from  the  residence 
was  not  an  issue. 

The  index  case  did  not  return  for  his 
medical/neurological  examination  sched- 
uled for  February  19,  1998.  On  the  basis 
of  the  data  from  other  exposed  persons 
and  on  the  general  finding  of  successful 
household  remediation,  no  follow-up  was 
recommended. 

In  both  of  these  cases  that  caused 
concern,  levels  of  mercury  in  blood 
and/or  urine  are  expected  to  decline 
according  to  the  elimination  half-lives 
of  about  40  days.  If  continued  exposure 
is  no  longer  a possibility,  mercury  lev- 
els in  blood  and  urine  should  continue 
to  fall.  The  affected  persons  are  fully 
aware  of  the  toxicity  of  mercury,  if  not 
from  communication  with  medical  pro- 
fessionals, then  from  conversation  with 
peers  and  media  presentations. 

Discussion 

Despite  the  rather  chaotic  nature  of 
community  exposures,  local  and  state 
officials  were  very  effective  in  the  emer- 
gency response  to  this  incident.  EPA  was 
requested  promptly  to  aid  in  cleanup. 
Affected  families  were  immediately  re- 
moved from  continuing  mercury  expo- 


sure. This  is  the  best  way  to  reduce  the 
potential  for  serious,  long-term  conse- 
quences of  mercury  exposure. 

Aside  from  the  poison  control  cen- 
ter, local  health  officials  frequently  do 
not  have  a plan  to  deal  with  toxic 
emergencies.  State  agencies  are  not  of- 
ten staffed  with  medical  toxicologists, 
biomonitoring  experts,  or  occupa- 
tional/environmental medicine  special- 
ists who  can  help  provide  information 
in  occupational  or  environmental 
chemical  emergencies.  In  the 
Texarkana  event,  local  physicians  con- 
tacted the  state  health  department,  re- 
ceived information  on  mercury 
hazards,  and  aggressive  medical  treat- 
ment was  recommended. 

Physicians  interested  in  hazardous 
exposures  may  benefit  from  a series  of 
case  studies  or  a variety  of  other  mate- 
rials developed  by  the  Agency  for  Toxic 
Substances  and  Disease  Registry 
(ATSDR),  an  agency  of  the  Public 
Health  Service  (16,17).  These  materi- 
als are  available  without  charge  from 
that  office,  and  some  have  been  ap- 
proved for  Category  1 continuing  med- 
ical education  credit  (18).  Further 
information  can  be  obtained  by  writing 
to  ATSDR,  1600  Clifton  Rd  NE,  Atlanta, 
GA  30333.  The  Association  of  Occupa- 
tional and  Environmental  Clinics  and 
ATSDR  are  2 organizations  that  serve 
as  clearinghouses  for  health  profession- 
als and  can  provide  assistance  in  most 
toxic  emergencies.  In  the  event  of  a 
chemical  spill  or  other  toxic  emergency, 
the  dissemination  of  accurate,  reliable 
information  can  make  the  difference 
between  an  annoyance  and  a disaster. 
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Commentary 

The  silent  voice  of  reason 

Larry  Stetzner,  PhD,  MD 

Glenn  Phillips,  MS,  ChE 

In  the  arena  of  environmental  health  science,  we  need  more  data,  and  we  must  better 
interpret  the  information  we  have  already.  Perhaps  our  greatest  deficit,  however,  lies  in 
the  need  to  communicate  more  effectively  with  the  public  on  matters  of  environmental 
health  science.  At  the  heart  of  better  environmental  health,  we  believe,  is  a critical  need 
for  scientists  to  become  more  active  in  communicating  environmental  risks. 


CME  learning  objectives 
I Upon  completion  of  this  article,  par- 
ticipants should  be  able  to  recognize 
the  need  for  scientists  to  more  effec- 
tively communicate  environmental 
health  science  to  the  public  and  to  be- 
come more  active  in  the  arena  of  envi- 
ronmental health  risk  communication; 
to  present  significant  facts  related  to 
environmental  health  issues  and  regu- 
lations; to  improve  the  effectiveness 
of  their  communication  of  environ- 
mental risks;  and  to  use  risk  compar- 
isons as  an  effective  tool  for 
communicating  risk  perspectives. 


Send  reprint  requests  to  Dr  Stetzner,  Medical  Director, 
Texas  Eastman  Chemical  Company,  PO  Box  7444, 
Longview,  TX  75607-7444. 


Introduction 

As  we  approach  the  end  of  the 
“Decade  of  the  Environment,”  re- 
flection is  appropriate:  where  are 
we,  and  where  we  are  going  in 
our  pursuit  of  a cleaner  environ- 
ment? In  many  respects,  our  environ- 
ment is  better  today  than  10  years  ago 
or  110  years  ago.  Taking  a drink  of  wa- 
ter no  longer  poses  a mortal  risk  of 
cholera.  Garbage  is  no  longer  thrown 
outside  for  free-running  animals  to 
scavenge.  Automobiles  have  replaced 
horses,  which  had  left  our  streets  full  of 
manure,  stench,  and  disease. 

Dramatic  environmental  improve- 
ments have  been  made.  Yet  the  realiza- 
tion is  increasing  that  we  often  are  not 
spending  our  environmental  dollars 
wisely.  We  believe  the  major  reason  for 
this  inefficiency  is  not  lack  of  data  but 
poor  and  ineffective  communication  of 
probabilistic  risk  from  scientists  to  the 
public.  The  concept  of  costs  versus  ben- 
efits associated  with  environmental  im- 
provements, in  particular,  has  not  been 
presented  well. 

A report  from  the  Harvard  School  of 
Public  Health’s  Center  for  Risk  Analysis 
has  estimated  that  an  additional  60,000 
lives  per  year  could  be  saved  simply  by 
reallocating  $21.4  billion  annually 
(about  one  seventh  of  our  cost  for  envi- 
ronmental controls)  to  more  cost-effec- 
tive life  interventions.  Or,  alternatively, 
the  current  number  of  lives  could  be 
saved  with  a $31.4  billion  annual  ex- 


penditure reduction  simply  by  investing 
the  remaining  resources  in  lifesaving  in- 
terventions costing  less  than  $16,500 
per  life  saved  (1).  Environmental  health 
regulatory  policies  that  ignore  risk  as- 
sessment, prioritization,  and  cost-effec- 
tiveness tend  to  drift  toward  overfocus 
on  trivial  risks,  ultimately  leading  to 
wasted  resources  and  loss  of  lives  (1-3). 

Table  1 shows  a sampling  of  the 
wide  disparity  in  cost  of  various  life  in- 
terventions (4).  Americans  tend  to 
spend  enormous  amounts  of  money  on 
cost-ineffective  activities,  such  as  exces- 
sive cleanup  of  Superfund  sites,  while 
ignoring  more  effective  opportunities, 
such  as  flu  shots,  highway  improve- 
ments, or  reduction  in  smoking  (4). 

We  believe  environmental  health  sci- 
ence has  3 opportunities  for  major  im- 
provement: first,  better  data  generated 
through  more  research;  second,  better 
interpretation  of  data  with  more  realis- 
tic animal  testing  methodologies  for 
carcinogenic  risk  and  cancer  rankings; 
and  third,  better  risk  communication 
with  the  public  to  improve  the  societal 
perception  of  risks  versus  benefits. 

Typically,  environmental  health  sci- 
entists trumpet  the  first  opportunity, 
debate  the  second,  and  dutifully  avoid 
the  third.  This  prioritization  sometimes 
serves  us  well.  Thus,  for  a person  fac- 
ing heart  bypass  surgery,  understand- 
ing a 5%  mortality  risk  is  relatively 
simple,  and  opportunities  for  improve- 
ment lie  clearly  in  more  research. 
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Table  1.  Lifesaving  costs  (median  cost  of  a year  of  life  saved  by  various 
interventions  [4]). 


Cost,  in  dollars 

Childhood  immunization 

Less  than  zero 

Prenatal  care 

Less  than  zero 

Flu  shots 

600 

Water  chlorination 

4,000 

Cholesterol  screening  for  boys  at  age  10  years 

6,500 

Cervical  cancer  screening  for  women  older  than  60  years 

11,000 

Pneumonia  vaccination 

12,000 

Breast  cancer  screening 

17,000 

Construction  safety  rules 

38,000 

Kidney  dialysis 

46,000 

Heart  transplant 

104,000 

Cervical  cancer  screening  for  women  older  than  20  years 

224,000 

Preventing  industrial  releases  of  carcinogenic  emissions 

2,500,000 

Seat  belts  in  school  buses 

2,800,000 

Preventing  chloroform  releases  from  pulp  mills 

99,000,000,000 

Table  2.  Approximate  oral  LD50* 
chemicals  (33). 

in  rats  for  a group  of  well- 

■known 

Chemical 

LD50  (mg/kg) 

Relative  Toxicity 

Sucrose  (table  sugar) 

29,700 

1 

Ethyl  alcohol 

14,000 

2 

Sodium  chloride  (common  salt) 

3,000 

10 

Vitamin  A 

2,000 

15 

Vanillin 

1,580 

19 

Aspirin 

1,000 

30 

Chloroform 

800 

37 

Copper  sulfate 

300 

99 

Caffeine 

192 

155 

Phenobarbital,  sodium  salt 

162 

183 

DDT 

113 

263 

Sodium  nitrite 

85 

349 

Nicotine 

53 

560 

Aflatoxin  B1 

7 

4,243 

Sodium  cyanide 

6.4 

4,641 

Strychnine 

2.5 

11,880 

* LD50  is  the  lethal  dose  for  50%  of  the  rats. 
DDT  = dichlorodiphenyltrichloroethane 


As  for  chronic  environmental  risk, 
however,  we  believe  the  above  prioriti- 
zation should  be  reversed.  Thirty  years 
ago,  many  of  our  environmental  im- 
provements were  identified  easily  be- 
cause they  simply  made  good  sense. 
Today,  however,  as  regulatory  con- 
straints become  increasingly  restrictive 
and  costly,  we  must  move  from  good 
sense  to  good  science.  When  a regula- 
tory agency  considers  reducing  the 
ozone  standard  from  0.12  to  0.08  parts 
per  million  (ppm),  or  a manufacturing 


facility  contemplates  a $50  million  ex- 
penditure to  reduce  emissions  of  ethyl- 
ene, more  data  are  needed,  but  often 
the  greater  need  challenges  us  to  better 
interpret  the  data  we  have  and  to  ex- 
plain that  interpretation  more  effec- 
tively to  the  public.  Otherwise,  public 
policy  will  likely  be  driven  by  “sound 
bites”  instead  of  sound  science.  We 
need  to  improve  interpretation  of  envi- 
ronmental toxicology  research,  and  we 
need  to  communicate  those  results 
more  effectively  to  the  public. 
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Researchers  at  the  Harvard  Centei' 
for  Risk  Analysis,  Dr  Elizabeth  Ander-I 
son,  former  head  of  the  Environmental 
Protection  Agency  (ERA)  Cancer  Assess-' 
ment  Group,  Dr  Bruce  Ames  of  the  Uni-; 
versity  of  California  at  Berkeley,  and 
numerous  other  researchers  have  stated: 
that  we  are  greatly  exaggerating  car-! 
cinogenic  risk  by  opting  to  err  on  the 
safe  side  at  each  step  of  our  toxicologi-, 
cal  methodologies  (5-14).  Richard 
Belzer,  risk  specialist  with  the  US  Officei 
of  Management  and  Budget,  estimates: 
risks  interpreted  from  animal  studies  are’ 
100  to  5000  times  overstated  (15).  Lin-, 
ear  extrapolation  to  zero  (no  threshold)' 
has  overstated  leukemia  risk  from  ben-| 
zene  (16).  Studies  by  Dr  Sandra 
Archibald  of  the  Food  Research  Institute 
at  Stanford  University  and  Carl  Winter  at 
the  University  of  California,  Riverside, 
show  that  extreme  assumptions  have 
overstated  risks  from  tomatoes  (2600 
times),  from  apples  (21,000  times),  and 
from  lettuce  (300  times)  (17-19).  (For  a 
scholarly  presentation  on  how  conserva- 
tive risk  assessment  methodologies  dis- 
tort regulation,  we  recommend  “The 
Perils  of  Prudence”  [20].) 

Perhaps  our  biggest  challenge  for! 
improving  environmental  health  regu-: 
lations  is  communicating  probabilistic 
risk  with  the  public  in  a clear,  honest,' 
and  understandable  manner.  The  envi- 
ronmental health  concept  of  “risk  ver- 
sus benefit”  must  be  a focus  of  this 
communication.  That  is,  what  are  the 
costs  of  an  environmental  action  (or  in- 
action) compared  with  the  benefits? 
This  commonly  leads  to  the  classical 
tension:  should  we  “produce  until 
proven  unsafe'”  or  “ban  until  proven 
safe"?  Society  will  normally  opt  for  a 
decision  somewhere  between  these 
two  extremes  — always  based  on  in- 
complete and  imperfect  data. 

How  we  separate  real  environmen- 
tal health  risks  (which  do  exist)  from 
the  imaginary  and  exaggerated  ones 
(which  exist  also)  — how  we  weight 
and  ultimately  control  them  — is  an  in- 
creasingly critical  issue  facing  our  na- 
tion. We  must  recognize  that  ultimately 
the  public  will  make  this  delineation. 
We  need  more  research,  and  we  need 
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more  realistic  application  of  research 
data,  but  ultimately  the  communica- 
tion of  that  data  to  the  public  is  what 
will  lead  to  better  regulations. 

Tips  for  communicating  risk 

The  skills  and  precautions  related  to 
risk  communication  have  been  widely 
reported  (21,22).  The  public  can  un- 
derstand and  will  appreciate  an  honest 
presentation  of  significant  facts  related 
to  environmental  health  issues  and  reg- 
ulations. For  example,  consider  the  fol- 
lowing: 

• Total  cancer  mortality  rates  (age-ad- 
justed) are  generally  not  increasing 
when  the  effects  of  smoking  are  dis- 
counted (23-29). 

• Environmental  pollution  accounts 
for  no  more  than  2%  (30)  and  prob- 
ably less  than  0.5%  of  cancer  mor- 
tality (31,32). 

• At  high  enough  dosage,  all  chemi- 
cals, natural  and  man-made,  are 
toxic.  Table  2 presents  a relative 
ranking  of  toxicity  for  some  common 
substances.  Water,  sunshine,  oxygen, 
herbs,  and  vitamins  can  be  toxic  at 
levels  of  high  exposure  (33^0). 

• Chemical  plant  workers  live  longer 
than  the  average.  (They  should,  be- 
cause the  industry  hires  healthier- 
than-average  employees  and  they 
receive  better-than-average  medical 
care  [41].) 

• Americans  are  living  longer  and 
healthier  than  at  any  time  in  their 
history.  Life  expectancy  in  the 
United  States  has  increased  from  47 
to  76  years  since  1900,  and  it  has  in- 
creased dramatically  throughout  the 
world  (42-45). 

• Cancer  mortality  rates  (age-ad- 
justed) in  the  United  States  are 
about  average  compared  with  the 
rest  of  the  world  (29). 

To  improve  effectiveness  of  commu- 
nication, we  make  the  following  sug- 
gestions: 

Communication  must  precede  the 
acronym.  Effective  communication  can 
only  take  place  in  an  atmosphere  of 
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Table  3.  Lifetime  mortality  risk.* 


Daily  Dose 

Mortality  per  Million 

Carcinogen 

EPA  acceptable  risk 

1 

One  chest  x-ray  (lifetime) 

1 

Pesticide  (all) 

4 

Includes  PCB,  EDB,  DDT,  and  others 

Tap  water 

5 

Chloroform 

Lightning  strike  (lifetime) 

35 

Bacon 

45 

Nitrosamines 

Herb  (comfrey)  tea 

150 

Comfrey,  symphytine 

Peanut  butter 

150 

Aflatoxin 

Diet  cola 

300 

Saccharin 

Raw  mushroom 

500 

Hydrazines 

Beer 

14,000 

Ethanol 

Wine 

23,500 

Ethanol 

Sleeping  pill 

80,000 

Phenobarbital 

Cigarettes 

400,000 

Numerous 

* For  example,  the  risk  of  death  from  1 pack  of  cigarettes  per  day  is  100,000  times  greater  than 
that  from  ail  pesticide  residues  combined.  A typical  regulatory  risk  level  of  1 in  a million  is  35 
times  more  protective  than  the  risk  of  death  by  lightning. 


Sources:  Ames  (49),  Stroup  (50),  Gold  (51),  Wilson  (65),  Crouch  (66),  and  Slovic  (67). 

PCB  = polychlorinated  byphenyls 
EDB  = ethylene  dibromide 

DDT  = l,l,l-trichloro-2,2-bis(4-chlorophenyl)ethane 


Table  4.  Lifetime  mortality  risk  of  1 in  a million  (common  regulatory 
acceptable  risk  level).* 

1 chest  x-ray 

1 diet  cola  every  10  months 
1 sleeping  pill  every  219  years 
1 cigarette  every  50  years 
1 raw  mushroom  every  20  months 
1 wine  every  60  years 
1 beer  every  38  years 
1 charcoal-broiled  steak  every  8 months 
1 peanut  butter  sandwich  every  5 months 
1 cup  comfrey  herb  tea  every  5 months 
3 hours  in  a coal  mine 
6 minutes  in  a canoe 
10  miles  on  a bicycle 
300  miles  by  car 

1,000  miles  by  commercial  aircraft 
Being  hit  by  a train 

* Lightning  kills  35  in  a million. 

Sources:  Ames  (48),  Stroup  (50),  Gold  (51),  Wilson  (65),  Crouch  (66),  and  Slovic  (67). 


trust  and  respect.  Achieving  effective 
dialog  is  extremely  difficult  after  the 
“HELP,”  “STOP,”  and  “SAVE”  organiza- 
tions have  been  formed.  Or,  as  Peter 
Sandman  of  Rutgers  says,  “It’s  hard  to 
talk  to  folks  when  they  are  throwing 
rocks  at  your  car.” 


Communication  flows  2 ways.  How 
you  listen  may  be  more  important  than 
what  you  say. 

Be  honest.  Room  exists  for  honest 
debate  but  not  for  dishonesty.  Trust 
does  not  mean  agreement;  trust  comes 
from  a perception  of  honesty.  A dubi- 
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Table  5.  Lifetime  mortality  risks  (number  of  deaths  per  million). 


Struck  by  train 

1 

Cancer  per  chest  x-ray 

1 

Struck  on  ground  by  crashing  airplane 

4 

Playing  high  school  football 

8 

Struck  by  lightning 

35 

Drowning  in  home  bathtub 

too 

Electric  shock 

350 

Home  accidents  (all) 

8,400 

Vehicle  accidents 

14,900 

Police  work 

15,400 

Coal  mining 

58,800 

Smoking 

400,000 

Sources:  Stroup  (50),  Wilson  (65),  Crouch  (66),  Slovic  (67),  Tierney  (36),  and  Environmental 
Protection  Agency  (33). 

Table  6.  Cancer  mortality  risk  (based  on  a 24%  background  cancer 
mortality  rate). 

Risk  Level 

Mortality  Increase 

% Mortality  Increase 

Risk  Comparison 

1/10 

2.4  ^ 3.4 

42 

1 cigarette/day 

1/100 

24^25 

4.2 

1 beer/day 

1/1,000 

240  ^ 241 

0.42 

2 mushrooms/day 

1/10,000 

2,400  ->  2401 

0.042 

2 diet  colas/week 

1/100,000 

24,000  ^ 24,001 

0.0042 

1 hour  in  a canoe 

1/1,000,000 

240,000  ^ 240,001 

0.00042 

1 sleeping  pill/219  years 

ous,  even  hostile,  audience  will  respect 
an  honest  communicator. 

The  public  rules.  The  scientist’s  role 
is  never  to  impose  levels  of  acceptable 
risk.  The  scientist  can  enlighten  and  in- 
form, and  the  more  informed  people 
are,  the  better  decisions  they  can  make. 
But,  ultimately,  society  does  (and 
should)  define  acceptable  risk  levels. 

Address  the  reasonable  majority.  Fo- 
cus on  the  reasonable,  though  dubious, 
many,  rather  than  on  the  irrational, 
though  vocal,  few. 

Never  exaggerate.  No  company  is 
ever  “doing  everything  possible”  or  “all 
we  can,”  and  no  one  can  say,  “it  is  safe.” 

Never  claim  a goal  of  “zero”  risk,  emis- 
sions, or  accidents.  “Zero”  is  not  only  un- 
achievable but  should  not  even  be 
pursued;  and,  with  care,  we  should  not 
be  afraid  to  say  so.  Dishonest  “zero”  risk 
thinking  is  revealed  by  expressions  such 
as  “clean  as  possible,”  “pure  as  possi- 
ble,” “safe  as  possible,”  and  “we  can’t 
take  chances  with  our  children’s  lives.” 
We  must  take  chances  with  our  chil- 
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dren’s  lives;  otherwise,  we  would  never 
put  them  on  a school  bus  or  give  them  a 
Sabin  polio  vaccine,  which  causes  an  av- 
erage of  10  cases  of  polio  a year  in  the 
United  States  (46,47).  Following  the 
Value  Jet  crash  in  Florida,  a safety  ex- 
pert stated  we  can  never  have  enough 
safety  equipment  on  an  airplane.  Car- 
ried to  an  extreme,  this  might  lead  to  ex- 
tremely high  ticket  prices,  which,  in 
turn,  would  lead  to  more  travel  by  auto- 
mobile, thereby  resulting  in  an  in- 
creased mortality  risk. 

We  should  all  support  actions  and 
regulations  that  properly  reduce  risks. 
But  extreme  aversion  to  risk  is  harmful. 
Those  societies  that  have  taken  risks 
have  provided  the  greatest  safety  and 
health  for  their  people.  Perhaps  Aaron 
Wildavsky  of  The  University  of  Califor- 
nia said  it  best:  “If  we  hinder  progress 
on  the  grounds  it  brings  some  bads,  we 
will  deny  ourselves  even  greater  goods. 
If  it  seems  too  cruel  to  contemplate  any 
harm  at  all,  the  even  greater  cruelty  is 
to  abandon  net  benefit,  for  giving  that 
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up  guarantees  that  more  people  willJ 
have  worse  health”  (19). 

Tiptoe  through  the  experts.  Environ- 
mental health  issues  have  become' 
greatly  polarized  and  politicized.  The' 
use  of  “experts”  and  “consultants”  can 
appear  to  be  self-serving  and  may  un- 
necessarily heighten  outrage.  In  addition 
to  being  experts,  consultants  must  be' 
skillful  and  empathetic  communicators. 

Be  “cool.  ” Never  express  anger,  frus- 
tration, or  impatience.  If  necessary,  de- 
fer getting  your  message  across  to 
another  day.  If  you  are  shouted  down,! 
the  audience  will  know  who  wasi 
treated  unfairly. 

Be  simple  and  humble.  Let  the  audi- 
ence recognize  your  knowledge  and  ex- 
pertise — you  need  not  do  it  for  them. 
To  paraphrase  a Proverb,  “Let  the  audi- 
ence praise  you,  and  not  you  yourself” 
(48).  “Sound  science”  is  appropriate, 
but  arrogance  is  deadly. 

Be  open  to  feedback.  Feedback  is  es- 
sential, even  if  spiked  with  hostility. 
Anger  well  received  usually  becomes 
anger  defused. 

Admit,  “I  don’t  know.”  We  should  be 
confident  of  that  which  we  do  know.  If 
we  don’t  know  the  answer  to  a ques- 
tion, we  should  say  so,  with  intent  to 
find  out.  The  audience  must  perceive 
that  we  are  not  being  evasive,  uncer- 
tain, or  equivocal. 

Address  uncertainties  of  science.  Au-i 
diences  want  answers  and  tend  toj 
think  in  dichotomies  (eg,  is  it  safe  or; 
not,  did  you  do  it  or  not,  will  it  causej 
cancer  or  not,  is  it  over  the  standard  or| 
not).  Toxicological  and  epidemiological' 
health  data  involve  statistical  uncer- 
tainties, and  these  must  be  addressed! 
skillfully  with  the  audience. 

Recognize  the  psychology  of  risk  aver- 
sions. Risks  that  are  perceived  to  be 
nonvoluntary,  unfair,  exotic,  imposed, 
unnatural,  infrequent,  dramatic,  unfa- 
miliar, and  memorable  tend  to  heighten 
outrage.  Radon  in  a home  is  of  less  con-| 
cern  when  placed  there  by  God  rather 
than  by  a chemical  manufacturer  (21). 

Form  a team.  If  a conflict  cannot  be| 
resolved  in  a public  meeting,  assemble  j 
a team  of  responsible  people  who  rep-| 
resent  the  diverse  interest  groups. 
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Most  people  can  understand  proba- 
bilistic risk,  but  they  need  assistance. 
Scientific  jargon,  such  as  a “statistically 
significant  probability  of  1-in-a-million 
risk  with  a chronic  lifetime  exposure”  is 
not  normally  well  perceived.  The  skill- 
ful use  of  risk  comparisons  (the  com- 
parison with  a familiar  risk)  can  be  an 
effective  tool  in  putting  risks  into  per- 
spective. Tables  3 through  5 show  a 
collection  of  common  risk  compar- 
isons, with  emphasis  on  relative  car- 
cinogen risks  based  on  animal  studies 
(49-51).  The  classic  article  by  Bruce 
i\mes  contains  an  excellent  discussion 
of  relative  risk  of  cancer  from  daily  ex- 
posure to  common  carcinogens  (49). 

Using  risk  comparisons 

Great  care  and  caution  must  be  exercised 
in  using  risk  comparisons.  When  a per- 
son is  sincerely  frightened  by  exposure 
to  a chemical  deemed  “dimethyl  dou- 
bledeath,” comparison  with  a peanut 
butter  sandwich  may  heighten  outrage 
irreparably,  even  though  the  Aflatoxin 
B1  may  be  a much  riskier  carcinogen. 
Peter  Sandman  suggests  that  risk  com- 
parisons such  as  those  in  Tables  3 
through  5 should  carry  a warning  label: 
“Use  of  these  comparisons  may  be  dan- 
gerous to  your  credibility.” 

Nonetheless,  used  skillfully,  compar- 
ative risks  can  be  an  effective  tool  for 
communicating  risk  perspectives.  Con- 
sider, for  example,  an  incinerator  proj- 
ect in  Los  Angeles.  The  city  leaders, 
with  a critical  need  to  provide  for  ulti- 
mate disposal  of  trash,  supported 
unanimously  the  construction  of  a new 
incinerator.  However,  when  construc- 
tion was  about  to  begin,  activists  be- 
came involved  and  killed  the  project  on 
the  basis  of  a single  test,  which  found 
that  stack  emissions  would  contain 
trace  amounts  of  dioxins  and  furans 
equivalent  to  a cancer  mortality  risk  of 
1 per  10,000,000.  After  being  told  that 
dioxins  and  furans  are  some  of  the 
worst  carcinogens  known  to  man,  the 
neighbors  were  understandably  very 
frightened.  Showing  that  this  cancer 
risk  was  less  than  that  from  taking  1 
sleeping  pill  every  2000  years  might 
have  alleviated  the  fears,  particularly  if 
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the  benefit  had  been  clearly  and  hon- 
estly delineated. 

As  shown  in  Table  6,  we  are  now  pur- 
suing extremely  low  levels  of  carcino- 
genic risk.  A typical  regulatory  mortality 
risk  target  is  1 in  a million,  which  corre- 
sponds to  any  approximate  cancer  risk 
reduction  of  0.00042%.  The  recent  re- 
peal of  the  Delaney  Clause  — a 1958 
law  banning  carcinogenic  pesticides  in 
foods  — required  ERA  to  set  a “reason- 
able certainty  that  no  harm  will  result 
from  aggregate  exposure  to  pesticide 
residues  in  foods.”  For  nonthreshold  ef- 
fects such  as  cancer,  ERA  has  interpreted 
“reasonable  certainty”  as  less  than  1 in  a 
million,  roughly  equivalent  to  the  risk  of 
lung  cancer  from  1 chest  x-ray  or  the 
risk  of  cancer  from  one  third  of  a sleep- 
ing pill.  In  addition  to  defining  risk  at  a 
very  low  level,  clearly  many  researchers 
believe  that  the  actual  risk  is  often  sub- 
stantially less  (52). 

The  pursuit  of  extreme  prudence, 
such  as  overregulation  of  environmen- 
tal risk,  is  not  without  peril.  University 
of  Southern  California  economist 
Ralph  Keeney  has  estimated  that  every 
$15  million  (today’s  dollars)  taken  out 
of  the  economy  through  government 
regulations  results  in  a loss  of  1 life 
(53-57).  Numerous  other  studies  have 
effectively  shown  this  same  mortality 
detriment  (58-61). 

Scientific  silence 

Walter  Willet  of  the  Harvard  School  of 
Rublic  Health  has  stated,  “Studies  have 
shown  that  people  get  more  informa- 
tion about  risk  and  hazard  from  the  me- 
dia than  they  do  from  their  physicians 
or  anyone  else”  (62).  We  believe  that 
environmental  health  scientists  must 
become  more  vocal  and  more  skillful  in 
putting  environmental  risks  in  perspec- 
tive. We  contend  that  the  communica- 
tion deficit  is  greater  than  the  data 
deficit.  We  already  know  enough  to  be 
a voice  of  reason,  but  what  we  know  is 
not  always  effectively  used,  often  be- 
cause of  scientific  silence. 

The  American  Broadcasting  Corpo- 
ration’s consumer  reporter,  John  Stos- 
sel,  speaking  at  a 1997  gathering  of  the 
Society  of  Toxicologists  put  it  bluntly: 


One  of  my  gripes  with  you  (scien- 
tists) is  that  you  let  crackpots  speak 
out.  You,  who  know  better,  don’t 
speak  out.  I understand.  You  want  to 
keep  your  research  funding  coming 
in  . . . you  don’t  want  to  get  involved 
in  this  nasty  debate,  you  want  to  do 
your  research  and  be  left  alone.  But 
a lot  of  people  are  being  led  astray 
because  you  don’t  speak  up  (63). 

Similarly,  Norman  Augustine,  chair 
of  Lockheed  Martin,  has  stated: 

Living  as  we  do  in  a “sound  bite” 
world,  scientists  must  learn  to  com- 
municate far  more  effectively.  . . . 
One  must  ask  why,  in  today’s  tech- 
nology-based society,  scientists’ 
voices  are  seldom  heard  . . . (64). 

Conclusion 

Good  environmentalism,  which  we 
should  all  support,  requires  that  we  de- 
lineate more  effectively  risks  versus 
benefits.  Environmental  health  issues 
must  be  communicated  more  effec- 
tively to  the  public.  At  the  heart  of  bet- 
ter environmental  health,  we  believe, 
lies  a critical  need  for  scientists  to  be- 
come more  active  in  risk  communica- 
tion. The  proper  role  of  science  is  never 
to  impose  levels  of  acceptable  risk  on 
the  public.  But,  the  better  informed  the 
public  is,  the  sounder  the  environmen- 
tal judgments  it  can  make. 
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International  Committee  of  Medical  Journal  Editors:  Uniform  require- 
ments for  manuscripts  submitted  to  biomedical  journals.  The  complete  doc- 
ument is  available  in  the  June  1982  issue  of  the  Annals  of  Internal  Medicine. 

Iverson  C,  Flanagin  A,  Fontanarosa  PB,  et  al:  The  American  Medical  As- 
sociation Manual  of  Style,  ed  9.  Baltimore,  Williams  & Wilkins,  1998. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences,  ed  5,  rev  and  expanded. 
Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  principles 
and  techniques  of  clear,  concise  writing,  which  are  applicable  to  scientific  as 
well  as  general  topics. 

REFERENCES 

References  to  scientific  publications  should  be  listed  in  numerical  order  at 
the  end  of  the  article,  with  reference  numbers  placed  in  parentheses  at  ap- 
propriate points  in  text. 
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Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 
Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the  infor- 
mation can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned  paren- 
thetically or  in  footnotes. 

ILLUSTRATIONS 

Illustrations  may  be  black  and  white  or  color  drawings  or  photographs,  with 
neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the  back  of  each  illus- 
tration should  indicate  its  number,  topic,  author’s  name,  and  title  of  article 
in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on  a 
separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

PREVIOUSLY  PUBLISHED  MATERIAL 

Written  permission  should  be  obtained  from  the  publishers  and  the  authors 
for  use  of  any  previously  published  material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations  in  the  text  may  be  used 
without  permission,  but  should  be  quoted  exactly  with  the  source  credited. 
Copies  of  permission  letters  should  be  submitted  with  manuscript. 

EDITING 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to  check  be- 
fore publication.  After  the  article  is  sent  to  the  printer,  only  minimal  revision 
may  be  made. 

REPRINTS 

Reprints  of  articles  in  the  Journal  section  are  available  directly  from  a reprint 
printer  at  an  established  schedule  of  costs.  Authors  of  peer-reviewed  articles 
automatically  receive  order  blanks  when  their  articles  are  published. 

MATERIAL  FOR  NON-JOURNAL  SECTIONS 
Commentary 

Editorial  commentary  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing.  Commentary 
will  be  published  in  the  appropriate  section  at  the  discretion  of  the  manag- 
ing editor  and  editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor  and  edito- 
rial advisors.  Length  should  be  fewer  than  400  words.  A few  references, 
preferably  less  than  five,  may  be  included.  All  letters  are  subject  to  editing 
and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medicine,  Texas  Medical  Association,  401 
W 15th  St,  Austin,  TX  78701. 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  informa- 
tion is  received. 

COPYRIGHT 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Written  per- 
mission from  the  managing  editor  must  be  obtained  before  reproducing,  in 
part  or  in  whole,  any  material  published  in  Texas  Medicine. 

POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement 
of  the  views  expressed  therein,  nor  shall  publication  of  any  advertisement  be 
considered  an  endorsement  of  or  approval  of  the  product  or  service  involved. 
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Allergy 


Corpus  Christ!  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 


Bariatric  Surgery 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


; Anesthesiology 


Dermatology 


Gonzales  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzales,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
r Differential,  diagnostic,  and  therapeutic  nerve  blocks 
Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 


INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  &Therapeutic  Nerve  Blocks 

Neurolytic  Procedures  Neuromodulation 

Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)  496-1006 


Robert  F.  Bloom,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  204 
Lubbock,  Texas  79410;  (806)  797-6631 


Gynecologic  Oncology 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor's  only  toll-free  (888)  614-2400 


Hand  Surgery 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


Tel  800.880.1300 
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Medical  Toxicology 


Orthopedic  Surgery 


OCCUPATIONAL  AND  ENVIRON  MENTAL  TOXICOLOGY 
Eric  G.  Comstock,  MA,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Fellow,  American  College  of  Medical  Toxicology 

Fellow,  American  Academy  of  Clinical  Toxicology 

Fellow,  American  College  of  Occupational  and  Environmental  Medicine 

Consultation  by  appointment 
6910  Bellaire  Blvd.,  Suite  12 
Houston,  TX  77074 

Telephone  (713)  541-3214  Fax  (713)  271-6508 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters.  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


Oncology 

ONCOLOGY  ASSOCIATES,  PA 

Deven  Bhachawat,  MD 
Basel  Dabas,  MD 
Gino  R.  Narboni,  MD 
Enrique  A.  Perez,  MD 

1303  McCullough  #338,  San  Antonio,  TX  78212 
Live  Oak  Cancer  Center 

12705  Toepperwein  Road,  San  Antonio,  TX  78233 
(210)  599-0922;  Fax  (210)  599-0982 


Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907 

For  both  locations:  (915)  545-2333 


Orthopedic  Oncology 


Mayme  F.  Richie-Gillespie,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 


Orthopaedic  Surgery-Oncology 
Metastatic  Bone  Disease 
The  Bone  and  Joint  Clinic,  L.L.P. 
1651  W.  Rosedale,  Suite  100 
Fort  Worth,  Texas  76104 


Limb  Salvage  Surgery 
Osteomyelitis 

(817)  335-4316 

http://home.swbell.net/fracture 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS.  L.L.P. 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 


Orthopedic  Surgery  i 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas.  Texas  75246;  (214)  823-7090{ 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116  I 

Dallas,  Texas  75230;  (972)  556-7010  ! 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 
http://home.swbell.net/fracture 

Joseph  H.  Gaines,  MD,  PA  Steven  J.  Mackey,  MD,  PA 

Stephen  L.  Brotherton,  MD,  PA  Joseph  C.  Milne,  MD,  PA 

Mayme  Richie-Gillespie,  MD,  PA 


Orthopedic  Surgery,  Pediatric 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children’s  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 
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Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Pain  Management 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 
Diplomate  American  Board  of  Pain  Medicine 
Subspecialty  Certification  in  Pain  Management 
by  American  Board  of  Anesthesiology 
■ Fellowship  in  Pain  Management 
Diplomate  American  Board  of  Anesthesiology 
Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #429 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #210 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


Radiation  Oncology 


J.  CARLOS  HERNANDEZ,  MD 

Clinical  Associate  Professor,  UTHSC-SA 

Gamma  Knife  Radiosurgery  for  primary  and  metastatic  brain  tumors 
Peacock  (intensity  modulated)  Radiotherapy  for  primary  brain  tumors 
Ultrasound-guided  radioactive  seed  implants  for  prostate  cancer 
LDR  and  outpatient  HDR  (Selectron)  implants  for  gyn  and  lung  tumors 
3D  Conformal  Radiotherapy 

CancerTherapy  and  Research  Center 

7979  Wurzbach  Road,  San  Antonio,  Texas  78229 

(210)  616-5688;  Fax  (210)  616-5613 


FRANK  T.  DANCUART,  MD 

Oncology  Associates,  PA 
Live  Oak  Cancer  Center 

12705  Toepperwein  Road,  San  Antonio,  TX  78233 
(210)  599-0922;  Fax  (210)  599-0982 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months’  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Advertising  Production  Manager,  Texas  Medicine,  401  West  15th 
St.,  Austin,  TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 


AMERICAN  PAIN  & WELLNESS 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

I Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


Tel  800.880.1300 
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Family/General  Practice 


Back  & Neck  Pain  Center 

PRIMARY  CARE  PHYSICIAN 

Employment  opportunity  for  a physician  with  a Texas  li- 
cense, BC/BE  preferred.  This  established,  busy  practice  is 
located  in  Denton,  a college  town,  20  minutes  from  DEW 
Metroplex.  We  do  family,  accident  injury,  and  occupational 
medicine.  Competitive,  guaranteed  salary  plus  incentive 
bonus  plan  with  minimal  call.  You  are  in  control  of  your  in- 
come with  energy,  enthusiasm,  and  business  acumen.  Please 
send  CV  by  fax  to  (940)  383-4071,  Attn.  Elena  Lanz,  or  e- 
mail  ElenaL@wolskimed.com 


OPPORTUNITIES  AVAILABLE 
Emergency  Medicine 

Longview,  Texas  - FT /PT  Emergency  Medi- 
cine experienced  BC/BP  primary  care  physicians 
needed  to  work  with  locally  owned  independent 
group.  Located  in  East  Texas,  the  community  of 
Longview  (80,000+  residents)  has  excellent  schools 
and  an  abundance  of  outdoor  activities  while  retain- 
ing the  convenience  of  nearby  Dallas  and  Shreve- 
port, The  position  offers  a competitive  rate  to  staff, 
a 20,000+  visit,  minor  emergency  center  located 
within  the  hospital  ED,  For  more  information,  please 
call  PSR@  (800)  346-0747,  ext.  113. 


Clinic  practice  in  Tyler  and  surrounding  area. 
Flexible  hours.  Excellent  compensation.  BE 
required.  Primary  and  moonlighting  positions 
available.  Fax  CV  to  (817)  496-9889. 

EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 

6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth,  TX  761 12 
(888)  DOCS-911 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  817-496-9700) 

TEXAS:  Regional  emergency  group  has  held 
20-year  contract  to  staff  nationally  recognized 
ED.  Contracts  range  from  14,000-60,000  pt  vis- 
its annually.  Earn  excellent  compensation  as  an 
independent  contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice.  Fax 
(817)  496-9889  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSUUmNTS,  LTD. 
64S1  Brentwood  Stair  Road,  Suite  200 
Fort  Worth  TX  7S1 12 


Family  Practice  Available  to  the  right  candidate. 
No  investment  needed!  Board  Certified  FP  or  IM 
physician  is  needed  for  small  group  practice.  Two 
physicians  retiring.  Beautiful  professional  building 
adjacent  to  Charlton  Methodist  Hospital,  DeSoto, 
Texas,  Just  south  of  Dallas.  Rapidly  growing  subur- 
ban community  with  the  amenities  of  the  city  and 
the  calm  space  of  the  country.  Call  Brad  McCarty  at 
(972)  298-4535  or  fax  CV  to  (972)  296-4473. 

Longview  and  DFW:  Physician  opportunity  is 
available  in  low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Com- 
petitive salary  and  benefits.  Call  Lisa  Abell  at  1-888- 
K CLINIC  or  fax  CV  to  (972)  256-1882. 

Part-time  opportunity  in  conjunction  with  State 
agency.  1 day/week  or  1 day/month,  Saturdays  OK. 
Earn  up  to  $1,500  per  day.  Offices  state-wide.  Send 
CV  to  John  B,  1604  San  Antonio,  Austin,  TX  78701. 


Director  of  Family  Practice  Residency 
Program,  Austin,  Texas.  Progressive,  well-estab- 
lished, fully  accredited,  community  based  Family 
Practice  Residency  Program  seeks  Medical  Director 
for  7-7-7  program.  This  UTMB  affiliated  Family  Prac- 
tice Program  is  one  of  5 residency  programs  spon- 
sored by  The  Seton  Health  Care  Network  in  Austin, 
Texas.  We  seek  a Board  Certified  Family  Physician  foi 
a full  time  Program  Director  position,  3-5  years  fac- 
ulty experience  required.  Strong  leadership  qualities 
and  administrative  and  operational  skills  desired. 
Previous  academic  director  or  associate  director 
experience  or  faculty  experience  or  faculty  develop- 
ment fellowship  training  preferred.  Competitive 
compensation  commensurate  with  rank  and  experi- 
ence. Please  submit  (3V  to  Dr.  Cynthia  Brinson,  4614 
North  IH-35,  Austin,  TX  78751. 
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Internal  Medicine 

TEXAS  BC/BE  INTERNIST  NORTH 
DALLAS — Five  person  internal  medicine  group  at 
Presbyterian  seeks  additional  internist  for  busy 
^up  practice.  Fax  CV  to  Brenda  (214)  692-8994. 

OPENING  IN  INTERNAL  MEDICINE— BC  or 

BE  in  Medical  Center,  Houston,  Texas.  Send  CV  to 
Milam  Medical  Center,  fax  (713)  524-4508,  or  e- 
mail  jamestcao@aol.com. 


Locum  Tenens 


For  more  info  about  our  LOCUM  TENENS  coll 


in  Locum 


SErT"  liyharting  a new  career  coursa 
doesn't  have  to  feel  like  re-discovering*' 
the  New  World.  Staff  Care  will  serves 
as  your  guide  to  explore  the  adventurous^ 
realms  of  LOCUM  TENENS.  Travel,  licen*^ 

Inn 

sure  and  occurrence  malpractice  insurance^, 
are  inclusive  in  our  total  package  designed^ 
' to  give  you  nationwide  opportunitiesl^iT 

Texas  Based,  Texas  Best! 
Endorsed  by  Texas  Medical  Assocjation|^ 


8ll(l.2lld!l7F 

/wcjii^estern  Destination^ 


samg'^ 


800.685.2272 


Midwest  & Eastern  Destinations 
, j,  www.locumsnet.com 

^ tLt  o'*-* 

UNABLE  TO  PLACE  J-1  OR  H I PHYSICIANS 

■ - 1 I_J 


LOCUM  TENENS 

Interim  Physicians 


We’ve  Doubled 
Your  Ojipoitunity 
To  Find  The 
Perfect  Position. 

Through  our  acquisition 
of  UK\  Locum  Tenens, 
we’ve  more  thtui  doubled 
tlie  numher  of  primars 
care  ;uid  specialist 
positions  you  can 
choose  from. 

Cttll  now  to  learn  about 
our  nationiil  databtrse  of 
opportunities  and  we'll 
find  tlie  perfect  match 
for  your  persomil  needs 
and  professiontd  growtli. 

800-531-1122 


©1999,  Interim  Healthcare  Inc. 
Interim  is  a registered  mark  of 
Interim  Services  Inc. 


www.inleriniliealllicarecom 


Oncology 

BE/BC  Medical  Oncologist:  Established  medical 
group  seeks  full  time  medical  oncologist  with  active 
Texas  license  to  staff  our  new  satellite  clinic  in  San 
Antonio.  Competitive  salary  and  benefits.  Excellent 
location  for  a family.  Send  CV  to  OAPA,  12705  Toep- 
perwein  Road,  San  Antonio,  TX  78233  or  fax  CV  to 
Attn:  OAPA,  (210)  599-1195.  No  recruiters  please. 


Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314  u. 

Houston,  TX  77242-2314  B r o n s tc  1 n 
FAX  281-493-2234  & Associates 


Wanted 

BC/BE  Internists,  FPs,  Psychiatrists,  and 
other  subspecialties  for  Moonlighting 
opportunity  in  several  locations  across  Texas. 
$60-$80/hour.  Please  call  Quality  Care 
Medical  Group,  (210)  614-3063. 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

December  1999  November  I,  1999 
January  2000  December  I,  1999 
February  2000  December  31,1 999 
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Other  Opportunities 

Methodist 

Hospitals  of  Dallas 

FAMILY  PRACTICE 

Two  BE/BC  family  practitioners  needed 
spnng/summer  2000  to  assume  a well-es- 
tablished,  busy  practice  in  Grand  Prairie. 
Practice  would  be  transitioned  over  to  the 
incoming  physicians  by  a husband/wife 
physician  team  relocating  hack  to  the 
Northwest.  Salary  with  benefits  in  the 
first  year. 

CARDIOLOGY 

Seven  physician,  all  hoard  certified  cardi- 
ology group  seeks  two  additional  cardiolo- 
gists (electrophysiologist,  non-invasive 
cardiologist)  to  join  this  well-established, 
busy  practice.  A recently  completed  Heart 
Center  and  “EP”  lab  enhance  patient  care 
services.  Methodist  serves  SW  Dallas 
County  including  the  DeSoto,  Cedar  Hill, 
Duncanville,  Grand  Prairie,  and  Lancaster 
communities. 

HEMATOLOGY/ONCOLOGY 

A small  single-specialty  oncology  group  af- 
filiated with  Methodist  Hospitals  of  Dallas 
seeks  a third  physician  to  join  their  private 
practice  group.  New  Cancer  Centers  with 
advanced  technology.  Competitive  salary 
and  benefits  with 
1:3  call. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter,  c/o  Methodist  Hospi- 
tals of  Dallas,  PO  Box  655999,  Dallas,  TX 
75265.  Phone  (214)  947-4579,  fax  (214) 
947-4502. 

e-mail:  susancogburn@mhd.com 
www.mhd.com 


Lubbock  State  School — Staff  Physician  with 
current  Texas  license.  Excellent  benefits:  40  hour 
work  week,  malpractice  protection,  paid  holidays, 
vacation/sick  accruals,  retirement,  tax  sheltered 
income  plan,  salary  negotiable.  Contact  Cheryl 
Ortiz,  Human  Resource  Office,  Lubbock  State 
School,  PO  Box  5396,  Lubbock,  TX  79408-5396: 
(806)  741-3616.  EEO. 

Research  Physician — Well-established  West 
Houston  research  facility  is  seeking  an  on-site 
research  physician.  Clinic  hours  7 a.m.-4  p.m.  week- 
days. Clinical  research  and  study  trial  conduction  an 
asset  to  handle  the  variety  of  research  duties  and 
interfacing  with  the  major  pharmaceutical  company 
personnel.  Fax  curriculum  vitae  to  (713)  973-6080. 

POSITION  WANTED 

Position  Wanted:  Fully  trained,  experienced 
Hyperbaric  Physician  looking  for  Wound  Treatment 
Center  with  hyperbaric  chambers  for  full  time  or 
part  time  coverage.  Meet  all  Medicare  qualifications. 
CV  upon  request.  Call  (281)  239-0135 
evenings/weekends. 

FOR  SALE  OR  LEASE 
Office  Space 

Medical  Lease  Space:  2,184  square  feet,  FIN- 
ISHED OUT  in  excellent  condition  with  private 
office,  3 baths,  5 treatment  rooms,  lab,  nurses 
lounge,  business  and  reception  area.  HULEN  SOUTH 
PROFESSIONAL  BUILDING.  Great  location  in  SW 
Fort  Worth  (near  Hulen  Mall).  (817)  292-1510. 

Practices 


PRACTICE  FOR  SALE 


Financial  security  awaits  you  in  this  prominent, 
well  established,  and  very  busy  solo  Psychiatric 
practice.  Located  in  a beautiful  metropolitan 
area  on  the  Texas  gulf  coast.  90%  Medicare,  Med- 
icaid, private  pay  patient  base  ensures 
future  stability.  Retiring  principal  will  work 
temporarily  for  smooth  transition. 

Contact  owner  @: 

PO  Box  721434 

Corpus  Christi,  Texas  78472-1434 


Practice  For  Sale — Established  practice  of  22 
years  in  rural  area  southeast  of  Dallas  located  on 
beautiful  Cedar  Creek  Lake.  Contact  Rowena  L. 
Reodica,  MD,  at  (903)  887-3508  or  at  PO  Box  936, 
Mabank,  TX  75147. 

For  Sale — Long  established,  thriving,  family  prac- 
tice; Austin,  Texas.  Accredited,  in-house  lab  and  X- 
ray;  long  term,  favorable  lease;  7,000  sq.  ft.,  suitable 
for  two  to  four  physicians.  Central  location  with 
ample  parking.  Contact  Ad- 1209,  Texas  Medicine, 
401  W.  15th  St.,  Austin,  TX  78701. 


BUSINESS  AND 
FINANCIAL  SERVICES 


Differential  Diagnosis  Software! 


OiagnosisPro®:  America's  leading  decision  support  software  for 
1 5,000  Disease  Manifestations.  Now  50%  oft!  Only  $249.95! 
DiognosisPro'Plus:  Including  Harrison's  textbook  CD-ROM, 
U.S.Phormocopeia!  Drug  Database,  and  10  CME  credits  $349.95. 
Demo  & Order  on-line:  www.medtech.com  or 
coll  1-800-260-2600  Mention  coupon  # TMC109 


LEGAL  SERVICES 


CRIMINAL  INVESTIGATION 
DEFENSE 

25-yrs.  experience  - National  lecturer  and  author  on 
defeating  medical  fraud  investigations  - Board-certified 
in  criminal  law  - National  Association  of  Criminal  De- 
fense Lawyers  - Former  President  Daiias  County  Crimi- 
nal Bar  Association  - Voted  "Best  Criminal  Defense 
Lawyer"  - Has  handled  cases  in  14  states. 

Arch  C.  McCoii,  ili 

1601  Eim  Street,  2000  Thanksgiving  Tower 
Dallas,  Texas  75201 
http://www.physicianfraud.com 
Telephone  (888)  979-1112 
Pager  (800)  251-9978-3-# 


HEALTH  CARE  LAW 


Antitrust 

Complex  Litigation 
Defense  of  Health 
Care  Providers 


Jeffrey  C.  Grass 
(972)  770-2600 


*Not  certified  by  the  Board  of  Legal  Specialization  by  choice. 


I 
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LEGAL  SERVICES 

DISCIPLINE  PROBLEMS?  Attorney  with  15 
years’  experience  as  trial  lawyer  and  chief  counsel 
for  the  Texas  State  Board  of  Medical  Examiners  is 
now  available  to  represent  respondents  charged  with 
violations  of  the  Medical  Practice  Act  or  rules  of  that 
board,  as  well  as  problems  with  hospitals  and  soci- 
eties. Fee  $2,500.  Call  (512)  338-1143. 


Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2  per  word,  minimum  25  words 
■or  $50,  per  issue.  We  do  not  count  articles  (a,  an, 

I the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  type- 
faces, logos,  and  borders  may  be  used  in  display  clas- 
sified ads.  Discounts  are  available  for  display 
classified  ads  5 inches  and  larger. 

5 to  9 V2  inches  $85/inch 

10  to  19  V2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can  be 
; substituted  for  formal  addresses  upon  request  at  no 
' extra  cost.  Name  and  address  of  ad  box  number  list- 
I ings  cannot  be  given  out  unless  specific  permission  to 
' do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Copy 
deadline  is  the  1st  of  the  month  (or  the  closest  busi- 
ness day)  preceding  publication.  Send  copy  to 
Advertising  Production  Manager,  Texas  Medicine, 

401  W.  15th  St.,  Austin,  TX  78701. 


TexasMedicine 


Don’t  miss  one  word 
of  the  November  issue  of 
Texas  Medicine. 


We’ll  Explore: 


Border  health 
Physician  negotiations 
Mercy  missions 
Fall  conference 

For  more  information,  call  Larry  BeSaiv,  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383, 
or  e-mail  larryjb  @ textned.  org. 

Also  consult  the  TMA  Web  site  at  wwiv.texmed.org. 
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Educational 

Opportunities 


ULTRASOUND  EDUCATION 


Emergency  Medicine 

Nov.  18-20 

Advanced  Emergency 
Medicine 

Nov.  5-6 

Echocardiography 

Nov.  8-15 

Endovaginal  Ultrasound 

Dec.  10-11 

OB/GYN  (3  Day) 

Oct.  21-23 

Family  Practice 

Oct.  14-16 

Intro  to  PV 

Dec.  3-4 

Abdominal  (5  Day) 

Oct.  18-22 

OB/GYN  (5  Day) 

Oct.  25-29 

Vascular 

Dec.  13-17 

Musculoskeletal 

Oct.  29-30 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  loca- 
tion; minimum  enrollment  required.  Call 
(800)  239-1361  for  more  information  and/or  a 
free  catalog. 

Advanced  Health  Education  Center 
8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  Category  I AMA  PRA  credit 


wwinr.aheconline.com 


December  5-8,  1999.  The  27th  Annual 
Williamsburg  Conference  on  Heart  Disease. 

Williamsburg  Lodge,  Williamsburg,  Virginia.  Spon- 
sored by  American  College  of  Cardiology.  CME  cred- 
its, 20.5  category  1 AMA.  For  information  contact: 
Registration  Secretary,  Extramural  Programs  Dept., 
American  College  of  Cardiology,  9111  Old  George- 
town Rd.,  Bethesda,  MD  20814-1699;  (800)  253- 
4636,  ext.  695  (outside  the  U.S.  and  Canada,  (301) 
897-5400,  ext.  695);  fax  (301)  897-9745. 

The  Alliance  for  Medical  Management  Educa- 
tion Degree  and  Certificate  Program — Leader- 
ship in  Healthcare  Organizations,  Oct.  10-15  at 
North  Dallas  Renaissance  Hotel.  The  University  of 
Texas  Southwestern  Medical  Center  at  Dallas  jointly 
sponsored  with  The  University  of  Texas  at  Dallas. 
Directors:  J.  Burnside,  MD;  J.  McCracken,  PhD.  CME 
credit  offered.  Contact:  Paul  Krawietz,  (214)  648- 
3705. 


Current  Issues  and  Practices  in  OB/GYN, 

Oct.  20-23  at  Wyndham  Anatole  Hotel,  Dallas. 
Sponsored  by  The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas,  Department  of  OB/GYN. 
Directors:  M.  Bryant,  MD;  S.  Cox,  MD.  CME  credit 
offered.  Contact:  Jim  O’Reilly,  (214)  648-3794. 

The  Alliance  for  Medical  Management  Educa- 
tion Degree  and  Certificate  Program — Health- 
care Policy  and  Regulation  (Advanced),  Nov.  4-13  at 
North  Dallas  Renaissance  Hotel.  The  University  of 
Texas  Southwestern  Medical  Center  at  Dallas  jointly 
sponsored  with  The  University  of  Texas  at  Dallas. 
Directors:  J.  Burnside,  MD;  J.  McCracken,  PhD.  CME 
credit  offered.  Contact:  Paul  Krawietz,  (214)  648- 
3705. 

Diagnosis  and  Management  of  Adrenal  Dis- 
ease; An  Emphasis  on  Laparoscopic  Adrena- 
lectomy, Nov.  5-6  in  Dallas.  Course  is  designed  to 
provide  information  on  the  current  status  of  the  di- 
agnosis and  operative  treatment  of  adrenal  disease. 

It  includes  hands-on  videotrainer  session,  live 
surgery/video  session,  and  in  vivo  laboratory.  Spon- 
sored by  The  University  of  Texas  Southwestern  Med- 
ical Center  at  Dallas,  Department  of  Surgery  and 
Southwestern  Center  for  Minimally  Invasive 
Surgery.  Director;  W.  Snyder,  111,  MD.  CME  credit  of- 
fered. Contact;  Leah  Cannon  (214)  648-3792. 

Seventh  Annual  Update  in  Emergency  Medi- 
cine, Nov.  19-20  in  Dallas.  Sponsored  by  The  Uni- 
versity of  Texas  Southwestern  Medical  Center  at 
Dallas,  Department  of  Surgery,  Division  of  Emer- 
gency Medicine.  Director:  R.  Charles,  MD.  CME 
credit  offered.  Contact:  Francie  Issa,  (214)  648- 
3784. 

Lymphatic  Mapping  and  Sentinel  Lymph 
Node  Biopsy  in  Breast  Cancer  and 
Melanoma,  Dec.  2 in  Dallas.  Course  includes  live 
surgery  broadcast  and  hands-on  in  vivo  laboratory. 
Sponsored  by  The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas,  Department  of  Surgery, 
Division  of  Surgical  Oncology.  Directors:  T.  Anthony, 
MD;  W.  Erdman,  MD;  D.  Euhus,  MD;  D.  Matthews, 
MD,  PhD.  CME  credit  offered.  Contact:  Leah  Can- 
non, (214)  648-3792. 

Education  for  Physicians  on  End-of-Life  Care, 
Dec.  4 in  Dallas.  The  University  of  Texas  South- 
western Medical  Center  at  Dallas  jointly  sponsored 
with  Zale  Lipshy  University  Hospital.  Director:  C. 
Rubin,  MD.  CME  credit  offered.  Contact;  Joann 
Kleinneiur,  (214)  648-2200. 

Southwestern  Center  for  Minimally  Invasive 
Surgery:  Comprehensive  Gynecologic  La- 
paroscopy, Dec.  10-11  in  Dallas.  Course  includes 
live  surgery  and/or  video  session,  hands-on  video- 
trainer workshop  and  an  in  vivo  laboratory.  Spon- 
sored by  The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas,  Department  of  OB/GYN. 
Director:  R.  Coleman,  MD.  CME  credit  offered.  Con- 
tact: Leah  Cannon,  (214)  648-3792. 


Advertising  Directory 


Aberdeen  Medical  Insurance  Service 18 

Absolute  Publishing,  Inc 11 

Air  Force  Health  Professions 30 

American  Medical  Association 32 

Autoflex  Leasing Inside  Front  Cover 

Autolease  USA 20 

Bookbinders  of  New  Mexico 16 

Casey  + Casey 16 

Cook  Children’s  Medical  Center 6 

Cunningham  Group 10 

DocuMedix 31 

Frost  National  Bank 19 

Medical  Protective 4 

Methodist  Health  Care  System 31 

Millbrook  Corporation 8 

Scott  & White Back  Cover 

Simply  Wireless 5 

St.  Paul  Medical  Services 15 

Superior  Leasing 7 

Technical  Risk,  Inc 20 

Texas  Medical  Association 

E-mail  Communication 14 

Physician  Services 21 

POEP 26 

Speaker’s  Bureau 28 

Texas  Medical  Association 

Insurance  Trust 1 

Texas  Medical  Liability 

Trust Inside  Back  Cover 

UT  Health  Center  at  Tyler 12 

Woodway  Financial  Advisors 12 


Publication  of  an  advertisement  in  Texas  Medicine  is 
not  to  be  considered  an  endorsement  or  approval  by 
the  Texas  Medical  Association  of  the  product  or  ser- 
vice involved. 


86 


Texas  Medicine  ★ October  1999 


www.texmed.org 


What  do  these  3 kids  and 
2,500  other  little  Texans 
have  in  common? 

Bike  Helmets!  Thanks  to  all  of  the  donors  who 
made  TMA’s  Hard  Hats  for  Little  Heads  possible. 

Through  the  generous  donations  of  individuals  and  corporations,  TMA  Foundation,  the 
'\ssociation’s  philanthropic  arm,  has  supported  Hard  Hats  for  Little  Heads  for  more  than  6 years. 
Bicycling  is  the  leading  cause  of  recreational  injury  among  children  - 
with  head  injury  accounting  for  more  than  60%  of  all  bike  related  deaths 
and  about  one  third  of  bicycling  injuries  treated  in  emergency  rooms. 

Your  charitable  donation  to  TMA  Foundation  is  turning  good  ideas  like 
Hard  Hats  for  Little  Heads  into  better  health  for  all  Texans. 


TMAFOUNDATION 


401  W.  15th  St.  • Austin,  Texas  78701  • (800)  880-1300,  ext.  1664 


Call  TMA  at  (800)  880-1300  or  (512)  370-1300  for  details. 
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TMA  Planner 


November  12-13,  1999 
TMA  House  of  Delegates 
Interim  Session 
Doubletree  Hotel,  Austin 


February  24-26,  2000 
TMA  Winter  Conference 
Renaissance  Austin  Hotel 


May  25-28,  2000 
Tex  Med  2000 

River  Center  and  Convention  Center, 
San  Antonio 


October  1999 


October  7 

Houston 

Before  You  Sign  on  that  Dotted  Line 

October  7 

Houston 

Was  it  Something  I Said?  (Medical  Malpractice) 

October  7 

Austin 

Policy  and  Procedure  II:  Employment  Issues  and  Office  Safety 

October  8-10 

Austin 

Texas  Society  of  Plastic  Surgeons 

October  9 

San  Antonio 

New  Issues  Forum  — Texas  Society  of  Pathologists 

October  12 

Tyler 

Was  it  Something  I Said?  (Medical  Malpractice) 

October  13 

Houston 

Medical  Records  Dos,  Don’ts,  and  Other  Intriguing  Dilemmas 

October  14 

Dallas 

Before  You  Sign  on  That  Dotted  Line 

October  14 

Lufkin 

How  to  Establish  a Peer  Assistance  Committee 

October  14 

Dallas 

Policy  and  Procedure  II:  Employment  Issues  and  Office  Safety 

October  20 

College  Station 

Medical  Records  Dos,  Don’ts,  and  Other  Intriguing  Dilemmas 

October  21 

Eort  Worth 

Policy  and  Procedure  II:  Employment  Issues  and  Office  Safety 

October  26 

College  Station 

Was  it  Something  I Said?  (Medical  Malpractice) 

October  27 

Lubbock 

Medical  Records  Dos,  Don’ts,  and  Other  Intriguing  Dilemmas 

October  27 

San  Antonio 

Ethical  and  Legal  Duties  of  the  ER  and  On-Call  Physicians 

October  28 

San  Antonio 

Before  You  Sign  on  That  Dotted  Line 

October  30 

Dallas 

Beyond  Survival:  Techniques  to  Manage  Stress 

November  1999 


November  2 

Plano 

November  2 

Houston 

November  3 

San  Antonio 

November  5-6 

Dallas 

November  5-6 

Irving 

November  9 

Houston 

November  10 

Austin 

November  11 

Houston 

November  11 

Houston 

November  17 

Dallas 

November  18 

Corpus  Christ! 

Care  for  the  Caregiver  (Behavioral  and  Emotional  Problems) 
Alcohol  and  Other  Drug  Use  Among  Physicians 
Medical  Records  Dos,  Don’ts,  and  Other  Intriguing  Dilemmas 
Impairment  Evaluation  Under  Texas  Workers’  Compensation 
Texas  Academy  of  Internal  Medicine 
Care  for  the  Caregiver 

Medical  Records  Dos,  Don’ts,  and  Other  Intriguing  Dilemmas 
Before  You  Sign  on  That  Dotted  Line 

Policy  and  Procedure  II:  Employment  Issues  and  Office  Safety 
Medical  Records  Dos,  Don’ts,  and  Other  Intriguing  Dilemmas 
Policy  and  Procedure  II:  Employment  Issues  and  Office  Safety 
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physician  negotiations  • Medical  rnissions  • Organ  allocation 


Texas  medicine 
UCSF  Library 
Received  on:  11-18-99 


Sure,  car  makers  can 


make  a good  car. 
But,  does  that  make 


At  Autoflex  Leasin'!;,  we  don  t make  cars,,.^e  Make  Car  Leases!  And  lots  ol  them.  In  fact,  we  have  over  50  different 
leases  to  choose  from  on  every  vehicle.  Chances  are  yonll  save  money  with  onr  Flexlease.  A lot  of  your  peers  have. 
Call  Today.  After  all,  why  would  you  get  a lease  from  a ear  eomjiany  when  you  can  get  a lease  from  a lease  company? 


TMAIT  Has  What 


The  Texas  Medical  Association  In- 
surance Trust  has  been  looking 
out  for  the  special  needs  of  Texas  physi- 
cians since  1955.  Our  45-year  commit- 
ment to  protect  and  serve 
TMA  Members  by  providing  personal 
insurance  products  remains  deep- 
rooted  and  unchanged. 

However,  we’ve  worked  hard 
through  the  years  to  evolve  and 
strengthen  existing  products,  as  well 
as  introduce  new  plans  to  match  your 
changing  needs. 

Today  we  offer  1 1 exclusive  insur- 
ance plans  designed  with  your  long- 
term financial  security  in  mind. 


Whether  you  need  high  limit 
term  life,  office  overhead  expense 
or  long-term  care  insurance,  you  can 
count  on  high  quality  coverage  and 
competitive  rates. 

You  can  also  count  on  flexible,  pro- 
fessional services,  like  the  option 
to  have  a personal  insurance  agent  or 
the  option  to  contact  TMAIT  directly. 
You  can  also  enroll  in  our  plans 
through  the  mail  at  your  convenience. 

Whatever  your  needs  are,  we’re  con- 
fident we  have  what  it  takes  to 
give  you  the  best  insurance  and  the 
best  possible  service. 


It  Takes 


Call  us  now  toll  free  at  1-800-880-8181 
Dept.  2211  for  more  information... or 
visit  our  website  at  www.tmait.org. 

Big  responsibilities. . . 

Big  decisions. . . 

Get  solid  financial  protection 
for  your  family  from  TMA. 


Administered  by 

Texas  Medical  Association 
Insurance  Trust 

Created  and  endorsed  by  theTexas  Medical  Association 


Endorsed  by 


Tex 

tt 


TexasMedical 

Association 
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Border  health 


Ten  years  ago,  the  Texas  Medical  Association  and  other  groups 
launched  the  Border  Health  Initiative  to  improve  the  health  of  peo- 
ple on  both  sides  of  the  US-Mexico  border.  Some  improvements 
have  been  made,  but  there’s  still  a long  way  to  go.  And  while  the 
legislature  passed  laws  to  help  improve  border  conditions  during 
its  most  recent  session,  a dengue  fever  outbreak  in  Laredo  shows 
how  complicated  the  border  health  issue  can  be. 

By  Laura  Albrecht,  Ken  Ortolon,  and  Monica  Maldonado 


Cover  photo  by  Richard  Reynolds  and  Laura  J.  Albrecht 


The  Journal 


Departments 


A practice-based  rural  health  fellowship: 
an  innovative  approach  to  support  for 
rural  health  care. 

By  William  J.  Crump,  MD; 

Robin  B.  Bersch,  MD 
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Humana  deal  • Physician  representation  services  • Surfs  u 

• WATCH  out  for  heart  attacks  and  strokes  • Border  healt 
on  the  Web  • Foundation  grants  • House  doctors  • Beyon 
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Physician  negotiations  28 

Il'MA  has  hit  the  ground  running  with  the  state’s  new  physician  negotiation  law  by 
leveloping  a plan  to  offer  representation  services  to  physicians  in  their  dealings 
, vith  insurance  plans. 

'3y  Steve  Levine 
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i."or  several  Texas  physicians,  the  Middle  East,  the  jungles  of  Central  America,  the 
icilling  fields  of  the  Balkans,  and  other  places  a long  way  from  home  offered  them 
[:he  chance  to  rediscover  the  joy  of  practicing  medicine. 

|By  Alice  Adams 


'“We’re  going  to  Honduras  ” 

|A  week  in  Honduras  reminded  one  Austin  surgeon  of  why  he  became  a doctor. 
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of  course,  it’s  not  that  simple.  While  Texas  waits  to  see  how  a proposed  new  federal 
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By  Monica  Maldonado 
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Eyeing  a deal  60 

Ophthalmologists  and  optometrists  were  eyeball  to  eyeball  with  each  other  over 
scope-of-practice  issues  when  the  Texas  Legislature  convened  last  January,  and  it 
appeared  there  would  be  a bloodletting.  But  the  efforts  of  one  lawmaker  helped 
forge  a compromise  both  sides  can  live  with. 

By  Ken  Ortolon 
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Life-and-death  decisions  64 

Deciding  when  medical  treatment  is  futile  and  it  is  time  to  let  go  is  unquestionably 
the  hardest  decision  a patient  or  physician  has  to  make.  A new  state  law  makes  sev- 
eral changes  in  advance  directives  laws  and  tries  to  eliminate  some  of  the  confusion. 

By  Robert  L.  Fine,  MD,  and  Thomas  Wm.  Mayo,  JD 
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Editor's 

Note 


This  issue  of  Texas  Medicine  may  re- 
mind our  older  readers  of  a sim- 
pler time  in  medicine,  before  it| 
was  overtaken  by  HMOs,  PPOs, , 
CLIA,  DRGs,  E&M,  etc.  Back  then, 
it  was  just  a matter  of  patients  getting ' 
sick  and  physicians  curing  them.  ^ 

Read  the  Public  Health  section  arti- 
cles, “Mercy  Missions”  and  “We’re  Going 
to  Honduras,”  and  you’ll  find  inspiring  | 
stories  of  physicians  who  rediscovered 
what  medicine  is  all  about  in  such 
places  as  the  Central  American  Jungles 
and  the  Balkans.  They  were  able  to  help 
people  in  need  without  third-party  in- 
terference. There  were  obstacles  to  over- 
come — like  having  to  let  snakes  roam 
refugee  camps  in  Macedonia  because  I 
they  killed  the  rats  that  carried  disease 
— but  those  were  mild  when  compared 
with  the  bureaucratic  nightmares  physi- 
cians often  face  in  America. 

One  of  those  physicians,  Austin  sur- 
geon Bruce  McDonald,  MD,  gives  us  a 
first-person  account  of  the  medical  mis- 
sion he  and  a team  of  physicians  and 
health  care  professionals  took  to  Hon- 
duras this  summer.  Dr  McDonald  says 
his  experience  there  made  him  feel  like 
a doctor  again.  Part  1 of  his  account 
appears  this  month,  with  Part  2 coming 
in  December. 

You’ve  probably  noticed  a change  at 
the  back  of  the  magazine.  We’ve  re- 
placed “Back  Talk”  with  the  “TMA  Plan- 
ner,” a listing  of  major  medical  meetings 
for  the  next  2 months.  We  hope  you  find 
it  useful. 


Larry  BeSaw 

Editor 
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Commentary 


Alan  C.  Baum,  MD  William  G.  Camel,  IVID 

Is  it  good  medicine? 


merable  situations.  And  like  a real  lit- 
mus test,  it  gives  us  a real  answer. 

This  new  test  is  a phrase,  a question, 
a four-word  question.  Four  familiar 
words  that  follow  us  routinely  from  hos- 
pital bedside  to  emergency  department 
to  surgical  suite  to  exam  table.  These 
four  words  are,  “Is  it  good  medicine?” 

E.  Ratcliffe  Anderson,  Jr,  MD,  the 
American  Medical  Association’s  execu- 
tive vice  president,  started  asking  that 


posed  Patients’  Bill  of  Rights,  and  they 
have  become  the  centerpiece  of  our 
congressional  lobbying  efforts.  The  in- 
surance industry  argues  that  profit- 
driven  health  plans,  not  physicians, 
should  make  medical  necessity  deci- 
sions. . . . They  propose  to  trample 
Texas’  landmark  patient  protection 
laws.  . . . They  offer  sham  solutions  to 
the  frustrations  that  plague  millions  of 
Americans  — and  their  patients. 


Any  good  scientist  knows  we  can  find  the  right 
answer  only  when  we  ask  the  right  question. 


By  Alan  C.  Baum,  MD, 
and  William  Gamel,  MD 

Most  Americans,  if  they  have 
heard  the  phrase  at  all,  think  of 
“litmus  test”  as  a political  term. 
A candidate  must  pass  a special 
interest  group’s  litmus  test  to 
win  an  endorsement.  A president  sub- 
jects potential  Supreme  Court  nomi- 
nees to  a litmus  test  on  abortion  or  civil 
rights  or  gun  control. 

As  scientists,  we  physicians  remem- 
ber the  real  litmus  test  from  our  chem- 
istry labs.  Litmus  paper  turns  red  for  an 
acid  and  blue  for  a base. 

Either  way,  the  term  has  the  same 
connotation.  It’s  a benchmark,  an  in- 
controvertible measurement.  A com- 
pound is  an  acid  or  a base.  A candidate 
is  pro-life  or  pro-choice.  A judge  favors 
or  opposes  racial  quotas. 

Now,  physicians  have  a new  litmus 
test.  The  beauty  of  it  lies  in  the  fact  that 
it  combines  both  worlds.  It  allows  us  to 
use  our  clinical  and  scientific  training  to 
evaluate  political  and  quasi-political  is- 
sues. In  fact,  we  can  apply  it  in  innu- 


question  back  in  March  during  your 
AMA’s  National  Leadership  Develop- 
ment Conference.  Subsequently,  the 
question  was  asked  in  health  care  de- 
bates here  in  Texas  and  in  Iowa,  Michi- 
gan, New  York,  and  Kansas  City.  The 
question  was  asked  earlier  this  year  as 
physicians  considered  national  negoti- 
ating organizations  and  battled  the 
Aetna-Prudential  mega-merger. 

Is  it  good  medicine? 

As  Dr  Anderson  said  in  March,  the 
question  is  a “simple  diagnostic  for  a 
complicated  world.”  Each  day,  we  pose 
the  question  while  considering  treat- 
ment options  for  our  patients.  We 
should  ask  the  same  question  when  the 
medical  marketplace  starts  imposing 
barriers  between  our  patients  and  us. 

Is  it  good  medicine? 

Those  four  words  have  helped  to 
guide  our  deliberations  over  the  pro- 


Is  it  good  medicine? 

Blue  Cross  and  Blue  Shield  decides 
to  stop  reimbursing  pathologists  for  su- 
pervising the  safety  and  accuracy  of 
our  laboratories.  . . . Humana  institutes 
an  arbitrary  new  policy  to  challenge 
every  claim  for  high-intensity  evalua- 
tion and  management  services.  ...  In- 
surance companies  across  the  state  try 
to  “slow  pay”  our  practices  to  death. 

Is  it  good  medicine? 

Don’t  let  these  examples  fool  you. 
This  new  tool  is  not  just  designed  to 
root  out  bad  ideas.  It  also  validates  the 
good.  The  Texas  Medical  Association, 
the  TMA  Alliance,  and  the  TMA  Foun- 
dation devised  Project  WATCH,  a new 
community  service  program  that  gives 
Texas  physicians  the  tools  to  combat 
heart  disease  and  stroke  — two  of  this 
state’s  top  three  killers.  . . . Our  AMA 
proposes  a positive  alternative  to  the 
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Thanks 


IVow  you  can  tiumk  colleagues 
or  tell  friends  or  loved  ones  you 
care  at  the  holidays  by  making 
a charitable  donation  to 
TMA  Foundation  in  their  name. 
Just  call  us  for  the  details. 

We’ll  send  a beautiful 
holiday  card  to  your  honorees , 
lettmg  them  know  you’ve  made 
a donation  in  their  name. 
Attd  your  gift  will  support 
TMAF  and  the  public  health 
aitd  scierice  programs  it  fimds. 

Let  us  know  of  your  wishes 
by  Decetnber  1 5 so  that  special 
person  will  receive  their 
card  before  the  holidays! 


TMAFOUNDATION 


401  West  15th  Street 
Austin,  Texas  78701 
(800)  8804300,  ext  1664 
Fax  (512)  3704642 


Health  Care  Financing  Administration’s 
punitive,  make-work  plan  for  Evalua- 
tion and  Management  Documentation 
Guidelines.  . . . Live  & Then  Give.  . . . 
Hard  Hats  for  Little  Heads.  . . . The 
Children’s’  Health  Insurance  Plan. 

Is  it  good  medicine? 

Any  good  scientist  knows  we  can 
hnd  the  right  answer  only  when  we  ask 
the  right  question.  And  we  believe  this 
powerful  question  can  quickly  bring  fo- 
cus to  any  debate. 

So  let  us  begin  redefining  the  health 
care  debate  in  Texas  and  our  communi- 
ties by  redefining  how  we  address  it. 
Let’s  seek  out  first  not  the  right  an- 
swers but  the  right  question.  A ques- 
tion that  can  establish  common  ground 
and  be  an  invaluable  guide  in  design- 
ing effective  new  solutions  to  our 
health  care  problems. 

Whenever  health  care  is  the  issue, 
this  should  be  the  only  real  question:  Is 
it  good  medicine? 

Is  it  good  medicine?  You  bet  it  is! 


Dr  Baum  is  TMA  president.  Dr  Gamel  is  chair  of  the 
Texas  delegation  to  the  American  Medical  Association. 


Hospitalist  programs  are 
acceptable  if  they  are 
voluntary 


By  Jeny  C.  Daniels,  MD 

Hospitalists  are  physicians  who  spe- 
cialize in  inpatient  care.  Primary 
care  physicians  hand  over  pa- 
tients to  hospitalists  when  they 
are  admitted  to  the  hospital,  and 
the  patients  are  returned  to  them  when 
they  are  discharged.  Hospitalists  are 
growing  in  number  and  influence  within 
the  American  health  care  system. 

The  American  Gollege  of  Physicians- 


American  Society  of  Internal  Medicine 
(ACP-ASIM)  supports  this  development 
with  appropriate  monitoring  of  its  ef- 
fects on  patients,  primary  care  physi- 
cians, and  hospitals.  Many  hospitalists 
are  trained  as  internists.  Other  in- 
ternists provide  much  of  the  adult  pri- 
mary care.  Two  years  ago,  the  National 
Association  of  Inpatient  Physicians  was 
organized  to  represent  the  nation’s  hos- 
pitalists; its  holds  its  annual  meeting  at 
the  same  time  as  ACP-ASIM. 

Despite  its  position  of  support  with 
monitoring,  ACP-ASIM  has  concerns 
about  the  hospitalist  movement,  specif- 
ically, whether  the  use  of  hospitalists 
continues  to  be  voluntary  or  whether  it 
becomes  mandated  and  coercive. 

The  transfer  of  responsibility  for  in- 
patient care  has  positive  features  for 
some  patients,  according  to  some  pri- 
mary care  physicians.  These  include 
more  productive  use  of  outpatient  en- 
counter time,  shortened  length  of  stay, 
enhanced  patient  satisfaction,  and  pos- 
sibly even  improved  inpatient  clinical 
outcomes  and  quality  of  care.  Potential 
disadvantages,  which  must  be  weighed 
against  the  advantages,  include  inter- 
ruption of  continuity  of  care,  miscom- 
munication  among  several  physicians 
dealing  with  a patient,  erosion  of  of- 
fice-based physician  inpatient  skills, 
loss  of  hospital  staff  privileges  by  non- 
hospitalists,  and  in  the  case  of  internal 
medicine,  a threat  to  the  characteristic 
of  an  internist  being  uniquely  equipped 
to  deal  with  the  sickest  of  patients  re- 
gardless of  venue. 

Ingrained  in  the  training  of  an  in- 
ternist is  the  capability  to  deal  with 
complexity  and  severity  of  illness  re- 
gardless of  where  the  care  is  delivered. 
This  competence  has  traditionally  been 
one  of  the  defining  characteristics  of 
internists  vis-a-vis  other  primary  care 
providers.  It  has  been  a competitive 
advantage  and  a source  of  pride  to  in- 
ternists, and  a useful  skill  for  patients 
and  other  primary  care  physicians.  The 
blurring  of  this  distinction  for  internal 
medicine  physicians  may  prove  to  be 
detrimental  to  our  competitiveness,  ef- 
fectiveness, and  satisfaction. 

Unknown  issues  that  need  study  in- 
clude the  possibility: 
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..•  That  continuity  of  care  is  critically 
important  when  patients  become  se- 
j,  verely  ill; 

^ > That  the  costs  of  inpatient  care  may 
!'  actually  increase  if  hospitalists  do 
not  have  the  ability  to  predict  indi- 
; vidtial  patient  response  to  illness; 

;!•  That  there  may  be  confusion  about 
advance  directives  and  that  end-of- 
life  care  may  be  prolonged; 

• That  patients  may  be  unhappy  hav- 
ing several  physicians  in  charge  of 
their  care  as  hospitalists  usually  ro- 
tate their  hospital  responsibilities  in 
shifts;  and 

, ♦ That  hospitalists  may  focus  unavoid- 
fi  ably  on  day-to-day  problems  and 
fail  to  confront  long-term  concerns 
f because  they  are  relatively  isolated 
j,  from  whatever  happens  before  and 
I after  hospitalization, 
i: 


The  key  to  monitoring  these  poten- 
;ially  negative  effects  of  the  hospitalist 
movement,  when  compared  with  the  pre- 
jsumably  positive  features,  resides  in  free- 
dom of  choice.  As  long  as  the  hospitalist 
j system  is  voluntary,  market  forces  per- 
taining to  the  ultimate  consumers  that 
il  hospitalists  serve  will  determine  its 
[lvalue.  If  patients  and  other  primary  care 
[ physicians  find  that  hospitalists  create 
greater  value  than  problems,  they  will 

I prevail.  Otherwise,  they  will  be  used  only 
sparingly.  It  is  the  distortion  brought 
about  by  the  coercive  and  mandatory  use 
of  hospitalists  that  precludes  a meaning- 

[ ful  accounting  of  cost  versus  benefits  of 
the  hospitalist  system.  A mandatory  ap- 
jiproach  will  anger  patients  and  create 

II  outrage  among  physicians. 

J Thus,  it  is  the  ACP-ASIM  position, 
[certainly  championed  by  the  Texas 
I Academy  of  Internal  Medicine,  that  sup- 
port for  the  hospitalist  movement  is  con- 
fined  to  a sharply  delineated  support  for 
I a voluntary,  noncoercive  hospitalist  sys- 
■ tern.  It  is  unacceptable  to  permit  the 
^ mandatory  transfer  of  inpatient  respon- 
[ sibilities  under  any  system.  ★ 


i| 

i 

I Dr  Daniels  is  president-elect  of  the  Texas  Academy  of 
; Internal  Medicine,  the  Texas  Chapter  of  the  ACP- 
ASIM.  He  is  a professor  and  associate  chair  of  medi- 
‘ cine  in  the  Department  of  Internal  Medicine  at  The 
University  of  Texas  Medical  Branch  at  Galveston.  I 
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Not  every  practice  needs  to  ^et  Y2K  ready.  But  you  do. 

Old-fashioned  medicine  was  simple.  But  the  highest  standards  of  health  care  today  depend 
on  complex  interrelationships  between  providers  and  technical  systems,  including  billing 
systems.  You  should  test  your  billing  systems  with  Medicare  and  other  payers.  And  you 
should  prepare  for  any  and  all  contingencies.  It's  not  too  late  to  get  ready,  but  it  is  too  late 
to  delay — if  you  want  to  get  paid  on  time  as  we  enter  the  next  millennium. 

For  information  and  Y2K  resources,  call  1-800-958-4232  or  visit  vrww.hcfa.gov/y2k 

Medicare  is  Y2K  ready.  Are  you? 
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Newsmakers 


Three  physicians  at  The  University  of 
Texas  Southwestern  Medical  Center  were 
recognized  for  outstanding  achievements 
in  their  fields.  Paul  Bergstresser,  MD, 
chair  of  dermatology,  is  the  new  secre- 
tary/treasurer of  the  Society  for  Inves- 
tigative Dermatology.  During  his  5-year 
term,  he  will  be  responsible  for  the  over- 
all fiscal  and  managerial  integrity  of  the 
organization.  Gregory  Jackson,  MD,  an 
associate  professor  of  pediatrics,  was 
named  Child  Advocate  of  the  Year  by  the 
National  Association  of  Pediatric  Nurse 
.Associates  and  Practitioners.  Dr  Jackson, 
clinical  director  of  the  newborn  nursery 
at  Parkland  Hospital,  was  cited  for  his 
dedication  to  the  promotion  of  the  health 
and  well-being  of  the  children  he  treats. 
Ishwarlal  Jialal,  MD,  received  the  Zak 
Award  from  the  American  Association  of 
Clinical  Chemistry  for  his  research  on 
lipids  and  lipoproteins. 

John  E.  Bertini,  MD,  has  been  elected  to 
t the  city  council  of  West  University  Place 
near  Houston.  He  is  a urologist  at  CHRIS- 
TUS  St  Joseph  Hospital  in  Houston. 

Harris  Busch,  MD,  PhD,  a professor  of 
pharmacology  at  Baylor  College  of 
Medicine,  has  received  the  J.E.  Purkyne 
Honorary  Medal  for  Merit  in  the  Bio- 
logical Sciences  from  the  Academy  of 


Paul  Bergstresser,  MD  Harris  Busch,  MD,  PhD 


Sciences  in  the  Czech  Republic.  He  was 
honored  for  his  achievements  and  long- 
term cooperation  with  Czech  scientists. 
Dr  Busch’s  primary  research  interest  in- 
volves the  structure  and  function  of  the 
nucleolus  in  cancer  cells. 

Douglas  Curran,  MD,  of  Athens,  has 
been  named  Family  Physician  of  the 
Year  by  the  Texas  Academy  of  Family 
Physicians. 

The  Texas  Medical  Foundation’s  physi- 
cian membership  has  elected  four  new 
members  to  its  Board  of  Trustees.  They 
are  Rio  Grande  City  family  physician  An- 
tonio Falcon,  MD;  Dallas  psychiatrist  and 
former  TMA  Board  of  Trustees  Chair  By- 
ron L.  Howard,  MD;  Wichita  Falls  pathol- 
ogist Susan  M.  Strata,  MD;  and  Lubbock 
cardiologist  Charles  E.  Wilkins,  MD.  In 
addition,  three  current  board  members 
were  elected  officers  of  the  board.  They 
are  Georgetown  family  physician 
William  R.  Jones,  DO,  vice  president; 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
section  are  TMA  membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
tion; or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  People,  Texas  Medicine, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry_b@texmed.org. 


Gregory  Jackson,  MD  Joseph  Jankovic,  MD 


Frederick  L.  Merian,  MD  Ibrahim  Ramzy,  MD 


Dallas  ophthalmologist  John  E.  Eisen- 
lohr,  MD,  secretary;  and  Houston  psychi- 
atrist Priscilla  Ray,  MD,  treasurer. 

Amarillo  cardiologist  Ronald  Fortner, 
MD,  is  the  1999  recipient  of  the  Paul  V. 
Ledbetter,  MD,  Physician  Volunteer  of 
the  Year  award  from  the  American 
Heart  Association,  Texas  Affiliate.  Dr 
Fortner  is  active  in  the  HeartGare  Part- 
nership, a joint  cardiovascular  disease 
prevention  project  of  the  Texas  Med- 
ical Association  and  the  American 
Heart  Association.  He  is  chief  of  cardi- 
ology at  Baptist  St  Anthony’s  Health 
System  in  Amarillo  and  president  and 
physician  manager  of  the  Amarillo 
Heart  Group. 
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Because  you  went  to  med  school 

NOT  LAW  SCHOOL, 


Maybe  it's  time  you  took  on  a few  new 
partners.  A group  that  can  help  with  your 
medical  liability  program  while  you  do  what 
you  were  trained  for— practicing  medicine. 
Call  today  for  our  custom-tailored  liability 
programs  and  coverage  at  competitive  prices. 


api » f PIC 

http:/ /www.amph.coin/api 

1.800.252.3628 

American  Physicians  Insurance  Exchange  and  Florida  Physicians  Insurance  Company.  Inc. 
have  joined  forces  to  offer  nauonal  experience,  local  service,  scabilicy  and  commkmeni. 


Charles  University,  the  oldest  university, 
in  Central  Europe,  has  awarded  an  hon- 
orary degree  to  Joseph  Jankovic,  MD, 
at  the  International  Congress  on  Gait, 
Disorders  in  Prague,  Czech  Republic.  Dr 
Jankovic  is  a professor  of  neurology  and 
director  of  the  Parkinson’s  Disease  Cen- 
ter and  Movement  Disorders  Clinic  at 
Baylor  College  of  Medicine.  The  univer-; 
sity  awards  honorary  degrees  to  peoplej 
who  have  made  extraordinary  contribu- 
tions to  medicine  and  life  sciences. 

Frederick  L.  Merian,  MD,  vice  chair  of 
the  TMA  Board  of  Trustees  and  a familyj 
physician  in  Victoria,  has  been  chosen  by( 
the  American  Medical  Association  as  1 of 
13  physicians  to  serve  on  the  Ad  Hod 
Task  Force  on  the  Evaluation  and  Man-j 
agement  (E&M)  Documentation  System.! 
The  task  force  will  advise  the  AMA  Board! 
of  Trustees  as  it  works  with  the  Health 
Care  Financing  Administration  to  refine, 
test,  and  evaluate  the  E&M  documenta-| 
tion  system  before  it  is  implemented.  | 

I 

Marcus  Purvis,  MD,  of  Brenham,  has| 
been  elected  president  of  the  Texas! 
Academy  of  Family  Physicians.  Dr  Purvisj 
is  in  private  practice  and  is  a part-timej 
faculty  advisor  at  the  Brazos  Valley  Fam-I 
ily  Practice  Program  in  Bryan. 

Basil  A.  Pruitt,  Jr,  MD,  clinical  profes-| 
sor  of  surgery  at  The  University  ofi 
Texas  Health  Science  Center  at  San  An-l 
tonio,  is  the  new  president  of  the  Amer-l 
ican  Surgical  Association. 

His  lifetime  achievements  and  contri-| 
butions  to  the  studies  of  disease  in  cells 
have  earned  Ibrahim  Ramzy,  MD,  the 
American  Society  of  Cytopathology’s 
most  prestigious  award.  Dr  Ramzy  will 
receive  the  1999  Papanicolaou  Award 
this  month  at  the  society’s  annual 
meeting  in  Sacramento.  The  award  is 
named  for  George  Papanicolaou,  MD, 
developer  of  the  Pap  test  for  cervical 
cancer.  Dr  Ramzy  is  a professor  of 
pathology  and  obstetrics  and  director 
of  the  Cytopathology  Training  Program 
at  Baylor  Gollege  of  Medicine. 

Kaylen  M.  Silverberg,  MD,  an  Austin  re- 
productive endocrinologist,  has  been 
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ielected  secretaiy/treasurer  of  the  na- 
tional Society  for  Assisted  Reproductive 
;Technology.  She  also  was  featured  in  an 
larticle,  “Making  Miracles,”  in  the  Sep- 
{tember  1999  issue  of  Parenting  Magazine. 

i 

1 

Deaths 


IDorothy  Grace  Finley,  MD,  77;  Dallas; 
■Duke  University  School  of  Medicine, 

: 1944;  died  August  15,  1999. 

Simeon  Hulsey,  MD,  100;  Fort  Worth; 

’ University  of  Pennsylvania  School  of 
; Medicine,  1925;  died  August  9,  1999. 

William  Inserni,  MD,  77;  Corpus  Christi; 
University  of  Lausanne-Switzerland, 
1958;  died  August  15,  1999. 

Robert  Lee  Mathis,  MD,  78;  Houston; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1944;  died  September  6, 
1999. 

Robert  George  McConn,  MD,  74; 

Houston;  Baylor  College  of  Medicine, 
1948;  died  August  21,  1999. 

Chester  Lee  McShan,  MD,  80;  Hender- 
son; The  University  of  Texas  Medical 
Branch  at  Galveston;  1952;  died  Au- 
gust 21,  1999. 

William  Arthur  Mitchell,  MD,  84;  Lufkin; 
University  of  Maryland  School  of  Medi- 
cine, 1941;  died  August  18,  1999. 

Robert  Mitz,  MD,  75;  Dallas;  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston;  1947;  died  August  14,  1999. 

Robert  Clayton  Page,  MD,  66;  Winns- 
boro;  The  University  of  Texas  South- 
western Medical  School  at  Dallas, 
1962;  died  August  6,  1999. 

Donald  Lowell  Paulson,  MD,  86;  Dal- 
las; University  of  Minnesota  Medical 
School-Minneapolis,  1936;  died  August 
31,  1999. 

Stephen  Alderman  Powers,  MD,  82; 
Wichita  Falls;  Baylor  College  of  Medi- 
cine-Dallas,  1941;  died  August  15,  1999. 
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TMA-Humana  deal,  physician  negotiations 
highlight  fall  conference  activities 


n agreement  with  a major  in- 
surance company  that  will 
benefit  physicians  and  an  ef- 
fort to  help  Texas  Medical  As- 
sociation members  negotiate 
better  contracts  with  health 
plans  were  announced  by 
TMA  President  Alan  C.  Baum, 


MD,  of  Houston,  during  the  TMA  Fall 
Conference,  “Turning  Points  in  Medi- 
cine,” in  Austin  on  September  18. 

During  his  remarks  opening  the  con- 
ference, Dr  Baum  said  talks  between 
TMA  and  Humana  resulted  in  Humana 
agreeing  to  replace  its  audits  of  all 
claims  using  Level  4 and  5 evaluation 


and  management  codes  with  focused 
medical  review.  Humana  also  agreed  to 
create  a workgroup  of  medical  directors 
and  practicing  physicians  to  enhance  the 
review  process  and  improve  physicians’ 
working  relationship  with  Humana. 

“We  got  their  attention,”  Dr  Baum 
said.  “We  told  them  it  didn’t  make 


Organized  medicine  must  stay  together  and  work  to  maintain  a health  care  system 
that  is  in  the  best  Interests  of  the  patients,  American  Medical  Association  President 
Thomas  R.  Reardon,  MD,  said  at  the  TMA  Fall  Conference.  “Our  patients  need  us  to 
be  strong,  united,  visionary  advocates  on  their  behalf  so  they  can  continue  to  receive 
necessary  and  appropriate  care.” 


Physicians  must  be  prepared  if  the  unthinkable  happens  and  terrorists  launch  a 
chemical  or  biological  attack  against  the  United  States,  Dennis  Perrotta,  PhD,  chief 
of  the  Bureau  of  Epidemiology  at  the  Texas  Department  of  Health,  said  during  a 
program  on  bioterrorism  attheTMA  Fall  Conference. 
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jsensc  for  physicians  or  for  Humana.  It 
!vvas  a waste  of  time,  money,  and  en- 
lergy.  We  suggested  instead  that  llu- 
litiana  use  focused  medical  review.  Only 
claims  from  physicians  whose  coding 
consistently  falls  outside  the  normal 
range  of  others  in  their  specialty 
should  be  audited.  And  they  listened.” 

Dr  Baum  also  announced  that  the 
|TMA  Board  of  Trustees  had  voted  to  take 
I the  first  steps  toward  creating  a TMA 
physician  negotiation  unit  to  represent 
'groups  of  Texas  doctors  in  contract  talks 
with  health  plans.  (See  “TMA  at  the 
Table,”  p 28-32.)  That  action  followed 
passage  of  Senate  Bill  1468,  known  as 
the  Physician  Negotiation  Bill,  in  the  last 
session  of  the  Texas  Legislature. 

In  a related  matter,  American  Med- 
ical Association  President  Thomas  R. 
Reardon,  MD,  told  conference  atten- 
dees that  unprecedented  physician 
frustration  led  AMA  to  create  a collec- 
tive negotiating  organization  for  em- 
' ployed  physicians  last  summer.  (See 
'“AMA  Preparing  to  Act,  PRN,”  p 32.) 

In  his  remarks.  Dr  Baum  said  Texas 
'physicians  have  “encountered  enough 
turning  points  lately  to  keep  us  all 
spinning,  but  we  don’t  have  to  be 
blown  off  course.  That’s  a challenge  for 
each  of  us  individually,  and  it’s  a chal- 
lenge for  TMA.” 

TMA  has  the  talent  and  the  re- 
sources, he  said.  “We  have  the  solid  re- 
lationships with  our  county  societies, 
with  the  specialty  organizations,  and 
with  AMA.  This  association  is  going 
about  what  it  ought  to  be  going  about. 
We’re  going  to  make  good  things  hap- 
pen for  Texas  doctors  who  are  dealing 
with  these  turning  points.” 

One  of  those  good  things  TMA  will 
make  happen,  he  said,  is  securing  con- 
gressional passage  of  a Patients’  Bill  of 
Rights  that  will  truly  benefit  patients. 
“We’re  going  to  win  this  one  because 
we’re  right.  If  not  today,  then  soon,”  he 
declared.  “TMA  is  organizing  grass- 
roots physicians  to  encourage  our 
Texas  representatives  to  protect  the 
tremendous  patients’  rights  victories 
we’ve  won  here  in  Texas.” 

Dr  Baum  said  TMA  also  will  work 
for  physicians  and  their  patients  on  is- 
sues such  as  Medicaid  managed  care, 
disease  management  programs  that 


threaten  physician  autonomy,  phar- 
macy benefits  managers  and  formulary 
manipulations,  mergers,  mandated 
benefits,  and  the  constant  downward 
pressure  on  reimbursement. 

Lieutenant  Governor  Rick  Perry  and 
House  Speaker  Pete  Laney  have  asked 
legislative  committees  to  study  these  is- 
sues between  now  and  the  next  session 
in  2001.  “Our  study  groups  and  specialty 
coalitions  will  develop  the  best  policy 
options  for  Texas  physicians  and  our  pa- 
tients,” Dr  Baum  said.  “We’ll  deliver  the 
information.  We’ll  deliver  the  science. 
We’ll  be  the  authority  at  that  table.  And 
we  know  our  senators  and  representa- 
tives will  listen  to  TMA  because  they’ve 
learned  to  trust  what  we  have  to  say.” 

Fall  conference  events  concluded 
with  a program  on  the  physician’s  role 
in  biological  and  chemical  terrorism.  It 
was  produced  by  TMA  and  the  Texas 
Public  Health  Association  and  funded 
by  AMA  and  the  American  Public 
Health  Association. 

Kenneth  Kizer,  MD,  MPH,  former 
undersecretary  of  health  for  the  US  De- 
partment of  Veterans  Affairs,  said 
physicians  “are  the  frontline  responders 


to  bioterrorism.  I low  one  determines 
an  organized  response  should  be  jned- 
icated  on  that,  and  that  basic  fact  is  not 
understood  by  a whole  lot  of  people 
who  still  think  they’re  going  to  go  out 
in  a fire  engine  or  with  red  lights  and 
sirens  and  deal  with  something  they 
completely  don’t  understand.” 

The  United  States  faces  a growing 
population,  increasing  technology,  and 
outdated  disaster  response  plans  at 
hospitals.  These  all  spell  trouble  for 
physicians  who  are  not  prepared  for  the 
threat  of  chemical  or  biological  attack, 
said  Dennis  Perrotta,  PhD,  chief  of  the 
Bureau  of  Epidemiology  at  the  Texas 
Department  of  Health.  Unlike  chemical 
attacks,  the  release  of  biological  agents 
may  not  be  readily  apparent. 

“The  first  clue  will  be  people  show- 
ing up  in  your  offices  with  flulike  ill- 
nesses, and  you  will  say  that  they  have 
the  flu  because  they’re  horses  and 
you’re  not  looking  for  zebras  yet,”  he 
said.  Once  the  zebras  have  been  identi- 
fied, Dr  Perrotta  said,  “The  response  to 
this  kind  of  problem  is  a local  function 
— it  has  to  be  a local  law  enforcement 
and  a local  health  combination.”  ★ 


Texas  legislators  received  the  “Texas  Medicine's  Best"  awards  at  the  fall  conference  for  their  passage  of 
legislation  benefiting  physicians  and  their  patients  during  the  past  session  of  the  Texas  Legislature.  From 
left  are  Rep  Garnet  Coleman  (D-Houston),  Rep  John  Smithee  (R-Amarillo),  Rep  Glenn  Lewis  (D-Fort  Worth), 
Rep  Patricia  Gray  (D-Galveston),  Sen  Jane  Nelson  (R-Flower  Mound),  Sen  Chris  Harris  (R-Arlington),  Rep 
Kyle  Janek  (R-Houston),  and  Rep  Brian  McCall,  (R-Plano).  Also  receiving  the  awards  but  not  pictured  were 
Lt  Gov  Rick  Perry,  Rep  Craig  Eiland  (D-Galveston),  Rep  Rob  Junell  (D-San  Angelo),  and  Rep  Barry  Telford 
(D-DeKalb).  Because  of  their  efforts,  critical  public  health  causes  were  advanced  by  the  legislature,  said 
Robert  W.  Sloane,  Jr,  MD,  Fort  Worth,  chair  of  the  TMA  Council  on  Legislation. 
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Lloyd  Woodward,  MD,  of  Robert  Lee,  shows  Michael  Fitzpatrick,  MD,  a professor  at 
The  University  of  Texas  Southwestern  Medical  Center  at  Dallas,  how  to  find 
information  about  cancer-related  legislation  on  the  World  Wide  Web  during  the 
Internet  Health  Road  Show. 


Surf's  up!  The  main  ballroom  of  the  Renaissance  Austin  Hotel  was  packed  witli| 
doctors  and  computers  for  the  Internet  Health  Road  Show.  More  than  250  physician  ! 
learned  how  the  Internet  is  revolutionizing  health  care  from  computer-savvy  fellov’ 
physicians  and  computer  industry  experts.  j 


Internet:  get  on  or  get  out, 
physicians  learn  at  road  show 


Remember  when  Woolworth’s  was 
the  dominant  force  in  retailing? 
Everybody  shopped  there.  Wool- 
worth  officials  were  so  confident 
in  their  market  supremacy  that 
they  paid  little  attention  to  that  Walton 
fellow  in  Arkansas.  Have  you  seen  a 
Woolworth’s  lately? 

If  doctors  don’t  want  to  end  up  on 
the  scrap  heap  like  Woolworth’s,  they’d 
better  start  incorporating  the  Internet 
into  their  practices,  Richard  F.  Gorlin, 
MD,  speaker  of  the  American  Medical 
Association  House  of  Delegates,  told 
more  than  250  physicians  who  took 
part  in  the  Internet  Health  Road  Show 
September  17  in  Austin. 

Sponsored  by  AMA  and  Intel  Corpo- 
ration and  held  in  conjunction  with  the 
Texas  Medical  Association  Fall  Confer- 
ence, the  event  gave  physicians  a first- 
hand look  at  how  the  Internet  is 
changing  the  practice  of  medicine,  es- 
pecially the  relationship  between  pa- 
tients and  physicians.  Dr  Corlin  and 
other  speakers  discussed  the  Internet’s 
impact  on  the  patient-physician  rela- 
tionship, identified  major  physician  and 
consumer  Internet  health  sites,  and  fa- 
miliarized attendees  with  Internet  tools 
they  can  use  in  clinical  practice,  office 
management,  and  patient  education. 

Like  Woolworth’s,  Dr  Corlin  said, 
physicians  are  confident  they  are  the 
dominant  players  in  health  care.  But 
that  could  change. 

Patients  are  surfing  the  Web  to  get 


information,  order  prescription  drugs, 
purchase  health  insurance  and  medical 
supplies,  discuss  their  illnesses  or  con- 
ditions with  physicians,  and,  in  some 
cases,  actually  obtain  diagnoses. 

Patients  often  are  going  to  their 
doctors’  offices  with  questions  about 
drugs  or  treatments  they  found  on  In- 
ternet health  sites.  Physicians  can  turn 
this  development  to  their  advantage 
and  help  their  patients  find  sources  of 
accurate  information  on  the  Internet. 
Patients  want  information  from  physi- 
cians to  validate  or  refute  what  they 
find  on  the  Internet,  Dr  Corlin  said. 

Surveys  show  the  overwhelming 
majority  of  patients  prefer  to  receive  in- 
formation from  their  physicians,  added 
Robert  McKinstry,  MD,  PhD,  assistant 
professor  of  radiology  at  Washington 
University  School  of  Medicine. 

“Patients  are  seeking  someone  to  talk 
to  and  a sense  of  community.  Physicians 
can  help  them  find  that  online,”  he  said. 

“The  good  news  is  there  are  50,000 
health-related  Internet  sites,”  said  Steven 
McGeady,  director  of  the  Internet  Health 
Initiative  for  Intel.  “The  bad  news  is  there 
are  50,000  health-related  Internet  sites. 
The  only  way  to  determine  what  the  fu- 
ture of  health  care  on  the  Internet  looks 
like  is  to  become  involved  in  it.” 

An  increasing  number  of  physicians 
are  using  the  Internet  to  get  help  and 
information.  Dr  Corlin  said.  “It  will  re- 
sult in  better  educated  patients.  It  will 
result  in  patients  having  far  more  of  a 
feeling  that  they  have  participated  in 
the  development  of  their  treatment 
plan  . . . and  I believe  that  we  will  have 


increased  compliance  on  the  part  of  the 
patients.”  j 

Speakers  at  the  road  show  advisee! 
physicians  to  keep  up  with  the  informa  l 
tion  and  services  available  to  their  paj 
tients  on  the  Internet,  to  develop  Webt 
sites  for  their  practices,  to  make  their  e-i 


mail  addresses  available  to  patients,| 
and  to  incorporate  their  patients’  e-mail 
addresses  into  their  medical  charts.  ★ | 
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[iTexas  Medical  Association-Medical  Student  Section 
(TMA-MSS)  Chair  Brad  Butler,  a third-year  medical 
student  at  Texas  A&M  University  Health  Science  Center 
in  Temple,  far  left,  and  TMA-MSS  Vice  Chair  Angela 
Siler-Fisher,  a third-year  medical  student  at  Texas  Tech 
I University  Health  Sciences  Center  in  Lubbock,  second 
from  right,  perform  cholesterol  tests  on  TMA  President 
Alan  C.  Baum,  MD,  far  right,  and  TMA  Alliance 
President  Pam  Hendricks,  in  front  of  TMA  Fall 
f Conference  attendees  to  help  launch  Project  WATCH. 


by  educating  physicians  and  their  pa- 
tients about  tlie  five  leading  preventa- 
ble risk  factors  lor  heart  disease  and 
stroke:  Weight,  Activity,  Tobacco,  Cho- 
lesterol, and  High  blood  pressure. 

Fall  conference  attendees  also  learned 
about  Project  WATCH  through  a booth 
featuring  stations  for  each  of  the  risk  fac- 
tors. TMA-Medical  Student  Section 
members  performed  cholesterol  screen- 
ings and  blood  pressure  checks  on  booth 
visitors,  as  well  as  on  TMA  President 
Alan  C.  Baum,  MD,  and  TMA  Alliance 
President  Pam  Hendricks,  of  Temple. 

During  his  presentation  at  the  TMA  Al- 
liance Fall  Conference,  Temple  cardiolo- 
gist and  TMA  President-Elect  J.  James 
Rohack,  MD,  laid  out  the  initial  steps  for 
the  Project  WATCH  implementation  plan. 
“Our  first  act  is  to  get  out  there  and  find 
out  from  the  physicians,  our  spouses,  and 
our  families  if  we  are  at  risk,”  he  said.  “Do 
we  have  some  of  these  risk  factors  that 
we’re  not  paying  attention  to  so  that  we 
can  take  care  of  others?” 

Following  the  physician  education 
phase  of  Project  WATCH,  TMA,  the  TMA 
Alliance,  and  the  TMA  Foundation  will 
launch  the  public  phase  of  the  program 
with  patient  brochures,  a Project 
WATCH  video,  and  a press  conference  at 
TMA’s  Winter  Conference  on  February 
26,  2000,  in  Austin.  ★ 


From  left  to  right,  TMA  President  Alan  C.  Baum,  MD, 
TMA  Alliance  President  Pam  Hendricks,  TMA 
Alliance  President-Elect  Irene  Skor,  and  TMA 
President-Elect  J.  James  Rohack,  MD,  celebrate  the 
physician  kickoff  of  Project  WATCH,  a 2-year  heart 
disease  and  stroke  prevention  education  program  by 
TMA,  the  TMA  Alliance,  and  the  TMA  Foundation. 


Clyde  W Yancy,  Jr,  MD,  introduces  TMA  Fall 
Conference  attendees  to  the  five  preventable  risk 
factors  for  which  Project  WATCH  was  named;  Weight, 
Activity,  Tobacco,  Cholesterol,  and  High  blood 
pressure.  “The  reason  I am  giving  this  message,  apart 
from  my  own  professional  affiliations,  is  because  as  a 
practitioner  who  deals  with  end-stage  heart  disease,  I 
see  the  consequences  of  these  unchecked, 
uncontrolled  risk  factors  and  these  morbid 
cardiovascular  facts,”  Dr  Yancy  said.  “It  galvanizes  me 
to  get  a message  out  to  the  physician  community  that 
these  issues  are  vitally  important.” 


Members  of  TMA’s  Medical  Student  Section  perform 
blood  pressure  checks  on  TMA  Fall  Conference 
attendees  who  visited  the  Project  WATCH  booth. 


TMAjTMAA  members 
WATCH  over  Texans’ 
hearts  and  brains 


Clyde  W.  Yancy,  Jr,  MD,  always  in- 
cludes a slide  in  his  presenta- 
tions that  says,  “ The  best  way  to 
treat  heart  failure  is  to  not  get 
it.”  This  motto  made  him  the 
jerfect  speaker  to  introduce  Texas 
VIedical  Association  Fall  Conference  at- 
endees  to  Project  WATCH,  a new  heart 
disease  and  stroke  prevention  educa- 
ion  program  by  I'MA,  TMA  Alliance, 
'md  TMA  Foundation. 

Dr  Yancy,  an  associate  professor  of 
nedicine  in  the  Department  of  Internal 
VIedicine-Division  of  Cardiology  at  The 
'University  of  Texas  Southwestern  Med- 
jical  Center  at  Dallas,  emphasized  the 
jsimplicity  of  the  Project  WATCH  pre- 
|scription.  “We  cardiologists  have  really 
'tried  to  make  this  unnecessarily  com- 
plex,” he  said.  “It’s  not  that  compli- 
icated.  You  help  your  patients  lose 
weight.  You  help  them  increase  their 
■activity.  Encourage  them  to  stop  smok- 
ing, encourage  them  to  follow  heart- 
healthy  diets,  and  encourage  them  to 
jget  their  blood  pressure  checked.” 

The  2-year  project  fights  the  No.  1 
and  No.  3 killers  in  the  state  and  the 
I country  — heart  disease  and  stroke  — 
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The  Texas-Mexico  border  holds  a unique  mixture  of  cul- 
tures in  an  area  between  two  countries.  It  has  its  own 
unique  health  problems,  too.  To  find  out  more,  visit  some 
of  the  sites  featured  this  month. 

Texas-Mexico  border  health  survey 

The  main  purpose  of  this  border  health  survey,  at 
srph.tamu.edu/html/survey.html,  is  to  assess  general 
sanitation,  selected  health  conditions,  and  potential 
sources  of  exposure  to  environmental  contaminants 


Drug  abuse  prevention  along  the  border 

The  National  Center  for  the  Application  of  Prevention 
Technologies  aims  to  prevent  substance  abuse  in  the  bor- 
der area.  The  site,  www.bordercapt.org,  provides  links  to 
articles  and  statistics  on  substance  abuse  among  border 
residents,  and  also  lists  conferences  and  events  that  fo- 
cus on  substance  abuse  prevention.  The  organization 
serves  the  US-Mexico  border  region  in  California,  Ari- 
zona, New  Mexico,  and  Texas. 


along  the  border  in  urban  and  rural  Mexico.  Overall,  the 
survey  compares  environmental  health  conditions  in  the 
principal  population  areas  of  the  border  (ie,  Brownsville, 
McAllen,  Laredo,  Eagle  Pass,  Del  Rio,  El  Paso,  and  the 
colonias)  and  focuses  on  the  health  status  of  children. 
The  site  offers  demographics  and  disease  rates  for  the 
population. 

Project  Concern  International 

Project  Concern  International  is  a nonprofit  corporation 
that  works  with  volunteers  and  communities  to  provide 
health  services  around  the  world.  The  organization’s  Web 
site,  www.serve.com/PCI,  provides  information  about 
public  health  projects  funded  by  the  company.  To  view 
details  about  the  projects,  click  on  “Programs,”  then  on 
“Mexico.”  Additionally,  you  can  leave  your  e-mail  ad- 
dress to  receive  the  organization’s  online  newsletter, 
CONCERNews.  Project  Concern’s  programs  include 
well-baby  clinic  setup,  an  AIDS  prevention  education 
program,  women’s  and  reproductive  health  programs, 
and  community  health  care  worker  training. 


TMA’s  new  Web  site 

TheTMA  Web  site  is  getting  a face-lift.  Be  one  of  the  first 
to  view  the  new  site  in  December  at  www.texmed.org.  In 
addition  to  a new  look,  TMA’s  site  will  include  features  of 
interest  to  physicians,  such  as  personalized  home  pages. 
Each  time  you  log  on  to  theTMA  site,  you’ll  see  your  per- 
sonal home  page,  complete  with  content  based  on  your 
interests.  The  home  page  will  be  based  on  a profile  you’ve 
created  that  allows  selection  of  user  name,  password, 
and  area  of  specialty,  as  well  as  favorite  links  to  outside 
Web  sites.  The  site  also  will  display  catalogs  of  news 
from  other  medical  sites.  And,  you’ll  be  notified  of  events 
of  interest  in  your  area. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  theTMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  theTMA  Web  site,  e-mail  jennifer  o@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 


20 


Texas  Medicine  Rounds 


www.texmed.or 


j. 


ITMA  Foundation  awards 
grants  for  health  initiatives 


Almost  $200,000  in  grants  to  lielp 
fight  cardiovascular  disease,  im- 
prove stroke  and  health  education 
for  Texas’  growing  Spanish-speak- 
ing population,  and  to  help  fund 
public  health  and  science  programs  de- 
jv'eloped  by  county  medical  societies  and 
I FMA  Alliance  chapters  were  awarded  by 
[ he  Texas  Medical  Association  Founda- 
liion  (TMAF)  Board  of  Trustees  on  Sep- 
tember 17. 

I The  board  approved  support  for  the 
! first  phase  of  the  Project  WATCH  heart 
disease  and  stroke  prevention  effort.  A 
related  grant  was  approved  for  TMA’s 
Stroke  Project,  an  on-the-road  education 
seminar  aimed  at  reducing  disability  and 
death  from  stroke.  The  foundation’s  sup- 
[port  will  fund  42  speaker  slide  kits  on 
treatments  available  to  reverse  the  ef- 
fects of  stroke.  The  kits  will  be  used  by 
the  program’s  speakers’  bureau. 

Foundation  trustees  also  approved 
grants  for  HealthLine  Texas  Spanish  ra- 
dio news  feeds,  a service  of  the  TMA 
Media  and  Public  Relations  Depart- 
Iment  that  provides  prepared  radio  sto- 
ries in  Spanish  on  health  topics  of 
particular  relevance  and  interest  to 
Texas’  Spanish-speaking  residents. 

For  the  seventh  year,  the  Foundation 
provided  support  for  TMA’s  Hard  Hats 
for  Little  Heads,  a life-  and  injury-saving 
program  that  gives  Texas  children  free 
bicycle  helmets  and  educational  flyers 
on  proper  helmet  use  and  bike  safety. 

Also  approved  was  a grant  to  help 
expand  TMA’s  Internet  and  other  inter- 
active technologies.  Goals  of  this  3-year 
project  include  providing  more  online, 
interactive  educational  experiences  for 
j physicians,  expanding  information  and 
I resources  available  to  both  physicians 
, and  the  public,  and  establishing  a vir- 
' tual  medical  library  for  physicians, 
i TMAF  Community  Grant  program 
awards  approved  by  the  foundation 
board  were: 


• 1999  Immunization  Day,  sponsored 
by  the  Galveston  County  Medical  So- 
ciety, the  Galveston  Partnership  for 
Better  Living,  the  Galveston  County 
Health  District,  and  The  University 


of  Texas  Medical  Branch  at  Galve- 
ston. The  project  is  desigtietl  to  rai.se 
the  immunizatioti  rate  of  Galveston 
County’s  preschoolers. 

• Amarillo  Live  & I'hen  Give,  spon- 
sored by  the  Potter-Randall  County 
Medical  Society  and  Alliance.  I’he 
project,  modeled  after  the 
TMA/TMAA  statewide  Live  & Then 
Give  program,  consists  of  house 
calls,  donor  material  distributed 
through  physicians’  offices,  public 
service  announcements,  and  a con- 
cert by  country  singer  Deana  Carter. 

• The  Billboard  Project,  sponsored  by 
the  Smith  County  Medical  Society 
Alliance.  This  project  will  erect  bill- 
boards on  family  violence  and  organ 
donation. 

• El  Paso  Physician  Television  Program, 
sponsored  by  the  El  Paso  County 
Medical  Society.  This  involves  local 
physicians  who  plan,  promote,  and 
appear  live  on  television  to  answer 
questions  from  the  public  about  pre- 
publicized health  issues. 

• Faces  of  Violence  Conference,  spon- 
sored by  the  Tarrant  County  Medical 
Society  and  Women’s  Haven  of  Tar- 
rant County.  This  conference  is  ex- 
pected to  draw  500  people  to  learn 
more  about  family  violence  and  its 
effects  on  the  community. 

• Garden  for  the  Blind,  sponsored  by 
the  Ector  County  Medical  Alliance 
and  the  Ellen  Noel  Art  Museum.  A 
sculpture  garden  as  a science  educa- 
tion activity  for  the  visually  impaired 
is  the  focus  of  this  project.  It  also  ed- 
ucates the  sighted  on  blindness. 

• Hard  Hats  for  Little  Heads,  spon- 
sored by  the  McLennan  County 
Medical  Society.  This  injury  preven- 
tion program  has  become  a source 
of  helmets  and  bike  safety  informa- 
tion for  the  community  and  for  in- 
volvement by  local  physicians. 

• Hopkins  County  Community  Action 
Network,  sponsored  by  the  Hopkins- 
Eranklin  County  Medical  Society 
and  Hopkins  County  Memorial  Hos- 
pital. The  project  will  compile  and 
distribute  a health  and  social  service 
resource  directory  to  physicians, 
other  health  and  social  service  pro- 
fessionals, educators,  ministers,  law 
enforcement  personnel,  attorneys. 


judges,  and  concerned  citizens. 

• School  Field  Trip  Program,  s|)onsored 
by  the  Harris  County  Medictil  Society 
and  the  Museum  of  Health  and  Med- 
ical Science.  I'hree  school  districts 
send  children  in  the  fifth  through 
eighth  grades  to  the  tnuseum  for 
hands-on,  quality  health  education. 

• Prescriptions  for  Life,  sponsored  by 
the  San  Patricio-Aransas-Refugio 
County  Medical  Society  and  Aransas 
County  Counseling  and  Educational 
Support  Services.  This  project  con- 
sists of  meetings  and  field  trips  for 
youngsters  aged  12-17  years  to  raise 
their  awareness  about  responsible 
behavior,  increase  their  self-esteem, 
and  teach  them  how  to  handle  family 
relationships,  including  drug  and  al- 
cohol abuse  in  the  home.  It  also  will 
help  the  youth  to  set  priorities  and 
develop  healthy  habits. 

• Prescriptions  for  the  Next  Step, 
sponsored  by  Bell  County  Medical 
Alliance  and  Families  in  Crisis,  Inc. 
It  will  educate  physicians  about  the 
importance  of  screening  patients  for 
family  violence  issues,  and  assist 
them  in  meeting  reporting  and  re- 
ferral requirements.  Alliance  mem- 
bers will  distribute  project  material, 
promote  the  project,  and  train  as 
project  educators. 

• Prescription  for  the  Next  Step,  spon- 
sored by  the  Taylor-Jones-Haskell 
County  Medical  Society  and  Noah 
Project,  Inc.  This  collaborative  edu- 
cational effort  between  physicians 
and  the  community  focuses  on  ways 
to  assist  victims  of  domestic  vio- 
lence and  to  expand  these  efforts 
into  West  Central  Texas. 

• The  Women’s  Shelter/Safe  Mom 
Healthy  Families,  sponsored  by  the 
Arlington  Medical  Society  Alliance. 
This  health-related  intervention  pro- 
gram includes  alliance  members 
staffing  the  emergency  shelter 
nurse’s  station  and  supplying  it  with 
equipment,  over-the-counter  medica- 
tions, and  other  necessities. 

• Bone  Marrow  Donor  Program,  spon- 
sored by  the  Travis  County  Medical 
Alliance.  The  project  seeks  to  in- 
crease the  number  of  persons  on  the 
donor  registry  of  the  Blood  and  Tis- 
sue Center  of  Central  Texas.  ★ 
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Take 

Command 
of  Your 
Pracilco 

Focus  on  the  future  with  these 
expanded  services: 


^CONSULTING 
^PAYMENT  TRACKING 
>THIRD-PARTY  ADMINISTRATION 
>CREDENTIALING 
>MEDICAL  PEER  REVIEW 
>STOP  LOSS  COVERAGE 
>RISK  MANAGEMENT  PROGRAMS 
^INSURANCE  PRODUCTS 


THIS  IS  THE  NEXT  GENERATION 


OF  TMA  PHYSICIAN  SERVICES. 


Tex 


TexasMedical 

Association 


Physician 

Services 


To  engage  our  services,  contact 
TMA  Physician  Services 
at  (800)  523-8776,  or 
physician_services@texmed.org. 


House  of  Delegates  meets  what  your  patients  are  reading 

in  Austin  this  month 


An  update  on  legislation  passed 
this  year  by  the  Texas  Legislature 
and  bills  still  pending  in  Con- 
gress will  be  presented  to  the 
Texas  Medical  Assoeiation  Hoitse 
I of  Delegates  when  it  holds  its  interim 
session  November  12-13  at  the  Dou- 
ibletree  Hotel  in  Austin. 

Robert  W.  Sloane,  Jr,  MD,  of  Fort 
Worth,  chair  of  the  TMA  Council  on 
Legislation,  and  Kim  Ross,  TMA  vice 
president  for  public  policy,  will  make 
the  presentation,  which  also  will  cover 
studies  on  various  health  care  issues 
under  way  between  now  and  the  next 
session  of  the  Texas  Legislature  in  Jan- 
uary 2001. 

Besides  legislation,  the  House  of 
Delegates  agenda  includes  socioeco- 
nomic, public  health,  scientific  affairs, 
medical  education,  and  association  or- 
ganizational issues. 

Also  scheduled  are  meetings  of  the 
councils  on  Annual  Session,  Health  Ser- 
vice Organizations,  Legislation,  Past 
Presidents,  Scientific  Affairs,  and  Socio- 
economics; and  committees  on  Cardio- 
vascular Diseases,  Emergency  Medical 
Services  and  Trauma,  Health  Initiatives 
(Project  WATCH),  Infectious  Diseases, 
Interspecialty  Society,  Patient-Physician 
Advocacy,  Rehabilitation,  Rural  Health, 
and  TMA  Physician  Services. 

Other  meetings  during  interim  ses- 
sion include  the  Young  Physician  Sec- 
tion Governing  Council,  and  the 
International  Medical  Graduate,  Orga- 
nized Medical  Staff,  and  Resident  and 
Fellow  sections;  and  caucuses  of  the 
Bexar,  Dallas,  Harris,  and  Travis  county 
medical  societies,  the  13th  District, 
Districts  1-4,  Small  Districts,  Family 
Practice,  and  Medical  Student  Section. 

For  more  information,  contact  Pam 
Hale  at  (800)  880-1300,  ext  1304,  or 
(512)  370-1304;  or  e-mail  pam_h@ 
texmed.org.  ★ 


Dateline; 


Health 


By  Laura  Albrecht 


The  following  is  a collection  of  current  consumer  magazine  articles  that 
feature  health  and  medical  information  that  your  patients  may  read  and  ask 
you  about.  Send  your  suggestions  and  comments  to  Laura  Albrecht,  Texas 
Medicine,  401  W 15th  St,  Austin,  TX  78701;  or  e-mail  laura_a@texmed.org. 

“POKE  ME,  KNEAD  ME,  HEAL  ME."  Searching  beyond  ice,  aspirin,  and 
physicians  leads  to  care  from  acupuncturists,  chiropractors,  and  massage 
therapists.  Women  Outside,  Fall  1999 

“SHAPED  BY  LIFE  IN  THE  WOMB."  Research  claims  that  certain  illnesses 
(obesity,  diabetes,  breast  cancer,  and  cardiovascular  disease)  are  deter- 
mined in  the  womb.  Newsweek,  9/27/99 

“THE  TEXAS  TWENTY."  Austin  cyclist  and  cancer  survivor  Lance  Arm- 
strong and  Fort  Worth  physician  Edward  W.  Guinn,  MD,  who  cares  for  one  of 
the  toughest  communities  in  the  state,  are  profiled.  Texas  Monthly,  9/99 

“FUELING  UP  FOR  THE  HUNT."  Hunters  will  enjoy  “less  fatigue,  more  en- 
durance, and  more  kills"  if  they  eat  the  right  foods  before  and  during  the 
hunting  season.  Field  & Stream,  10/99 

“THINGS  THAT  GO  BUMP  IN  YOUR  BODY."  Physicians  explain  when  pa- 
tients should  and  should  not  worry  about  breast  lumps,  ear  bumps,  and 
moles.  Glamour,  10/99 

“SUNDANCE  KID.”  Jamie  Bedford  (yes,  the  son  of  Robert)  has  undergone 
two  liver  transplants  and  is  determined  to  spread  the  word  about  the  im- 
portance of  organ  donation.  People,  9/27/99 

“SPIN  CONTROL."  You  are  dizzy,  but  why?  Hormones?  Hunger?  Or  some- 
thing really  scary?  Doctors  from  Johns  Hopkins  University  School  of  Med- 
icine are  interviewed  about  symptoms  and  solutions  to  dizziness.  Good 
Housekeeping,  10/99 

“IN  IT  TOGETHER.”  Couples  discuss  the  medical  (and  emotional)  uncer- 
tainties of  prostate  cancer.  Good  Housekeeping,  10/99 

“A  TALE  OF  TWO  SEXES."  The  gender  gap  in  medicine  — how  does  it  im- 
pact the  treatment  of  women?  Shape,  10/99 
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SUMMARIES  OF  RECENT  HEALTH  CARE  FINDINGS 


In  Case  You 


Prenatal  supplements  of  1,000  mg  per  day  of  vitamin  C and  400  lU  per  day  of 
vitamin  E can  help  prevent  the  onset  of  preeclampsia  in  women  at  high  risk, 
investigators  in  London  have  determined  following  a study  of  283  women. 
Lancet,  9/4/99 

Kicking  the  cocaine  habit  may  be  especially  tough  because  it  triggers  a 
buildup  of  a protein  that  persists  in  the  brain  and  stimulates  genes  that  in- 
tensify the  craving  for  the  drug,  Yale  School  of  Medicine  researchers  report. 
The  protein,  Delta-FosB,  isn’t  produced  in  the  brain  until  addicts  have  used 
cocaine  several  times  or  even  for  several  years.  Nature,  9/16/99 

Healthy  women  who  take  up  to  6 aspirin  tablets  a week  have  a lower  risk  of 
ischemic  stroke,  but  those  who  take  15  or  more  tablets  weekly  double  their 
risk  of  a subarachnoid  hemorrhage,  say  researchers  at  Harvard  Medical 
School  and  Brigham  and  Women’s  Hospital  in  Boston.  Stroke,  9/99 

Elevated  concentration  of  plasma  homocysteine  appears  to  be  a risk 
marker  for  cardiovascular  disease,  according  to  researchers  at  Hadassah 
University  Hospital  in  Jerusalem  and  Tufts  University  in  Boston.  Annals  of 
Internal  Medicine,  9/7/99 

A 12-week  study  shows  creatine  causes  changes  in  muscle  fiber  and  makes 
athletes  stronger  and  able  to  lift  more  weight.  Creatine  helps  the  body  re- 
plenish adenosine  triphosphate.  Medicine  and  Science  in  Sports  and  Exer- 
cise, 8/99 

Scientists  in  Norway  have  linked  dyslexia  to  a gene,  DYX3,  found  on  chro- 
mosome 2 by  studying  36  members  of  a Norwegian  family  with  a history  of 
mild  to  moderate  dyslexia.  Journal  of  Medical  Genetics,  9/99 

Blueberries  may  help  improve  memory  and  balance,  at  least  in  rats.  A study 
in  which  elderly  rats  were  given  the  human  equivalent  of  a half  cup  of  blue- 
berries a day  resulted  In  better  short-term  memory,  balance,  and  coordina- 
tion. Journal  of  Neuroscience,  9/99 

The  health  benefits  of  drinking  red  wine  may  be  caused  by  purple  grape 
juice’s  effect  on  flow-mediated  vasodilation  and  inhibition  of  LDL  choles- 
terol oxidation,  say  Wisconsin  University  researchers.  Circulation,  9/7/99 


Remember  the  Alamo, 
but  remember  TexMed,  too 


You  can  visit  the  Alamo,  Sea 
World,  or  the  scenic  River  Walk, 
and  make  your  voice  heard  on^ 
important  issues  at  TexMed  2000i 
in  San  Antonio  during  the 
Memorial  Day  weekend.  | 

TMA’s  annual  meeting  will  be  held 
at  the  Henry  B.  Gonzalez  Convention 
Center  and  Marriott  Rivercenter  Hotel 
May  25-28,  2000. 

More  than  200  hours  of  Category  T 
continuing  medical  education  will  be 
available.  In  addition,  you’ll  receive 
discounts  on  hotel  rooms  and  tickets  to 
theme  parks. 

The  Marriott  Rivercenter  will  be  the 
host  hotel  with  the  Marriott  Riverwalk, 
the  Hilton  Palacio  Del  Rio,  and  the 
Hilton  Plaza  also  providing  housing.  All 
room  reservations  must  be  made 
through  the  San  Antonio  Convention 
and  Visitors  Bureau’s  Housing  Bureau. 
Reservations  will  not  be  available  until 
January  2000.  Watch  for  information 
on  room  rates  and  reservation  proce- 
dures in  future  issues  of  Texas  Medicine. 

Updated  information  will  be  pro- 
vided on  the  TexMed  2000  Web  site  at 
virtual.texmed.org.  Check  out  San  Anto- 
nio’s Web  site  at  www.sanantoniocvb. 
com,  and  plan  to  make  this  Memorial 
Day  weekend  one  to  remember.  ★ 


AMA  selects  new 
editor  for  JAMA 


Catherine  D.  DeAngelis,  MD,  MPH, 
is  the  new  editor  of  The  Journal  of 
the  American  Medical  Association 
{JAMA)  and  editor-in-chief  of 
AMA's  Division  of  Scientific  Infor- 
mation and  Multimedia.  She  was  the 
unanimous  choice  of  a search  committee 
formed  after  the  departure  of  longtime 
JAMA  Editor  George  Lundberg,  MD. 

Dr  DeAngelis  is  J AMA's  15th  editor 
and  its  first  woman  editor.  She  has 
been  editor-in-chief  for  the  Archives  of 
Pediatrics  & Adolescent  Medicine  since 
1963.  She  also  is  vice  dean  for  aca- 
demic affairs  and  faculty  and  professor 
of  pediatrics  at  Johns  Hopkins  Univer- 
sity School  of  Medicine.  ★ 
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Texas  Tech  jockeys  for 
border  medical  school 


Texas  Tech  University’s  plans  — an- 
nounced in  August  — to  make  the 
school’s  Health  Sciences  Center  at 
El  Paso  a 4-year  medical  school 
are  preliminary,  medical  school 
Jean  Joel  Kupersmith,  MD,  told  the  TMA 
ICouncil  on  Medical  Education  during 
'he  TMA  Fall  Conference  in  September. 

Pending  approval  of  all  interested 
parties,  including  the  Texas  Legislature 
dnd  the  Texas  Higher  Education  Coor- 
dinating Board,  transforming  the 
school  would  be  a 10-year  process,  Dr 
:Kupersmith  said. 

While  The  University  of  Texas 
|:Health  Science  Center  at  San  Antonio 
;;and  Texas  A&M  are  both  establishing 
||extension  campuses  in  the  border  re- 
igion,  Texas  Tech  is  the  first  to  propose 
a full  4-year  medical  school.  The  El 
jPaso  campus  currently  educates  about 
ilOO  third-  and  fourth-year  medical  stu- 
jdents  and  trains  about  170  residents. 
|The  plan  would  add  about  100  medical 
Istudents  each  year  and  maintain  the 
Isame  number  of  residents. 

Though  TMA  has  taken  a “no  more 
Istudents”  stance  on  Texas  physician 
workforce  issues,  Texas  Tech  reports  that 
■strong  local  and  political  support  exists 
ifor  a 4-year  medical  school  in  El  Paso. 

Dr  Kupersmith  told  the  council  he 
'believes  the  total  budget  for  the  project 
would  be  about  $150  million  and 
j added  that  the  Texas  Tech  Board  of  Re- 
I gents  has  yet  to  act  on  the  plan.  ★ 

jUT  Southwestern  gets 
ibig  bucks  for  research 

I" 

The  University  of  Texas  Southwest- 
ern Medical  Center  in  Dallas  has  re- 
ceived a multimillion-dollar 
transfusion  of  the  lifeblood  of  re- 
search — money.  School  officials 
'announced  they  have  received  three 
I grants  totaling  almost  $26  million  for  car- 
I diovascular  disease,  inflammatory  bowel 
j disease,  and  general  research  projects. 

The  largest  grant  — $24  million  — 
j came  from  the  Donald  W.  Reynolds 
’ Foundation,  named  for  the  late  newspa- 

i per,  television,  and  cable  television 
i 
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mogul,  for  cardiovascular  clinical  re- 
search. It  is  the  largest  peer-reviewed 
grant  ever  made  to  UT  Southwestern  and 
will  establish  the  Donald  W.  Reynolds 
Cardiovascular  Clinical  Research  Center. 
The  grant  will  advance  research  into  the 
prevention  and  treatment  of  heart  dis- 
ease caused  by  atherosclerosis. 

UT  Southwestern  scientists  will  use 
molecular  and  clinical  research  tech- 
niques to  examine  multiethnic  pa- 
tients, develop  new  biotechnology,  and 
establish  a training  program  for  scien- 
tists-physicians. 

The  second  gift  of  $1  million  will  es- 
tablish the  Pollock  Family  Center  for  Re- 
search in  Inflammatory  Bowel  Disease. 
The  Pollock  Foundation,  established  by 
Dallas  philanthropists  Hortense  and 
Lawrence  Pollock,  is  a longtime  sup- 
porter of  UT  Southwestern. 

A $785,000  bequest  from  the  late  pe- 
troleum engineer  Robert  H.  McLemore 
will  be  used  for  general  clinical  and  re- 
search efforts.  ★ 

Diabetics  encouraged 
to  get  flu  vaccinations 


With  winter  bearing  down,  the 
Centers  for  Disease  Control 
and  Prevention  (CDC)  and 
state  health  departments 
across  the  nation  are  launch- 
ing a campaign  to  encourage  diabetic 
patients  to  get  vaccinations  against  the 
flu  and  pneumonia. 

Radio,  television,  and  print  public 
service  announcements  will  encourage 
diabetic  patients  to  contact  their  physi- 
cians or  local  health  departments  for 
dates,  times,  and  locations  where  vac- 
cinations are  given. 

The  Texas  Diabetes  Council  esti- 
mates that  only  about  half  the  diabetic 
patients  received  flu  shots  last  year, 
and  only  about  30%  received  pneumo- 
nia vaccinations.  Diabetic  patients  are 
six  times  more  likely  to  be  hospitalized 
with  flu  complications,  the  CDC  says.  ★ 


TMA  switchboard 
(800)  880-1300 
Impaired  physicians 
(800)  880-1640 
Insurance 
(800)  880-8181 
Loans 

(800)  880-2828 
TEXPAC 

(800)  880-1300,  ext  1362 
TMA  Physician  Services 
(800)  523-8776 


General  Information 
info@texmed.org 
Continuing  Medical  Education 
cme@texmed.org 
Interspecialty  Society 
Committee 
isc@texmed.org 
Medical  Education 
meded@texmed.org 
Member  Services 
memberservices@texmed.org 
Meeting  Management 
meetings@texmed.org 
Physician  Oncology 
Education  Program 
poep@texmed.org 
Sneak  Preview 
sneakpreview@texmed.org 
Specialty  Societies 
ssms@texmed.org 
TMA  Alliance 
tmaa@texmed.org 
TMA  Bookstore 
bookstore@texmed.org 
TMA  Library 
tmajibrary@texmed.org 
TMA  Physician  Services 
physician_services@texmed.org 
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WOODWAY 

Estates  & Trusts  • Portfolio  Management 
Financial  Advice 

Serving  successful  Houston  families  since  1 982 

WOODWAY 

FINANCIAL  ADVISORS 

A TRUST  COMPANY 

10000  Memorial  Drive  • Suite  650  • Houston,  Texas  77024  • 713-683-7070 
E-mail:  inquire@woodway-atc.com 


Judy  Bozeman 


Bill  Cunningham 


Rick  Morales 


Maureen  Phillips 


Preienting  heart  & brain  attack 


Project  lAlAlbri,  a new  cardiovascular  disease  and  stroke  prevention  education 
program,  aims  to  knock  the  No.  1 tuid  No.  3 killers  of  Texans  off  the  charts. 


For  more  infonnation,  call  (800)  880-1300,  e.xt.  1382,  or  (512)  370-1382; 
or  e-mail  watch@te.xmed.org. 


r Tex 


TexasMedical 

Asscx:iation 


1 E X A S 
MEDICAL 
ASSOCIATION 
ALLIANCE 


I TMAFOUNDATION 


TMA  seeks  nominees  for 
science  teaching  awards 


TMA  is  looking  for  a few  Mr  or  Ms 
Wizards  across  Texas  to  honor 
for  their  ability  to  teach  science. 
Nominations  are  being  accepted 
for  the  Excellence  in  Science 
Teaching  Awards,  established  by  TMA 
in  1990  to  recognize  Texas  teachers 
who  inspire  future  scientists  and  physi- 
cians and  who  promote  scientific  liter- 
acy and  education.  The  deadline  for 
nominations  is  January  31,  2000. 

Texas  elementary,  junior  high,  and 
high  school  science  teachers  are  eligi- 
ble. For  each  level,  a first  place  award 
of  $1,000  and  a merit  award  of  $500 
are  given.  In  addition,  a $5,000  grant 
funded  by  Shell  Oil  Company  Founda- 
tion will  be  awarded  to  each  first  place 
winner’s  school. 

First  place  winners  will  be  recog- 
nized during  the  opening  session  of  the 
TMA  House  of  Delegates  at  TexMed 
2000  in  San  Antonio. 

Winners  are  selected  for  their  innova- 
tive approaches  to  teaching  science,  evi- 
dence of  continued  professional  growth, 
and  their  reputation  among  their  peers. 
County  medical  societies,  TMA  Alliance 
members,  school  principals,  superintend- 
ents, and  PTA/PTO  presidents  may  nom- 
inate an  eligible  teacher  for  the  award. 

Nomination  forms  are  available  on 
the  TMA  Web  site  at  www.texmed.org 
(click  on  “Health  & Science”  and  then 
“CME  Offerings,  Awards  & Scholar- 
ships”) and  available  by  mail  or  fax. 

For  more  information,  contact  Jill 
Aslakson  at  (800)  880-1300,  ext  1412, 
or  (512)  370-1412;  or  e-mail  jill_a@ 
texmed.org.  ★ 
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More  rViRntwo  decades 


oftranspl 
continues. 


For  over  twenty  years,  University  Health  System 
has  been  the  South  Texas  leader  in  organ  transplant 
surgery  and  research. 

University  Health  System  surgical  teams  were  the 
first  to  perform  heart  transplants  in  San  Antonio. 
First  in  heart/lung  transplants.  First  in  civilian  liver 
transplants  and  adult  donor/pediatric  recipient  split- 
liver  technique.  And  first  to  use  Laparoscopic  surgery 
in  kidney  transplantation. 

This  level  of  experience  and  expertise  is  reflected  in  a 
program  that  includes  a team  of  on-staff  transplant 
surgeons,  supported  by  transplant  specialists  and 
transplant  coordinators  dedicated  to  every  aspect  of 
transplantation.  This  unique  team,  working  in  close 
consultation  with  referring  physicians  at  every 
phase,,  assures  unsurpassed  patient  comfort  and 
comprehensive  care. 

Today,  University  Health  System  is  South  Texas’ 
only  source  for  all  five  major  types  of  organ 
transplants.  We  are  proud  to  be  designated 
as  the  Blue  Cross/Blue  Shield  Center  of 
Excellence  for  the  Southwest. 


Our  commitment  to  excellence  and 
leadership  continues  as  we  work 
to  assure  the  communities  we 
serve  the  highest  level  of 
quality  healthcare  available. 


University 
Health  System 

I For  the  best  to  health  care, 
you  can’t  beat  The  Systan. 

210-358-3p)te 
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TMA  at  the  table 

Association  plans  new  services  to  make  new  negotiating  law  workable 


Regan  Dunnick 


j aking  a running  start  at  a moving 
— and  often  baffling  — target, 
Texas  Medical  Association  lead- 
ers are  trying  to  shape  the  struc- 
ture of  the  state’s  new  physician 
negotiation  law  even  as  they  pre- 
pare to  help  Texas  physicians 
take  advantage  of  it. 

When  the  76th  Texas  Legislature  con- 
vened in  January,  no  one  expected  to 
even  see  a bill  that  would  provide  an- 
titrust enforcement  protection  for  inde- 
pendent physicians  who  want  to  jointly 
negotiate  contracts  with  health  plans. 
But  an  intense  grassroots  lobbying  cam- 
paign and  strong  support  from  some  of 
Texas  medicine’s  most  powerful  state- 
house  allies  helped  physicians  triumph  in 
a titanic  debate  against  business  and  in- 1 
surance  interests.  > >► : 


By  Steve  Levine,  TMA  communication  director  i 
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Governor  George  W.  Busli’s  signa- 
Iture  turned  the  bill  into  law;  now  it’s 
•up  to  Atty  Gen  John  Cornyn  to  turn  the 
physicians’  dream  into  a workable  real- 
ity. All  negotiations  must  be  approved 
and  supervised  by  the  attorney  gen- 
leral’s  office  to  qualify  for  the  new  law’s 
protections. 

“The  attorney  general’s  office  is  fully 
prepared  to  work  with  physicians  on 
Ithis  new  law,”  said  Ted  Delisi, 
spokesperson  for  General  Cornyn.  “We 
?xpect  additional  rulemaking  to  be 
completed  by  the  end  of  the  year.” 

What  the  law  allows 

If  followed  correctly,  the  law  provides 
protection  under  the  “state  action  doc- 
trine” from  an  antitrust  violation  when 
physicians  negotiate  and  discuss  19 
types  of  contract  issues  with  the  health 
plans.  Those  types  of  issues  include: 

• Patient  referral  procedures; 

• Utilization  review  and  quality  assur- 
ance procedures; 

• Formulation  of  reimbursement 
methodology; 

• Programs  to  improve  the  cost-effec- 
tive delivery  of  preventive  services 
and  to  improve  health  care  delivery 
to  women; 

• Clinical  criteria  relating  to  disease 
management  programs  and  clinical 
guidelines; 

• Programs  to  enhance  patient  educa- 
tion and  treatment  compliance; 

• Methods  to  detect  and  prevent 
health  care  fraud  and  abuse; 

• Physician  selection  and  termination 
criteria;  and 

• Administrative  issues,  such  as  tim- 
ing of  payment. 

Negotiations  or  communications  re- 
lated to  reimbursement  rates  are  al- 
lowed only  when  a health  plan  has 
substantial  market  power  and  the 
plan’s  fee  schedule  threatens  to  — or 
does  — jeopardize  patient  access  to 
care.  The  law  also  permits  negotiations 
only  when  the  group  of  physicians 
comprises  no  more  than  10%  of  the 
physicians  in  a health  plan’s  geographic 
service  area.  The  attorney  general  will 
define  “substantial  market  power”  and 
has  authority  to  modify  the  10%  rule 
on  a case-by-case  basis. 


Both  the  new  law  and  the  Code  of 
Medical  Ethics  prohibit  physicians  from 
using  strikes,  boycotts,  or  other  work 
stoppages  that  could  interfere  with  pa- 
tient care.  Negotiations  under  the  new 
law  are  voluntary  and  nonbinding  for 
physicians  and  for  health  plans.  Plans 
retain  the  right  to  contract  with  or  offer 
different  terms  to  individttal  physicians. 

TMA  at  the  bargaining  table 

Negotiating  physicians  may  designate  a 
third  party  to  represent  them  during  the 
talks,  and  that’s  where  TMA  comes  back 
into  the  picture.  The  association’s  Board 


of  Trustees  has  approved  the  develop- 
ment of  a strategic  plan  under  which 
TMA  will  contract  with  members  to 
provide  those  representation  services. 

“The  dues-paying  member  wants 
TMA  to  do  this,”  Trustee  Frederick  L. 
Merian,  MD,  of  Victoria,  said  before  the 
board’s  unanimous  vote. 

Even  as  association  staff  work  with 
Attorney  General  Cornyn  in  writing  the 
rules  that  will  implement  the  new  law, 
TMA  is  gearing  up  for  its  newest  mem- 
ber service.  The  start-up  phase  includes: 

• Making  enhanced  managed  care 
contract  review  services  available  to 
members; 

• Offering  arbitration  services  to  me- 
diate physician-health  plan  dis- 
agreements before  they  mushroom 
into  larger  conflicts; 

• Collecting  and  disseminating  exten- 
sive data  on  health  plans,  such  as 
market  share,  financial  stability,  and 
enrollment  trends;  and 

• Offering  educational  presentations 
on  the  new  law’s  potential  — and 
potential  drawbacks  — in  conjunc- 
tion with  county  medical  societies. 

The  contract  review  and  data  collec- 
tion are  prerequisites  to  any  physician 


group’s  successful  use  of  the  new  law, 
says  Louis  J.  Goodman,  Phi),  executive 
vice  president  and  chief  executive  offi- 
cer of  I'MA.  “Reviewing  the  health 
plans’  contracts  provides  the  basis  for 
any  negotiation,”  Dr  Goodman  said.  “It 
will  not  only  indicate  the  issues  they 
will  negotiate  but  will  also  allow  us  to 
jointly  devise  the  strategy  we  will  take 
to  the  negotiating  table.” 

When  and  if  physicians  decide  they 
want  TMA’s  representation  services, 
TMA  would  work  with  the  physicians 
and  the  local  county  medical  society  to 
develop  the  paperwork  that  must  be 


submitted  to  the  attorney  general’s  of- 
fice for  each  case.  TMA  would  then  rep- 
resent the  group  throughout  the  joint 
negotiating  process. 

Potential  clients 

Independent,  rural  physicians  in  areas 
where  managed  care  is  just  entering 
the  marketplace  and  independent  prac- 
tice associations  (IPAs)  that  are  having 
difficulty  negotiating  with  health  plans 
would  be  the  primary  candidates  to  use 
this  service,  says  Susan  Night,  TMA’s 
director  of  health  care  delivery. 

Bob  Tollefson,  executive  director  of 
Nacogdoches  Area  Physicians  Associa- 
tion, says  his  100-physician  IPA  is  wait- 
ing anxiously  to  see  exactly  how  the 
negotiating  process  will  work  and  “to 
see  how  TMA  is  going  to  get  involved.” 
The  IPA  currently  uses  a “messenger 
model”  to  negotiate  with  insurers.  Un- 
der that  model,  which  was  designed  to 
provide  some  protection  from  antitrust 
prosecution,  Mr  Tollefson  serves  as  the 
messenger  between  the  physicians  and 
the  health  plans.  He  cannot  share  in- 
formation among  the  doctors  in  the 
group,  and  each  individual  physician 
must  make  his  or  her  own  decision 
about  signing  any  resulting  contract. 

“We  think  we  could  get  another 


“The  attorney  general’s  office  is  fully  prepared 
to  work  with  physicians  on  this  new  law. 

We  expect  additional  rulemaking  to  be  completed 
by  the  end  of  the  year.” 
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layer  of  protection  if  we  were  able  to 
participate  in  this  negotiating  process 
as  a part  of  [the  new  lawj,”  Mr  Tollef- 
son  said. 


In  rural  Ctiero,  family  practitioner 
Raymond  R.  Reese,  MD,  is  excited 
about  the  prospect  of  physicians  being 
able  to  sit  together  at  the  negotiating 


table.  “Rather  than  them  picking  us  off 
clinic  by  clinic  or  community  by  com- 
munity, we  will  negotiate  from  a posi- 
tion of  strength,”  he  said.  Dr  Reese 


Questions  and  answers  on  physician  negotiation  in  Texas 
By  Donald  P.  Wilcox,  JD,  TMA  general  counsel 


Q.  in  general,  what  is  the  difference 
between  “joint  negotiation"  and 
“collective  bargaining”? 

A.  In  Texas,  “joint  negotiation”  refers 
to  a statutorily  created  process  of 
state  supervised  and  regulated  nego- 
tiations between  physicians  and 
managed  care  organizations  over  the 
contractual  terms  and  conditions  in 
the  delivery  of  medical  and  health 
care  services.  “Collective  bargain- 
ing” is  a type  of  bargaining  between 
an  employer  and  its  employees  that  is 
supervised  and  regulated  by  the  Na- 
tional Labor  Relations  Board 
(NLRB). 

Q.  The  Texas  Legislature  this  year 
passed  Senate  Bill  1468,  the  Physi- 
cian Negotiation  Bill.  What  ap- 
proach does  that  new  law  take? 

A.  This  bill  authorizes  state-regu- 
lated joint  negotiations  between 
managed  care  organizations  and  in- 
dependent physicians  and  physician 
groups  such  as  independent  practice 
associations  (IPAs)  and  groups  of 
physician-run  organizations.  There 
is  no  stipulation  that  the  physician 
be  an  employee  of  the  managed  care 
organization. 

Q.  What  is  the  state  action  doctrine? 
A.  This  is  a court-developed  doctrine 
of  law  that  allows  states,  through 
clearly  articulated  laws  and  active 
supervision,  to  regulate  what  other- 
wise might  be  considered  “anticom- 
petitive” activity  under  federal  law 
^qjid  not  result  in  the  participants  vio- 
lating federal  law.  The  idea  is  that 
the  need  for  state-supervised  regula- 
tion of  the  activity  outweighs  the 
concern  over  the  activity's  effect  on 
competition. 


Q.  What  about  the  American  Medical 
Association's  new  national  negotiat- 
ing organization  for  employed  physi- 
cians? (See  “AMA  Preparing  to  Act, 
PRN,”  p32.) 

A.  This  is  designed  to  assist  physi- 
cian employees  who  seek  to  negoti- 
ate with  their  employers.  For 
example,  in  some  states,  health 
maintenance  organizations  (HMOs) 
can  hire  physicians.  These  physi- 
cians could,  with  the  assistance  of 
AMA,  seek  to  address  the  terms  and 
conditions  of  their  employment. 
First,  however,  NLRB  must  approve 
their  application  to  be  designated  as 
a “collective  bargaining  unit.” 

Q.  Why  can't  something  like  that 
work  for  independent  physicians? 
When  it  comes  down  to  it,  we  almost 
“work  for”  the  HMOs. 

A.  Nonemployees  cannot  bargain 
collectively  under  the  authority  of 
NLRB.  If  a group  of  “independent 
physicians”  had  a large  majority  of 
their  patients  controlled  by  a single 
managed  care  plan  and  the  control 
over  the  practice  was  so  extensive 
as  to  suggest  that  the  physicians 
were,  in  reality,  employees,  it  is  pos- 
sible that  they  could  apply  for  and  be 
certified  by  NLRB  as  a collective 
bargaining  unit.  An  NLRB  regional 
office,  however,  has  ruled  recently 
against  such  a request.  That  full 
board  must  now  consider  that  rec- 
ommendation. 

Q.  What  exactly  is  Texas'  prohibition 
on  the  corporate  practice  of  medi- 
cine? 

A.  This  is  a court-developed  legal 
doctrine  designed  to  prevent  lay  or 
corporate  control  over  the  practice  of 
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medicine.  The  lay  or  corporate  entity 
is  not  licensed  to  practice  medicine. 

To  allow  it  to  do  so  would  provide  too 
much  power  over  the  person  who  has 
qualified  to  practice  medicine 
through  the  education,  training,  and 
testing  required  to  obtain  a medical 
license.  Also,  the  Texas  Insurance 
Code  expressly  states  that  HMOs 
may  not  “regulate,  interfere,  or  inter- 
vene in  any  manner  in  the  practice  of 
medicine  or  any  healing  art.” 

Q.  Can't  physicians  join  a labor 
union?  Surely  they  have  the  power 
to  bargain  with  the  health  plans. 

A.  Physicians  may  join  a labor  union. 
However,  to  be  part  of  a collective 
bargaining  unit,  the  physicians 
would  have  to  qualify  as  nonsupervi- 
sory  employees  of  the  entity  with 
which  they  seek  to  bargain.  Many 
physicians  supervise  other  employ- 
ees and,  in  doing  so,  may  not  qualify 
to  be  part  of  a collective  bargaining 
unit  even  though  they  themselves 
are  also  employees  and  members  of 
the  union.  This  rule  is  in  place  to  en- 
sure that  the  unit  is  truly  representa- 
tive of  nonsupervisory  employees. 

Q.  Can  doctors  strike  under  Texas 
state  law? 

A.  An  NLRB-approved  collective 
bargaining  unit  could  strike  in  accor- 
dance with  NLRB  rules.  Independent 
physicians,  generally,  are  free  to 
sign  or  terminate  contracts  with 
managed  care  entities  as  they 
choose.  If  they  are  financially  and 
operationally  integrated,  they  may 
do  so  as  a group. 

Q.  What  is  the  Campbell  Bill? 

A.  This  federal  legislation  (HR  1304 
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adds  that  physicians  in  his  small  clinic 
aic  looking  to  TMA  to  give  them  the  le- 
gal and  negotiating  expertise  they  lack. 
Even  as  it  signaled  its  approval  for 


introduced  by  Reps  Tom  Camp- 
bell [R-Calif]  and  John  Conyers 
[0-Mich])  was  filed  in  an  attempt 
to  carve  out  a new  class  of  per- 
sons (physicians)  with  the  author- 
ity to  bargain  collectively  with 
HMOs  and  other  health  insurers. 
(See  “Antitrust  Hammer,"  Febru- 
ary 1999  Texas  Medicine,  pp 
48-50.)  It  would  change  federal  an- 
titrust laws  to  allow  independent 
physicians  to  negotiate  collec- 
tively with  managed  care  plans 
just  as  labor  organizations  can 
bargain  under  the  National  Labor 
Relations  Act. 

Q.  What  is  the  legal  status  of  res- 
ident physicians  in  Texas?  Are 
they  students  or  employees? 

A.  Residents  are  generally  con- 
sidered to  be  both  students  and 
employees.  The  Internal  Revenue 
Service  views  residents  as  em- 
ployees. However,  for  purposes  of 
collective  bargaining,  NLRB  his- 
torically has  considered  them  to 
be  students.  A court  case  seeking 
to  have  the  NLRB  position  re- 
versed is  pending.  AMA  has  filed 
a brief  in  support  of  allowing  resi- 
dents to  qualify  for  collective  bar- 
gaining. New  York  and  California 
have  passed  laws  recognizing  the 
right  of  residents  to  bargain  col- 
lectively under  their  respective 
state  laws.  Texas  has  not  adopted 
similar  legislation. 


TMA  to  develop  these  new  services,  the 
Board  of  Tnistees  sounded  an  im|)or 
taut  warning;  TMA  must  ensure  that 
the  association  doesn’t  find  itsell  taking 
sides  with  groups  of  physicitms.  Thtit 
includes  more  than  avoiding  obvious 
situations  in  which  a group  of  TMA 
members  wants  to  negotiate  with  the 
physician  owners  or  managers  of  a 
health  plan. 

Trustee  Bohn  D.  Allen,  MU,  of  Ar- 
lington, points  out  that  because  the 
new  law  allows  no  more  than  10%  of 


ttgency,  the  informtttion  becomes  pub 
lie  record.  Mr  rollefson  says  physicians 
woLild  be  reluctcint  to  compromise  the 
ju  ivacy  of  their  fintmeial  records. 

Ms  Night  says  TMA  will  continue  to 
urge  the  attorney  general  to  keep  the 
fees  low  and  minimize  the  amount  of 
practice  information  it  will  require  up 
front.  TMA’s  legal  staff  is  researching 
possible  solutions  to  the  question  of 
confidentiality. 

Another  obstacle  grows  out  of  what 
was  the  bill’s  primary  selling  point  in 


“We  need  to  be  ready  to  come  out  of  the  chute. 
We  need  to  utilize  this  bill  right  away, 
lest  our  enemies  say, This  is  worthless, 
they’re  not  using  it,  let’s  overturn  it.”’ 


the  physicians  in  a plan’s  service  area 
to  join  together  for  negotiations,  the 
large  majority  of  physicians  in  a service 
area  will  be  excluded  from  any  particu- 
lar negotiating  session.  One  group’s 
successful  negotiation,  he  says,  could 
significantly  alter  the  local  medical 
marketplace. 

“We  must  be  very  careful,  if  we  ex- 
ercise this,  that  we  not  use  this  in  a way 
that  would  tilt  the  market  to  the  ad- 
vantage of  one  physician  group  over 
another  group,”  Dr  Allen  said. 

Roadblocks  along  the  way 

Physicians,  medical  group  managers, 
TMA  staff,  and  health  law  attorneys 
watching  the  attorney  general’s  rule- 
making  process,  however,  see  several 
potential  impediments  that  could  limit 
the  new  law’s  usefulness. 

A big  concern,  says  Ms  Night,  is  the 
expense  physicians  might  face.  This  in- 
cludes not  only  the  fee  that  the  attor- 
ney general  would  impose  but  also  the 
costs  of  developing  all  of  the  informa- 
tion about  the  physicians’  practices  that 
would  be  necessary  to  submit  the  case 
to  the  attorney  general  for  approval. 

The  information  itself  poses  another 
problem.  Once  it  is  turned  in  to  the  at- 
torney general’s  office,  which  is  a state 


the  legislature:  the  negotiation  process 
is  voluntary  for  the  health  plan.  After 
physicians  have  expended  resources  to 
develop  their  proposal  and  obtain  ap- 
proval from  the  attorney  general  to  ne- 
gotiate with  a health  plan,  the  plan  can 
still  choose  not  to  negotiate.  TMA  Gen- 
eral Counsel  Donald  P.  Wilcox,  JD,  is 
concerned  that  health  plans  won’t  come 
to  the  table  to  negotiate. 

“In  2001,  we’ll  go  back  to  the  legis- 
lature and  tell  them  we  need  some 
more  teeth  in  this  law,”  he  said. 

Improvemeots  in  the  language  of 
managed  care  contracts  resulting  from 
TMA’s  advocacy  efforts  during  the  last 
three  sessions  of  the  legislature  and  re- 
strictions in  the  new  physician  negotia- 
tion law  make  one  physician  pessimistic 
it  will  have  a profound  Impact  on  con- 
tractual negotiations.  “Most  of  the  truly 
onerous  contractual  problems  have 
been  dealt  with  over  time  by  public 
pressure  and  physician  demand.  TMA 
has  done  a good  job,”  said  Austin  neu- 
rosurgeon Clark  Watts,  MD,  JD. 

Furthermore,  he  says,  the  new  law 
allows  fees  to  be  addressed  only  in  lim- 
ited circumstances. 

Out  of  the  gate  quickly 

Because  the  attorney  general’s  office 
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probably  won’t  issue  final  rules  before 
December,  the  law  will  be  in  effect 
barely  a year  before  the  legislature  re- 
turns for  its  next  regular  session  in  Jan- 
uary 2001.  This  deadline  pressure 
added  impetus  to  the  trustees’  decision 
to  provide  the  negotiation  services. 

“We  need  to  be  ready  to  come  out  of 
the  chute,”  said  Trustee  Susan  Rudd 


Wynn,  MD,  of  Fort  Worth.  “We  need  to 
utilize  this  bill  right  away,  lest  our  ene- 
mies say,  ‘This  is  worthless,  they’re  not 
using  it,  let’s  overturn  it.’” 

Despite  all  the  potential  logistical 
and  strategic  bottlenecks  in  the  new 
law’s  road  to  fruition,  TMA  leaders  re- 
tain a sense  of  satisfaction  in  maintain- 
ing Texas’  role  as  the  nation’s  leader  in 


progressive  health  care  legislation, 
“Probably  the  most  important  part  oi 
passing  this  bill  is  not  what  we’re  actu- 
ally going  to  do  with  it,  but  that  we 
have  the  right  to  do  it,”  Dr  Allen  said.  ★ 


Steve  Levine  can  be  reached  at  (800)  880*1300,  ext  1380, 
or  (512)  370-1380;  or  by  e-mail  at  steve_l@texmed.org. 


AMA  preparing 
to  act,  PRN 


Despite,  or  perhaps  because  of,  the  intense  publicity 
surrounding  the  American  Medical  Association  House 
of  Delegates’  June  vote  to  create  a national  negotiating 
organization,  the  AMA  Board  of  Trustees  is  taking 
steady  — but  decidedly  deliberate  — steps  to  implement 
that  decision. 

Physicians  for  Responsible  Negotiations  (PRN)  is  the 
AMA  body  that  will  represent  employed  physicians  in 
contract  negotiations  with  health  plans.  AMA  officials 
say  PRN  will  represent  any  physician  group  whose  mem- 
bers are  eligible  under  the  law  — mostly  employed  physi- 
cians who  are  not  supervisors  or  managers  — and  who 
“show  a real  commitment  to  move  forward  in  an  organiz- 
ing activity.” 

“We  will  not  go  out  there  and  actively  organize  physi- 
cians, but  we  will  be  there  if  they  need  us,”  AMA  Presi- 
dent Thomas  R.  Reardon,  MD,  told  Texas  physicians  at 
TMA’s  1999  Fall  Conference.  “We  will  not  strike,  we  will 
not  withhold  care.  This  is  not  a traditional  labor  union.” 

Dr  Reardon  said  he  and  his  fellow  hometown  physi- 
cians in  Portland,  Ore,  where  three  health  plans  domi- 
nate the  marketplace,  are  feeling  the  same  “extreme 
frustration  and  feelings  of  helplessness”  that  prompted 
the  AMA  House  of  Delegates  to  take  action.  “I  have  no 
clout  and  no  influence;  I can’t  walk  away  from  those  con- 
tracts,” he  said. 

Part  of  the  preamble  of  the  new  organization’s  consti- 
tution states  that  PRN  will  “advocate  on  behalf  of  our 
members,  with  their  employers  and  others,  as  the  law  al- 
lows, to  create  and  maintain  a health  care  system  that 
guarantees  all  our  members  a working  atmosphere 
where  they  can  devote  the  time  and  attention  their  pa- 
tients need.” 

In  September,  the  AMA  trustees  named  5 members  to 
serve  on  PRN’s  governing  body.  They  will  select  the  re- 
mainder of  its  governing  committee,  which  is  expected  to 


number  between  9 and  12.  Serving  on  the  PRN  governing 
board  are: 

• AMA  Trustee  Susan  Hershberg  Adelman,  MD,  a pedi- 
atric surgeon  from  Southfield,  Mich; 

• AMA  Trustee  John  C.  Nelson,  MD,  an  obstetrician  and 
gynecologist  from  Salt  Lake  City,  Utah; 

• Former  AMA  Trustee  Andrew  Thomas,  MD,  an  in- 
ternist from  Columbus,  Ohio; 

• Ross  Rubin,  an  attorney  and  AMA  vice  president  for 
legislative  affairs;  and 

• Todd  Vande  Hey;  AMA  vice  president  for  private  sec- 
tor advocacy. 

After  AMA  forms  a legal  corporate  entity  for  PRN,  it 
will  announce  that  PRN  is  open  to  receive  physician  re- 
quests for  information  and  assistance.  AMA  also  will  un- 
dertake a campaign  to  educate  physicians  on  their 
negotiating  options. 

For  independent  physicians,  AMA  is  continuing  its 
three-pronged  approach  of  aggressive  advocacy  with  the 
health  plans,  helping  states  pass  laws  like  Texas’  new 
Physician  Negotiation  Act  and  lobbying  for  national  an- 
titrust relief. 

Although  Congress  had  taken  no  action  at  press  time, 
support  continues  to  grow  for  the  Quality  Health  Care 
Coalition  Act  of  1999  (HR  1304  introduced  by  Reps  Tom 
Campbell  [R-Calif]  and  John  Conyers  [D-Mich]).  The  so- 
called  Campbell  Bill  would  change  federal  antitrust  laws 
to  allow  independent  physicians  to  negotiate  collectively 
with  health  maintenance  organizations  and  other  health 
insurers  just  as  labor  organizations  can  bargain  under  the 
National  Labor  Relations  Act.  The  bill  prohibits  strikes 
and  other  actions  that  would  interfere  with  patient  care. 

PRN  will  be  able  to  represent  self-employed  physi- 
cians under  the  Campbell  Bill,  should  it  pass. 
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"/'m  Dr.  Tracy  Angelocci.  I'm  confident 
that  tops  Bill  and  tops  Schedule  are  managing 
the  front  office  effectively  so  I can  concentrate 
on  doing  udiat  I trained  to  do:  see  patients. 


MDs 


s Serving  Doctors. 


t is  the  (leretoper  of  tops  .software  - integrated  hitting,  .sctiednting  and  charting  .sointions  distuignished  hr  their 
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Priced  from  just  $T)5.00.  a return  on  your  inrestment  is  almost 
instantaneous,  tops  Pill  can  also  be  used  with  tops  Schedule 
and  tops  Chart  to  make  a complete,  integrated  solution,  tops 
Suite.  Empower  yonr.selj.  I isit  oar  web  site  or  call  ns  joi 
further  information  or  a demonstration. 

(888)  844-‘)886  Fax:  (512)  381-8677 


l)s,  we  know  that  a physician's  time  is  best  .spent  seeing 
fs,  not  dealing  with  the  comple.iities  of  managing  the 
office.  Our  comprehensive,  Y2K-compliant  practice 
wment  solutions,  tops  Bill,  tops  Schedule,  and  tops 
ICI)-9  are  all  state-of-the-art  software  systems  designed 
IxP  the  comple.v  tasks  of  scheduling,  billing,  coding  and 
nee  processing  much  easier.  A workflow  based  upon  years 
-world  e.iperience  in  medicid  offices  makes  tops  the  gold 
ird  of  practice  automation,  tops  Bill  can  save  time, 
■e  collections,  and  enhance  patient  account  management. 
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By  Laura  J.  Albrecht,  TIVIA  public  information  officer 


A satisfied  smile  as  long 


'‘fAHTASTiC* 

and  wide  as  the  Rio  Grande  appears  on  the  face  of  native  El  Paso  pediatrician 
Laurance  N.  Nickey,  MD, 

The  green  grass  and  plants  at  the  entry  of  the  Centro  Comunitario  de  Sparks 
seem  a tad  out  of  place  considering  that  the  sparkling  brick  building  is  in  the  mid- 
dle of  the  Chihuahuan  Desert  near  El  Paso.  And  to  some,  even  the  squeals  ot  chil- 
dren playing  on  the  blue  and  yellow  playscape  may  sound  out  otthe  ordinary,  given 
the  area’s  extreme  poverty.  But  to  Dr  Nickey,  who  has  spent  his  life  in  the  “other 
Texas,’’  these  are  sights  and  sounds  of  progress  in  a land  where  tor  many  families 
each  day  is  a struggle  to  survive. 

It’s  Wednesday  morning  and  that  means  health  care  services  are  available 
to  the  4,000  families  who  call  the  Sparks  co/onia  home.  More  than  150  colonias 
(pop-up  communities  with  substandard  housing  and  little  or  no  access  to  wa- 
ter, wastewater  disposal,  or  electricity)  with  a population  of  about  72,000  exist 
in  El  Paso  County.  On  this  day,  pediatrician  Carlos  Gutierrez,  MD,  has  a full 
list  of  patients.  With  the  goodwill  and  dedication  of  other  volunteers,  includ- 
ing his  wife,  Martha,  the  residents  will  receive  medical  attention  that  once 
was  nonexistent. 

“The  moms  and  their  kids  walk  in  from  the  desert  because  they  know  there 
is  going  to  be  a pediatrician  here  on  Wednesday,’’  Dr  Gutierrez  said.  “This 
brings  me  back  to  why  I am  a doctor.’’ 

Dr  Nickey  scans  the  exam  rooms  and  the  outdoor  playground  with  an  un- 
derstanding of  the  significance  ofthisclinic  inthe  community  and  the  care  Dr 
Gutierrez  provides  on  a weekly  basis.  Before  leaving.  Dr  Nickey  stops  to  talk 
with  a young  man  who  proudly  announces  he  is  going  to  college.  Like  a beam- 
ing parent,  Dr  Nickey  shakes  his  hand  and  adds  a hug. 

“This  is  what  medicine  is  all  about,’’  he  said.  >>> 
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Journey  along  the  border 

' n August  1989,  the  Texas  Medical  Association  and  tlie  Texas  De- 
partment of  Health  liosted  the  holder  Health  Conference  in  Hi 
9aso.  Physicians,  along  with  local,  state,  national,  and  interna- 
tional government  officials,  and  representatives  from  medical 
lichools,  medical  associations  from  New  Mexico,  Arizona,  and 
Icalifornia,  and  the  American  Medical  Association  attended.  Their 
nope  was  to  carry  out  a mission  that  would  bring  the  basics  of 
Public  health  — clean  water,  propei  disposal  of  waste,  and  im- 
joroved  health  care  — to  the  region.  The  grand  plan  was  to  urge 
Congress  to  establish  a US-Mexico  Border  Health  Commission. 

^ In  1994,  President  Clinton  signed  the  bill  creating  the 
|:ommission.  However,  at  press  time,  Mexico  had  not  agreed 
[to  participate  in  the  commission  and  had  not  appointed  its 
members.  Mexican  officials  are  concerned  with  language  in 
I the  bill  that  requires  the  United  States  and  Mexico  to  reim- 
I burse  each  other  for  the  cost  of  treating  each  other’s  citizens 
' when  they  travel  across  the  border.  TMA  plans  to  lobby  Con- 
Igress  to  remove  that  requirement. 

[ Ten  years  after  that  El  Paso  conference,  the  question 
‘arises:  has  the  blood,  sweat,  and  tears  of  TMA  leadership, 
i membership,  and  staff  improved  life  on  the  border? 
j Dr  Nickey,  former  head  of  the  TMA  Council  on  Public 


Health,  best  sums  up  the  answer.  “I  he  lexas  Medical  Associ- 
ation has  made  an  enormous  difference.  I'MA  is  responsible 
for  getting  the  ball  rolling  and  pushitig  it  forward.  I'MA  de- 
serves two  thumbs  up.” 

But  the  issues  that  have  haunted  the  border  for  decades 
remain:  ravaging  infectious  diseases;  raw  sewage  pouring 
from  homes;  water  unfit  to  drink  by  man,  woman,  child,  or 
beast;  poverty;  and  illiteracy. 

“We  have  a long  way  to  go,”  Dr  Nickey  said.  “It’s  never- 
ending,  and  we  have  a lot  of  work  to  be  done.” 

Living  the  border  life 

Mario  Hernandez  wheels  the  well  traveled,  white  govern- 
ment van  down  I- 10.  To  his  left  is  the  Rio  Grande  or  Rio 
Bravo.  “This  river  is  like  a seam  between  two  communities,” 
said  Mr  Hernandez,  a public  health  technician  with  the  El 
Paso  City-County  Health  and  Environmental  District. 

The  river,  which  does  not  divide  but  unites  two  countries, 
stretches  from  Brownsville  to  El  Paso.  For  some,  it  is  a play- 
ground. To  others,  it  is  a source  of  water  for  livestock,  crops, 
and  families.  And  to  many,  it  is  a trail  they  hope  will  lead  to 
a better  life. 

Name  it,  and  it’s  found  a place  on  the  border:  diabetes. 


“The Texas  Medical 
Association  has  made  an 
enormous  difference.  TMA 
is  responsible  for  getting 
the  ball  rolling  and 
pushing  it  forward.” 

The  Border  Health  Initiative  aims  to  improve  conditions 
in  the  colonias  that  dot  the  border,  like  this  one  near  El  Paso. 


jThe  making  of  a border  health  commission 


I May  1988 

1 County  medical  societies  along  the  Texas-Mexico  border  submit  resolutions  to 
I the  Texas  Medical  Association  House  of  Delegates  requesting  TMA  to  ask  the 
I Texas  congressional  delegation  to  urge  Congress  to  establish  a commission  to 
I assist  Mexico  and  the  United  States  in  planning,  developing,  financing,  and 
[ implementing  health  programs  in  communities  on  both  sides  of  the  border. 

! 


June  1988 

TMA  requests  the  American  Medical  Association  to  support  the  commission. 
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I “You  cannot  understand  th(| 
I border  unless  you  live  it.  Foi 
I the  purposes  of  public  health! 
I it  is  interacting  every  day 
I every  hour,  and  every  minut^ 
I with  both  sides  of  the  riveri 
I What  affects  one  sid^ 

I affects  the  other.'! 

II  ! 

J ' 

The  Rio  Grande  snakes  along  the  Texas>Mexico  bordili 
for  1,000  miles  and  unites  two  countrie^ 


chicken  pox,  tuberculosis,  measles,  hepatitis  A,  cholera,  ra- 
bies, anencephalic  births,  AIDS,  air  pollution,  and  frivolous 
lawsuits.  And,  if  you  call  El  Paso  home,  you  live  in  a differ- 
ent time  zone  than  the  rest  of  the  Lone  Star  State. 

“You  cannot  understand  the  border  unless  you  live  it,” 
said  Dr  Nickey,  a member  of  the  US-Mexico  Border  Health 
Commission.  “For  the  purposes  of  public  health,  it  is  inter- 
acting every  day,  every  hour,  and  every  minute  with  both 
sides  of  the  river.  What  affects  one  side  affects  the  other.” 

Visible  signs  of  progress  exist,  even  though  many  tasks  re- 
main to  be  tackled  in  the  region: 

• A half-million-gallon  water  tank  towers  above  the  homes 
where  residents  of  colonias  once  pumped  water  into  dis- 
carded industrial  barrels  from  a single  wellhead. 

• Blue-topped  water  mains  dot  the  roads,  and  sewer  lines  are 
being  laid,  but  residents  still  must  pay  for  hookups  to  their 
homes.  A paved  neighborhood  street  intersects  a dirt  path. 

• Immunizations  are  on  the  rise. 

• A major  copper  smeltering  plant  on  the  border  has  closed, 
providing  some  relief  from  air  pollution. 

• Public  health  workers  and  an  army  of  volunteers  pound 
the  dirt  and  pavement  to  alert  more  than  14,000  house- 


holds about  the  importance  of  sanitizing  water  and  wash? 
ing  hands  before  preparing  food  and  eating.  I 

i 

\ 

In  addition  to  these  tangible  examples  of  progress,  the  efij 
forts  of  TMA  and  others  have  raised  awareness  of  the  region’! 
problems,  and  likely  will  lead  to  even  more  progress  in  de 
livering  the  basics  of  good  public  health  — clean  water,  fresli 
air,  waste  disposal,  and  immunizations  — to  the  area.  1 
There  is  no  question  that  many  problems  remain.  j 
The  entire  border  population  is  projected  to  double  by  2025 
An  already  overstressed  infrastructure  on  the  border,  which  ha 
nearly  400  million  crossings  a year,  will  face  even  more  chal 
lenges.  El  Paso’s  sister  city  across  the  river,  Juarez,  has  mon 
than  1 million  residents,  but  no  wastewater  plant.  The  cit] 
dumps  millions  of  gallons  of  raw  sewage  and  industrial  wastJ 
into  Agua  Negra,  approximately  200  to  300  yards  south  of  thfj 
Rio  Grande.  Much  of  that  water  is  pumped  into  the  farmlancj 
to  irrigate  cotton  and  alfalfa.  However,  it  sometimes  flows  intc! 
fields  of  beans,  cabbage,  tomatoes,  lettuce,  and  chilies.  Whajj 
isn’t  used  for  irrigation  is  directed  into  the  Rio  Grande.  Ij 
On  the  eve  of  2000,  disease,  fire,  and  flood  still  threater.i 
the  health  and  safety  of  families  in  the  colonias  on  both  side.'lj 
of  the  border.  “There  have  been  disastrous  fires  in  the  colonial 


The  making  of  a border  health  commission 


September  1988 

The  TMA  Council  on  Public  Health  agrees  that  TMA  is  in  a unique  position  to 
address  border  health  problems.  The  council  makes  border  health  its  primary 
focus  and  agrees  an  international  body  would  have  the  appropriate  jurisdiction 
and  necessary  resources  to  solve  the  problems. 


June  1989  , 

The  AMA  Council  on  Scientific  Affairs  issues  a report  acknowledging  tha| 
current  solutions  to  border  health  problems  are  "inadequate,  fragmentary,  anci 
are  not  coordinated  by  the  two  nations."  AMA  agrees  a permanent  US-Mexicc 
border  commission  is  "essential  to  deal  with  this  major  threat  to  the  health  oi 
both  nations."  | 

[ 
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[ ear  the  federal  prison  in  Juarez,”  Dr  Nickey  said.  “Cardboard 
i'onstructed  houses  were  destroyed  because  of  high  winds 
iiat  fueled  the  flames  and  lack  of  water  to  fight  the  blazes.” 

The  border’s  problems  have  “been  going  on  for  decades,” 
:)r  Nickey  said.  “What  we  have  to  remember  is  that  people 
re  coming  from  Mexico,  Central  America,  South  America, 
j nd  points  beyond  to  the  border  to  survive.  The  maquila  in- 
ustry  along  the  border  is  a magnet  for  these  folks.  If  they 
jan’t  get  work  in  the  factories,  then  they’ll  cross  the  border 
' ito  El  Paso,  the  Rio  Grande  Valley,  Laredo,  or  Del  Rio.  And 
. ' they  can’t  find  work  there,  they’ll  migrate  to  Chicago,  New 
ork,  San  Francisco,  or  wherever  they  can  get  jobs.” 

Classic  tale  from  the  border 

'n  1986,  a young  man  from  the  Environmental  Protection 
.gency  (ERA)  arrived  on  the  border  in  El  Paso  to  investigate 
eports  of  the  city’s  noncompliance  with  air  quality  regula- 
lions.  He  visited  on  a cold  winter  day  when  snow  dusted  the 
I esert  floor.  The  director  of  the  El  Paso  health  department 
ook  him  to  the  riverbanks  where  Pancho  Villa  and  Gen  John 
Black  Jack”  Pershing  once  roamed. 

The  government  official  looked  across  the  river  and  saw  tiny 
asitas  with  smoke  curling  upward  to  100  feet  and  layering  the 
esert  mountain  community’s  sky.  He  looked  to  the  health  direc- 
or  and  demanded  to  know  why  he  didn’t  do  something  about 
he  pollution.  The  health  director  informed  him  that  the  mothers 
1 those  homes  were  building  fires  to  keep  their  babies  from 
reezing,  and  they  live  in  Mexico.  He  then  reminded  the  EPA  of- 
icial  that  he  didn’t  have  any  authority  to  enforce  US  laws  in  a 
oreign  country. 

“Honest  to  God,  his  jaw  dropped  in  amazement,”  Dr  Nickey 
ecalled.  “He  just  did  not  understand.”  Six  weeks  later,  a letter 
rrived  from  the  EPA  stating  it  was  very  possible  that  the  El  Paso 
.irshed  could  be  affected  by  a nearby  foreign  country  — end  of 
tory,  but  not  an  end  to  the  problems.  Everything  changes,  and 
note  changes  will  come  to  the  border.  (See  “Environmental 
lealth  Issues  Along  the  United  States-Mexico  Border:  An  Air- 
bed in  Evolution,”  October  1999  Texas  Medicine,  pp  58-59.) 

“Folks  along  the  border  have  hope,”  Dr  Nickey  said. 
When  you  have  hope,  good  things  can  happen.  But  if  you 
flve  up  hope,  you  are  doomed.”  ★ 
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“Folks  along  the  border 
have  hope.  When  you  hav:: 
hope,  good  things  can  happen, 
But  if  you  give  up  hope, 
you  are  doomed." 


Efforts  to  improve  health  conditions  along  the  border  may  mean 
a brighter  future  for  children  like  these  at  the  Centro  Comunitario  de  Sparks. 


aura  Albrecht  can  be  reached  at  (800)  880-1300,  ext  1381,  or  (512)  370-1381;  or  by  e-mail 
t laura_a@texmed.org. 


August  1989 

The  first  Border  Health  Conference,  sponsored  by  TMA,  is  held  in  El  Paso.  All 
four  border  states  — Texas,  New  Mexico,  Arizona,  and  California  — and  AMA  are 
represented.  More  than  200  participants  attend,  and  a joint  letter  is  sent  to  border 
state  lawmakers  urging  support  for  the  commission. 


November  1990 

The  second  Border  Health  Conference,  sponsored  by  the  California  Medical 
Association,  Is  held  in  San  Diego.  It  is  cosponsored  by  medical  associations  in 
Texas,  Arizona,  and  New  Mexico.  The  conference  focuses  on  scientific  issues  and 
sharing  of  health  data  among  the  states. 
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The  year  of  the  border 

New  laws  promise  help  to  improve  health  along  the  Rio  Grande 

By  Ken  Ortolon,  Associate  editor 


hen  the  76th  Texas  Legislature  con- 
vened in  January,  Texans  living  along 
the  Texas-Mexico  border  had  high 
hopes  that  many  of  their  most  pressing 
concerns  might  finally  be  addressed  in 
Austin.  After  all,  a convergence  of  political  interest  from  top 
state  officials  promised  to  focus  a tremendous  amount  of  leg- 
islative attention  on  the  region. 

For  once,  they  were  not  disappointed.  When  lawmakers 
packed  their  bags  and  headed  home  at  the  end  of  May,  they  left 
behind  a body  of  new  laws  that  promises  to  be  a boon  for  the  bor- 
der. And  health  care,  in  particular,  appears  to  be  a major  winner. 

“It  was  an  extremely  good  session  for  the  border  in  that  it 
provided  a number  of  bills  that  will  improve  health  care  de- 
livery along  the  border  and  help  identily  specific  health  care 
and  medical  training  needs  in  the  region,”  said  Gayle  Harris, 
Texas  Medical  Association’s  director  of  public  health. 

Getting  their  attention 

Indeed,  conditions  were  ripe  for  major  progress  not  only  on 
health  but  also  on  broader  infrastructure  problems  that  play 
a major  role  in  health  problems  along  the  border.  Before  the 
76th  session.  Gov  George  W.  Bush  appointed  his  secretary  of 
state,  Elton  Bomer,  as  his  border  liaison  and  directed  him  to 
investigate  the  infrastructure  needs  of  the  region.  By  the  time 
the  session  convened.  Secretary  Bomer  had  made  several 
fact-finding  trips  to  the  border  and  drafted  recommendations 
to  address  water,  wastewater,  and  other  infrastructure  needs 
in  the  colonias,  the  substandard  housing  developments  that 
dot  the  border  region  from  El  Paso  to  Brownsville. 

On  top  of  the  interest  exhibited  by  Governor  Bush  and 
Secretary  Bomer,  Lt  Gov  Rick  Perry  appointed  a special  Sen- 


ate Border  Affairs  Committee  made  up  of  several  border  are;, 
senators  and  influential  senators  from  other  parts  of  th( 
state.  Most  of  the  key  border  issues  were  funneled  througl 
and  got  quick  action  from  the  committee. 

Senator  Eddie  Lucio  (D-Brownsville),  who  chaired  th« 
Border  Affairs  Committee,  points  with  pride  to  several  billj 
that  will  directly  impact  public  health  and  health  care  deliv^ 
ery  in  the  region.  Among  them  are  two  bills  that  TM/' 
worked  closely  with  Senator  Lucio  and  others  to  enact.  The! 
first.  Senate  Bill  1378  by  Sen  Eliot  Shapleigh  (D-El  Paso),  di 
rects  the  Texas  Higher  Education  Coordinating  Board  to  con 
duct  a study  and  develop  recommendations  on  medica 
training  needs  for  health  professionals  in  the  border  area 
The  recommendations  will  be  based  on  a Texas  Departmem 
of  Health  assessment  of  future  border  medical  and  health 
care  services,  and  other  needs  requirements  for  the  area. 

The  second.  House  Bill  2025  by  Rep  Joseph  Pickett  (D-E) 
Paso),  creates  a Border  Health  Institute  in  El  Paso.  The  insti- 
tute was  given  $50  million  from  the  state’s  tobacco  lawsuit 
settlement  to  research  public  health  issues  affecting  the  bor- 
der region,  such  as  diabetes,  infectious  diseases,  and  envi- 
ronmental health  issues.  It  also  will  deliver  health  care  and 
provide  health  education  to  border  residents. 

Eormer  TMA  President  Wm  Gordon  McGee,  MD,  of  El 
Paso,  says  the  border  institute  has  the  potential  to  benefit  the 
border  community.  “This  will  be  a local,  community-guided 
institution  that  is  going  to  be  able  to  prioritize  some  of  the 
needs  that  we  have  on  the  border  and  have  access  to  funds 
that  will  help  us  develop  programs  to  address  those  needs.” 

Among  other  measures  that  passed  were  bills  to  build  a 
new  facility  to  replace  the  existing  South  Texas  Hospital  in 
the  Rio  Grande  Valley,  establish  a statewide  hepatitis  C edu- 


The  making  of  a border  health  commission 


November  1991 

The  TMA  House  of  Delegates  approves  a resolution  to  AMA  requesting  that 
legislation  be  drafted  and  introduced  in  1992  to  enact  the  establishment  (along 
with  funding)  of  a US*Mexico  Health  and  Environment  Commission.  AMA 
approves  the  resolution  in  December. 


October  1991 

The  third  Border  Health  Conference  is  held  in  McAllen.  The  impact  of  economic 
and  public  policy  issues  is  discussed.  Representatives  from  the  business 
community  attend. 
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[cation  and  prevention  program,  allow  counties  to  create  nnil- 
|ticounty  health  services  districts  to  provide  indigent  health 
care,  and  reciuire  schoolchildren  in  a 32-county  area  within 

160  miles  of  the  border  to  have  hepatitis  A vaccinations. 

“This  is  an  important  issue  on  the  border,”  Senator  I.ucio 
' said.  “We  know  the  risk  of  being  infected  with  heptititis  A re- 
ally depends  on  hygienic  and  sanitary  conditions.  Unfortu- 
nately, the  lack  of  sanitary  cx)nditions  along  the  border  has 
resulted  in  numerous  outbreaks  of  hepatitis  A.” 

Making  the  connection 

Actually,  the  lack  of  sanitary  conditions  has  resulted  in  near 
epidemic  rates  of  many  infectious  diseases  almost  nonexist- 
ent elsewhere  in  Texas  and  the  United  States.  Senator  Lucio’s 
|iown  bill,  SB  1421,  addresses  this  problem.  It  creates  a colo- 

Inias  ombudsman  program  that  will  help  focus  attention  on 
border  infrastructure  problems  and  ensure  that  state  and  lo- 
cal resources  are  properly  directed  toward  resolving  them. 
The  concept  came  from  Secretary  Bomer’s  recommendations. 

“By  focusing  attention  and  resources  on  these  problems, 
I we  can  attack  many  of  the  things  that  have  contributed  to 
high  disease  rates  along  the  border,  including  sewage,  hous- 
ing, and  an  array  of  other  factors,”  Senator  Lucio  said. 

Scott  Storment  has  been  hired  to  serve  as  colonias  coordi- 
nator within  Secretary  Bomer’s  office.  He  will  oversee  six 
colonia  initiative  advocates  who  will  be  located  in  the  six 
counties  with  the  largest  colonia  populations  — El  Paso, 
Maverick,  Webb,  Starr,  Cameron,  and  Hidalgo. 

Mr  Storment  says  these  advocates  will  be  the  “eyes  and 
ears”  of  the  secretary  of  state  and  the  Governor’s  Office. 
“They  will  act  as  troubleshooters  to  make  sure  that  water 
i projects,  wastewater  projects,  solid  waste  projects  — any- 
' thing  that  goes  back  to  serving  colonia  residents  and  getting 
! rid  of  public  health  issues  in  the  colonias  — are  meeting  their 
I time  lines  and  that  services  are  being  delivered.” 

I In  addition  to  creating  the  colonias  advocates,  SB  1421 
also  eases  restrictions  that  have  prevented  government  agen- 
cies from  providing  services  to  illegally  platted  subdivisions. 
Mr  Storment  says  these  are  the  “worst  case  scenarios  for  pub- 
lic health  issues,”  but  the  state  and  local  governments  could 
do  nothing  about  them  because  of  the  previous  restrictions. 

Meanwhile,  Secretary  Bomer  is  backing  up  the  ombuds- 
man program  with  the  Texas  Plan,  an  effort  to  raise  $25  mil- 
I lion  from  a variety  of  sources,  including  the  North  American 


Spring  1992 

AMA  drafts  a bill  that  is  sent  to  state  medical  associations  for  review  and  input. 
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“By  focusing  attention 
and  resources  on  these 
problems,  we  can  attack 
many  of  the  things  that  have 
contributed  to  high  disease 
rates  along  the  border, 

Including  sewage,  housing, 
and  an  array  of  other  factors.” 

Development  Bank  and  Texas  Water  Development  Board 
(TWDB),  to  actually  connect  homes  in  border  colonias  to  ex- 
isting or  future  utility  services. 

While  the  state  has  pumped  hundreds  of  millions  of  dol- 
lars into  utility  construction  in  the  region  over  the  past 
decade,  TWDB  policy  has  prohibited  it  from  using  its  funds 
to  pay  for  the  actual  connections  to  water  or  sewer  lines.  The 
Texas  Plan  will  target  connecting  25,000  homes  to  water  and 
sewer  services  in  13  border  counties.  That  could  impact  as 
many  as  100,000  colonia  residents. 

Continuing  the  effort 

While  major  strides  were  achieved  for  the  border  this  ses- 
sion, the  work  is  not  finished.  In  September,  Lieutenant  Gov- 
ernor Perry  directed  Senator  Lucio’s  committee  to  conduct 
an  interim  study  of  health  problems,  infrastructure  needs, 
and  economic  development  issues  on  the  border.  The  com- 
mittee will  make  recommendations  for  lawmakers  to  con- 
sider in  the  next  session  on  issues  such  as  the  border  region’s 
water  and  wastewater  systems  and  their  impact  on  public 
health.  The  panel  also  will  look  at  health  conditions  endemic 
to  the  border,  including  diabetes  and  tuberculosis. 

The  interim  recommendations  are  due  by  September  1, 
2000.  The  77th  Legislature  convenes  in  January  2001.  ★ 


Ken  Ortolon  can  be  reached  at  (800)  880-1300,  ext  1392,  or  (512)  370-1392;  or  by  e-mail  at 
ken  o@texm6d.org. 


January  1993 

“Border  States'  Strategies  for  the  US-Mexico  Health  and  Environment 
Commission"  conference  is  held  in  Tucson.  The  conference  focuses  on  reviewing 
the  draft  legislation,  setting  out  the  required  components  of  a border  health 
commission,  and  building  a consensus  among  the  four  border  state  medical 
associations. 
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Keeping  disease  at  bay 

A dengue  fever  outbreak  in  Laredo  follows  the  typical 
complexities  of  disease  along  the  border 

By  Monica  Maldonado,  Associate  editor 


That  health  officials  suspect  discarded  tires 
could  be  the  genesis  of  a dengue  fever 
outbreak  in  Laredo  during  the  summer  il- 
lustrates how  precarious  the  health  situa- 
tion is  along  the  Texas-Mexico  border. 
Lacking  resources  and  mired  in  the  bureaucratic  nightmare  of 
having  to  coordinate  local,  state,  and  federal  efforts  of  two 
countries,  border  health  programs  struggle  with  the  same  com- 
municable and  infectious  diseases  faced  by  the  rest  of  Texas,  as 
well  as  diseases  most  in  the  United  States  would  consider  Third 
World.  Public  health  officials  count  on  educating  the  commu- 
nity and  avoiding  disease  altogether  to  improve  overall  health. 

The  tire  story  is  uncommon,  even  for  this  region,  but  not 
surprising.  Physicians  and  health  care  officials  along  the  bor- 
der have  seen  dengue  fever  before.  The  Rio  Grande  Valley 
saw  29  cases  in  1995.  In  1980,  Laredo  had  27  patients  with 
confirmed  cases,  none  of  whom  had  traveled  outside  the 
United  States.  Symptoms  of  the  tropical  disease  include 
fever,  severe  headaches,  joint  and  muscle  pain,  nausea,  and 
vomiting,  maybe  even  a rash.  A more  severe  dengue,  which 
causes  massive  internal  bleeding,  can  be  fatal. 

But  tires  obviously  don’t  cause  dengue  fever.  It  is  trans- 
mitted via  the  bite  of  the  Aedes  aegypti  mosquito,  an  annoy- 
ing little  bugger  common  in  wetter  Central  America  that 
feels  very  comfortable  laying  eggs  in  small,  shady  pools  of 
standing  water,  which  are  created  quite  nicely  in  the  cupping 
curves  of  discarded  tires. 

A 1992  Texas  law  requiring  the  recycling  of  discarded  tires 
was  successful  and  had  an  added  bonus  of  diminishing  the 
number  of  mosquito  nesting  grounds.  But  that  law,  of  course, 
did  not  apply  to  Mexico.  “Historically,  the  management  of 
waste  on  the  other  side  of  the  border  has  been  a problem,” 


said  Mary  Wright  Eyster,  a tire  program  specialist  with  the 
Texas  Natural  Resources  Conservation  Commission. 

The  law  required  tire  sellers  to  charge  $2  for  each  tire 
their  customers  exchanged  for  new  ones.  The  state  comp- 
troller collected  the  money  and  paid  transporters  to  take  the 
tires  away.  The  transporters  then  paid  shredders  to  take  the 
tires,  and  the  shredders  sold  the  scraps  for  use  in  cement 
kilns  or  road  engineering  projects.  The  transporters  were 
paid  only  when  the  tires  were  recycled. 

But  at  the  end  of  1997,  the  state  stopped  collecting  the  $2 
and  stopped  paying  tire  transporters.  Now  the  system  is  pri- 
vatized, and  tire  sellers  must  pass  on  the  $2  — or  whatever 
the  market  will  let  them  collect  from  customers  — to  the 
transporters,  who  in  turn  must  pay  for  the  disposal.  “Chances 
are  if  you  see  a major  pile  of  tires,  they’ve  most  likely  been 
dumped  by  the  transporter  who  doesn’t  want  to  pay  for  their 
disposal  or  shredding,”  Ms  Eyster  said. 

The  law  was  never  intended  to  be  a permanent  solution 
to  the  tire  problem.  Now,  tire  dumping,  especially  along  the 
border,  might  again  be  on  the  rise  simply  because  the  area 
has  always  been  plagued  by  illegal  dumping  and  other  envi- 
ronmental hazards,  and  because  the  distance  to  tire  shred- 
ders is  too  far  for  transporters.  The  frequent  rains  of  early 
summer  couldn’t  have  hurt  these  mosquito  nurseries.  Add  in 
the  close-quarters  living  arrangements,  the  large  numbers  of 
people  crossing  between  Laredo  and  Nuevo  Laredo,  and  the 
myriad  other  types  of  water-collectors  — including  some  un- 
covered colonia  water  supplies  — and  you  have  a good 
chance  for  an  outbreak. 

“I  don’t  think  it  is  a coincidence,”  said  Victor  Oliveros, 
chief  of  health  protective  services  for  the  Laredo  Health  De- 
partment. “Until  August,  Nuevo  Laredo  and  Laredo  had  a rel- 


The  making  of  a border  health  commission 


January  1994 

Laurance  N.  Nickey,  MD,  of  El  Paso,  testifies  before  the  Subcommittee  on  Health 
and  Environment  of  the  Committee  on  Energy  and  Commerce  in  Washington,  DC. 
He  offers  testimony  supporting  HR  2303,  which  calls  for  establishing  a US-Mexico 
Health  and  Environment  Commission.  Letters  of  support  for  the  commission  are 
secured  from  border  network  members.  Press  conferences  are  held  in 
cooperation  with  Hidalgo-Starr  County  Medical  Society  and  Nueces  County 
Medical  Society  to  provide  legislative  updates. 


October  22,  1994 

Public  Law  103-400,  which  establishes  the  US-Mexico  Border  Health  Commission, 
is  signed  by  President  Clinton. 
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Litively  dengue-free  ride.”  Mr  Oliveros  says  about  200  cases 
'of  dengue  (some  unconfirmed)  in  Nuevo  Laredo  and  16  in 
Laredo  have  occurred  this  summer. 

''  In  response,  the  City  of  Laredo  has  been  urging  residents 
jto  empty,  cover,  or  turn  over  all  standing  water  containers. 

■ •‘It’s  mainly  education,”  said  Mr  Oliveros.  “Our  next  push  is 
,to  talk  to  schoolchildren  about  what  they  can  do  at  home 
about  standing  water.”  Meanwhile,  trucks  roll  through  the 
streets  in  the  early  morning,  fogging  neighborhoods  with 
'malathion.  The  Centers  for  Disease  Control  and  Prevention  is 
analyzing  the  dengue  outbreak  further. 

Prevention  and  treatment 

i.An  environmental  or  social  problem  turns  into  a health  prob- 
lem that  spans  two  countries,  each  with  a different  way  of 
'dealing  with  it.  Health  officials  combat  the  problem  with  ed- 
' ucation  to  keep  the  outbreak  at  bay  and  do  their  best  to  treat 
the  symptoms  case  by  case.  To  treat  the  cause  of  the  outbreak 
— in  most  cases,  poverty  — would  require  a finance  system 
so  that  all  border  residents  could  afford  health  care.  Lacking 
I this,  health  officials  along  the  border  stress  education  and 
'prevention  in  each  of  their  specific  programs. 

Coordinating  efforts  with  Mexico  is  a continuing  problem 
for  border  health  officials.  Usually,  needs  are  addressed  on  a 
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case-by-case  basis.  Brian  Smith,  Ml),  public  health  director  of 
the  Texas  Department  of  Health’s  Region  11,  says  Texas  and 
Mexico  are  working  on  binational  programs  to  fight  tubercu- 
losis and  neural  tube  defects,  for  example.  “It’s  important  for 
Its  to  work  with  Mexico  on  these  problems,”  he  said,  “be- 
cause they  have  the  capacity  to  treat  all  these  cases.” 

Laredo’s  response  to  the  dengue  fever  outbreak  may  seem 
reactive,  but  in  reality  preemptive  education  and  prevention 
efforts  are  strong  along  the  border.  The  biggest  push  in  bat- 
tling drug-resistant  tuberculosis,  for  example,  is  in  teaching 
patients  the  importance  of  taking  their  medications  for  at 
least  6 months,  not  just  to  the  point  when  they  can  no  longer 
afford  it.  Of  course,  that  advice  ignores  the  problem  of  how 
the  patients  are  supposed  to  pay  for  it.  Dr  Smith  says  new 
legislation  to  allow  counties  to  work  together  and  share  re- 
sources might  help. 

Dealing  with  diabetes 

In  one  case,  however,  education  and  prevention  are  perched 
to  make  a great  stride.  Diabetes  is  a monster  on  the  border; 
in  the  four-county  Rio  Grande  Valley  alone,  type  2 diabetes 
has  hit  about  20%  of  the  population.  An  even  scarier  fact, 
found  by  the  American  Diabetes  Association,  is  that  type  2 
diabetes  in  children  is  taking  on  epidemic  proportions. 


Death  rates  for  Texas  and  selected  Texas-Mexico  border  counties,  1995. 


Data  developed  by  the  UT  System  Texas-Mexico  Border  Health  Coordination  Office 


January-December  1997 

TMA  President  Phil  H.  Berry,  Jr,  MD,  meets  with  Mexican  officials  to  discuss 
concerns  with  implementation  of  the  commission.  The  commission  receives  a 
one-time  allocation  of  $800,000.  The  process  of  naming  members  to  the 
commission  begins. 


April  1998 

TMA  facilitates  a meeting  with  leaders  from  the  United  States  and  Mexico  to 
discuss  further  implementation  of  the  commission.  E!  Paso  County  Medical 
Society  asksTMA  to  aggressively  support  federal  funding  of  the  commission. 
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Paul  Villas,  PhD,  head  of  The  University  of  Texas  System 
Border  Health  Office  in  Edinburg,  believes  he  has  found  a 
way  to  detect  type  2 diabetes  in  children.  He  has  begun  a 
program  to  screen  children  in  nine  border  counties  for  acan- 
thosis nigricans,  a skin  condition  he  says  is  associated  with 
insulin  resistance.  “We  call  it  the  Antes  Project,”  Dr  Villas 
said.  Antes  means  “before”  in  Spanish.  “It’s  a fitting  name  be- 
cause we  think  we  can  do  something  about  this  condition  be- 
fore type  2 diabetes  becomes  a reality  for  these  children.” 

Dr  Villas’  efforts  in  this  area  led  the  Texas  Legislature  to  pass 
a bill  this  year  mandating  screening  for  acanthosis  nigricans. 

The  program  will  enlist  the  efforts  of  school  nurses 
trained  and  educated  to  look  for  the  brownish  skin  marker, 
which  usually  occurs  on  the  neck  or  axillae.  Students  deter- 
mined to  have  the  marker  will  receive  a recommendation  to 
their  physicians  for  glucose  and  insulin  screenings.  Dr  Villas 
says  that  so  far  children  with  the  marker  have  left  their  doc- 
tors’ offices  without  screenings  but  with  recommendations  to 
shampoo  with  Selsun  Blue.  “We  hope  to  educate  area  doctors 
on  the  relationship  between  acanthosis  nigricans  and  dia- 
betes,” he  said. 

Dr  Villas  strongly  believes  social  problems,  not  genetic 
predisposition,  have  caused  the  rise  in  type  2 diabetes  in 
kids.  “There  is  not  a diabetes  gene  in  Mexican  Americans,” 
Dr  Villas  said.  “The  body  is  like  a car.  And  every  car  is  wired 
differently  for  different  types  of  fuel,”  he  said.  “When  you 
give  a body  the  type  of  fuel  it’s  not  supposed  to  have,  things 
are  going  to  go  wrong.” 

He  points  to  diet  and  lack  of  exercise  to  explain  the  rise  in 
diabetes  cases.  “The  typical  daily  drink  around  here  is  a 20- 
ounce  cola.  School  districts  should  ban  the  machines  in  our 
schools  that  dispense  sugar  drinks,”  Dr  Villas  demanded. 

One  of  the  goals  of  the  Antes  Project  is  to  encourage  area 
physicians  to  look  for  early  signs  of  type  2 diabetes  and  to 
teach  children  that  their  behavior  and  food  choices  affect 
their  health. 

“It  won’t  be  uncommon  in  the  coming  years  to  see  a 20- 
year-old  double  amputee,”  said  Dr  Villas.  “This  is  what  drives 
me.  I want  people  to  see  this  project  going  on  in  the  Valley 
and  get  the  idea  that  we  can  turn  things  around  for  the  bet- 
ter health  of  these  people.”  ★ 


Monica  Maldonado  can  be  reached  at  (800)  880-1300,  ext  1385,  or  (512)  370-1385;  or  by  e- 
mail  at  monica  m@texmed.org. 
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If  the  43-county  border  region  were  a separate  state,  how  would  it  (the 
“Border”)  rank  compared  with  Texas  and  the  other  49  states  in  terms  of  key 
health  and  social  factors?  This  illustration  is  based  on  rankings  compiled  by 
the  Texas  Comptroller  of  Public  Accounts  in  1998.  (The  comptroller  considers 
the  Border  to  include  those  counties  along  and  south  of  Interstate  10,  then 
along  and  south  of  Interstate  37.) 


The  Border's  rank  Texas’  rank 

among  the  “51"  states  among  the  50  states 


Population,  July  1996 

24th  with  3.9  million  2nd  with  19.1  million 


Total  area,  1990 

16th  with  79,423  square  miles  2nd  with  267,277  square  miles 

Poverty  rate,  1993 

1st  with  29.5%  6th  with  19.6% 

Unemployment  rate,  1997 

1st  with  8.0%  10th  with  5.4% 

Death  rate  (per  100,000  population), 1995-1996 

48th  with  652.0  45th  with  735.7 

Death  rate  from  hepatitis  and  other  liver  diseases  (per  100,000  population),  1995 
2nd  with  14.3  15th  with  10.0 

Death  rate  from  diabetes  (per  100,000  population),  1995 
3rd  with  30.2  17th  with  24.4 

Infant  mortality  rate  (per  1,000  live  births),  1995 
40th  with  6.3  39th  with  6.5 


The  making  of  a border  health  commission 


March  1999 

President  Clinton  appoints  Dr  Nickey  and  Paul  Villas,  PhD,  to  the  commission. 


August  1999 

Creation  of  the  US-MexIco  Border  Commission  is  threatened  when  US  State 
Department  officials  recommend  President  Clinton  issue  an  executive  order 
creating  a federal  advisory  council  in  place  of  the  commission  because  Mexico 
had  not  agreed  to  participate.  TMA,  the  Texas  Department  of  Health,  the 
California  Medical  Association,  and  others  immediately  oppose  the  State 
Department  recommendation  on  grounds  the  advisory  council  would  lack 
necessary  funding  and  would  be  in  existence  for  only  2 years.  At  press  time, 
President  Clinton  had  not  issued  the  order.  TMA  is  continuing  to  try  to  persuade 
Mexico  to  participate  in  the  commission. 
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Commentary 

Clean  water  for  the  colonias 

By  Elton  Bomer,  Texas  secretary  of  state 


A quote  in  a recent  San  Antonio  Express-News  story  per- 
fectly summed  up  the  chief  public  health  concern  plagu- 
ing our  state’s  border  colonias:  “Water,  water,  water  — 
that  was  the  problem,”  said  a director  at  the  Laredo 
Health  Department. 

The  local  official  was  referring  to  flooding  from  Hurri- 
cane Bret  that  ultimately  may  help  spread  dengue  fever.  The 
flooding  and  resulting  standing  water  provided  a welcome 
home  to  the  mosquitoes  carrying  the  dengue  fever  virus. 

Yet  even  bigger  problems  lie  in  the  colonias  on  either  side 
of  Laredo  — contaminated  pools  of  standing  water  and 
lack  of  access  to  fresh  water.  Put  more  simply,  untreated 
drinking  water  and  wastewater  increase  the  risk  of  disease. 

According  to  the  Texas  Department  of  Health,  people 
in  border  counties  with  a high  number  of  colonias  have  a 
higher  rate  of  hepatitis  A,  salmonellosis,  and  shigellosis 
infectious  diseases,  all  associated  with  untreated  water 
and  poor  sanitation.  This  is  a special  danger  to  the  most 
vulnerable  residents  — young  children  and  the  elderly. 

Studies  show  hepatitis  A virus  rates  stem,  in  part,  from 
contaminated  drinking-water  containers  and  inadequate 
disposal  of  human  waste.  For  instance,  more  than  20%  of 
the  stored  water  samples  of  four  El  Paso  colonias  reviewed 
for  a 1997  study  by  researchers  at  The  University  of  Texas 
contained  E coli. 

Many  homes  in  colonias  do  not  have  individual  con- 
nections to  water  mainlines,  although  more  have  water 
line  connections  than  have  sewer  line  connections.  And, 
as  the  researchers  in  the  UT  study  pointed  out,  even  resi- 
dents who  live  in  homes  with  water  and  sewer  connec- 
tions remain  at  risk  for  disease  from  neighbors’  homes 
without  connections. 

The  lack  of  healthy  living  conditions  in  colonias  is 
caused  by  many  factors.  Texas  historically  has  used  state 
and  federal  dollars  to  install  the  mammoth  water  and 
sewer  mainlines  buried  underneath  main  streets  in  colo- 
nias. However,  securing  funds  to  help  residents  pay  for  in- 
dividual connections  to  their  homes  has  been,  at  best, 
slow  in  coming.  Most  colonia  homeowners  have  been  un- 
able to  afford  the  estimated  $2,000  to  install  individual 
water  and  sewer  connections. 

As  of  January,  only  an  estimated  14,200  individual 
connections  had  been  installed  in  colonia  homes,  though 


Texas  has  invested  more  than  $500  million  in  water  and 
sewer  mainlines  over  the  past  decade. 

That’s  where  I came  in. 

Recently,  I announced  the  Texas  Plan,  a water  and 
sewer  connection  program  to  complete  a decade  of  work 
by  the  Texas  Water  Development  Board  (TWDB)  and  the 
Environmental  Protection  Agency  to  provide  mainline  in- 
frastructure to  hundreds  of  colonias  in  the  Texas  border 
region.  The  effort  is  the  most  extensive  colonia  water  and 
sewer  connection  plan  in  Texas  history. 

The  program  is  a $25  million  initiative  to  fund  individ- 
ual water  and  sewer  connections  for  about  25,000  homes 
— about  100,000  colonia  residents  — along  the  Texas- 
Mexico  border.  The  funding  will  come  from  the  North 
American  Development  Bank,  the  TWDB,  and  the  Texas 
Department  of  Housing  and  Community  Affairs. 

We  also  will  make  inroads  because  of  Senate  Bill  1421, 
passed  by  the  76th  Texas  Legislature  and  signed  by  Gov 
George  W.  Bush,  which  removed  bureaucratic  laws  that 
actually  prevented  progress  from  being  made  in  the  colo- 
nias. Never  before  in  Texas  history  has  there  been  such  bi- 
partisan support  for  a colonias  measure.  The  bill  contains 
revisions  concerning  water  and  wastewater  service  to 
colonias;  enforcement  and  compliance  with  laws  to  limit 
colonia  proliferation;  and  coordination  of  colonia  policies 
among  state  agencies  and  local  governments. 

William  R.  Archer  III,  MD,  an  accomplished  physician  and 
current  commissioner  of  the  Texas  Department  of  Health, 
says  the  colonia  legislation  reflects  both  the  approach  and 
long-term  solution  that  public  health  officials  can  support. 

Dr  Archer  says  he  believes  SB  1421  will  improve  the  in- 
frastructure necessary  to  provide  an  ongoing  supply  of 
clean  water  for  colonia  residents. 

The  legislature  has  spoken,  and  state  agency  and  public 
health  officials  have  their  work  cut  out  for  them.  But  I know 
their  commitment  is  strong  and  their  expertise  sound.  I am 
confident  that  work  in  the  secretary  of  state’s  office  and 
among  all  state  agencies  will  progress  swiftly  and  in  unison 
as  we  endeavor  to  bring  the  most  basic  of  needs  to  colonia 
residents  — water,  water,  and  yes,  more  clean  water.  ★ 


Secretary  of  State  Elton  Bomer  is  a senior  advisor  and  lead  liaison  for  border  and 
Mexico  affairs  for  Gov  George  W.  Bush. 
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Mercy  missions 

Texas  physicians  reach  around  the  world  to  touch  patients  in  need 


The  skinny  8-year-old  boy  with  a se- 
verely deformed  cleft  palate  plays 
on  a mat  most  of  the  day  in  a tiny 
hovel  in  San  Salvador,  El  Salvador. 
Because  of  the  birth  defect,  he  is 
shunned  by  the  rest  of  the  commu- 
nity, and  his  parents  have  removed 
the  mirrors  from  their  home  so  he 
will  not  be  reminded  of  his  affliction. 

During  a recent  medical  mission,  the  boy  was  1 of  79 
patients  receiving  life-changing  reconstructive  surgery 
from  Austin  Smiles,  a group  of  volunteer  surgeons,  anes- 
thesiologists, nurses,  operating  room  technicians,  and  in- 
terpreters. 


Stankovic  1 and  Stankovic  2 are  tent 
cities,  each  housing  20,000  Kosovar 
refugees  3 miles  inside  Macedo- 
nia’s border.  Each  camp  has  a 
makeshift  medical  center  where 
400  to  800  patients  a day  receive 
medical  treatment.  Run  by  the  In- 
ternational Medical  Corps  (IMG),  the 
centers  are  not  equipped  to  do  much 
more  than  treat  the  skin  problems  and  parasitic  diseases  that 
ravage  the  people  there. 

Medical  teams,  made  up  of  local  and  foreign  physicians 
and  nurses,  refer  more  serious  cases  to  hospitals  in  other 
countries.  Drug  choices  are  few,  and  little  testing  is  available. 
The  American  physicians  who  are  putting  in  12-  to  24-hour 
shifts  often  can  do  little  more  than  listen  as  their  patients  talk 
- through  translators  — of  seeing  family  members  mur- 
dered and  their  homes  destroyed. 


A line  of  patients  flows  through  the 
gates  of  the  Hermano  Pedro  Hospital 
just  outside  Antigua,  Guatemala,  in 
the  early  morning.  Some  have 
traveled  5 or  6 days  on  foot.  A 
primitive  communication  system  of 
printed  fliers  and  word  of  mouth 
lets  them  know  when  the  American 
surgeons  will  arrive. 

A mission  of  physicians,  operating  room  personnel,  and 
triage  volunteers,  one  of  five  planned  this  year  by  Faith  in 
Practice,  will  spend  8 challenging  days,  providing  much- 
needed  free  medical  and  surgical  care  in  a country  where 
such  care  is  usually  unavailable. 


The  ORBIS  flying  surgical  fortress 
rests  majestically  on  an  airport  tar- 
mac in  Amman,  Jordan.  Inside 
the  specially  equipped  DC-10, 
physicians  treat  patients  for 
cataracts  and  perform  corneal 
transplants  and  other  reconstruc- 
tive surgeries.  Multiple  cameras 
transmit  each  procedure  to  outlying 
hospitals  where  local  surgeons  gather  to  observe  and  learn. 
Through  interactive  technology,  they  ask  questions 
throughout  the  procedure. 

Host  countries  invite  ORBIS  teams  to  visit,  and  local  sur- 
geons select  candidates  for  surgery.  US  surgical  teams  fly  to 
the  site  on  Sunday  evening,  spend  Monday  screening  pa- 
tients and  then  long  hours  Tuesday  through  Friday  operating 
and  teaching  on  the  plane. 


By  Alice  Adams 
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Mirror,  mirror  on  the  wall 

Austin  Smiles  medical  missions  have 
visited  Brazil,  the  Philippines,  Mexico, 
and  Equador,  but  since  1992  most  of 
them  have  returned  to  El  Salvador. 
“This  is  the  most  densely  populated 
area  of  Central  America,  and  during 
our  first  trip,  we  learned  the  area  had 
been  involved  in  a civil  war  and  had  a 
backlog  of  about  3,000  cleft  lips  that 
needed  treatment,”  said  James  Culling- 
ton,  MD,  an  Austin  plastic  and  recon- 
structive surgeon  and  president  of  the 
Texas  Society  of  Plastic  Surgeons. 

Dr  Cullington,  along  with  Drs  Pat 
Beckham  and  James  Fox,  cofounded 
Austin  Smiles  about  12  years  ago.  “Each 
of  us  had  just  returned  from  medical 
missions  and  were  talking  about  ways 
of  uniting  plastic  surgeons  while  at  the 
same  time  doing  something  of  value,” 
Dr  Cullington  remembered. 

“When  we  took  the  idea  of  a med- 
ical mission  to  our  society,  they  said 
yes,  and  for  the  first  few  years,  we  all 
contributed  about  $60,000  to  get 
things  going.  Then  we  began  involving 
anesthesiologists,  pediatricians,  emer- 
gency room  physicians,  family  practi- 
tioners, and  then  nurses,  scrub  techs, 
and  volunteers.  Today,  we  make  three 
major  trips  annually,  plus  we  offer  to 
correct  the  cleft  palate  and  cleft  lip  de- 
formities in  about  700  children  born  in 
Austin  each  year,  regardless  of  the  par- 
ents’ ability  to  pay.” 

During  each  mission,  scores  of  vol- 
unteers give  up  vacation  time  to  take 


A mother  in  El  Salvador  brings  her  baby  to  the  Austin 
Smiles  medical  team  for  surgery  to  correct  a cleft 
palate. 

part  in  an  exhausting  marathon  of  up 
to  83  cases,  depending  on  the  avail- 
ability of  surgeons  and  facilities. 

The  efforts  of  Austin  Smiles,  one  of 
the  few  programs  returning  to  a single 
destination,  have  been  measured  by  its 
grateful  patients’  improved  lives, 
through  national  recognition  by  the  Re- 
constructive Surgeons  for  Volunteer 
Programs,  and  by  being  named  one  of 
President  George  Bush’s  “Thousand 
Points  of  Light.” 


Dr  Cullington  says  the  program  al- 
lows him  “to  give  the  one  talent  I have 
with  no  strings  attached  to  people  who 
need  it  and  deserve  it  and  who  ac- 
knowledge us  for  the  work  we’ve  done, 
sometimes  with  a smile,  sometimes  by 
just  squeezing  my  hand.” 

Last  summer,  before  the  group  left 
San  Salvador,  a young  woman  gave  the 
surgeons  beautifully  hand-painted  mir- 
rors. “Because  of  your  surgeries  to  re- 
pair the  faces  of  young  and  old  alike, 
families  have  been  allowed  to  put  up 
mirrors  again,”  she  said.  “We  offer 
these  mirrors  as  a reminder  of  your 
work  here.” 

Snakes  and  babies 

Family  practitioner  James  A.  Kliewer, 
MD,  of  King’s  Daughters  Clinic  in  Tem- 
ple, went  to  the  Balkans  after  seeing 
hordes  of  Albanians  flee  Kosovo  and 
the  crowded  refugee  camps  on  the 
evening  news  broadcasts.  “I  felt  if  we 
didn’t  respond,  if  we  couldn’t  offer  as- 
sistance, there  could  be  worse  disas- 
ters,” he  said. 

Dr  Kliewer  volunteered  after  receiv- 
ing an  e-mail  from  his  daughter,  a stu- 
dent at  Southwestern  University  in 
Georgetown,  about  the  efforts  of  the 
school’s  faculty  and  alumnus  Red  Mc- 
Combs to  organize  a medical  mission 


tlirough  IMG.  In  early  May,  lie  traveled 
to  Skopje,  Macedonia,  where  he  was 
assigned  to  live  and  work  for  the  next 
month  in  nearby  refugee  camps. 

Dr  Kliewer  had  many  things  to  get 
used  to,  not  the  least  of  which  was  the 
weather.  “One  morning,  it  was  still  32 
degrees  in  the  clinic  at  9 am.  About  a 
week  later,  it  was  over  100  degrees  in 
the  tents,”  he  said. 

Gasoline-driven  generators  supplied 
the  IMG  physicians  with  intermittent 
power,  but  the  refugees  had  no  power 
in  their  tents  and  precious  little  else, 
except  what  they  had  managed  to  carry 
during  their  escape.  Ration  cards  sup- 


plied one  blanket  per  tent  and  a tin  of 
meat,  milk,  bread,  cheese,  and  one  veg- 
etable per  person,  per  day. 

Women  who  delivered  babies  at  the 
camp  placed  their  infants  in  cardboard 
boxes  suspended  from  tent  poles  by 
ropes  to  keep  the  newborns  safe  from 
the  snakes  that  roamed  unmolested 
through  the  tent  cities.  “We  were  not 
allowed  to  kill  the  snakes  because  they 
ate  the  rats  carrying  disease,”  Dr 
Kliewer  said. 

During  his  tour.  Dr  Kliewer  saw  many 
depressed  patients  and  described  others 
as  “beyond  pain,  having  suffered  more 
grief  over  a period  of  days  than  most  in- 
dividuals experience  in  a lifetime.” 

Improving  lives 

Orthopedist  Brian  Parsley,  MD,  a sur- 
geon at  St  Joseph’s  Hospital  in  Hous- 
ton, had  been  to  Hermano  Pedro 
Hospital  before.  But  this  year,  he 
served  as  director  of  the  medical  mis- 
sion to  Guatemala  and  led  a large 
group  of  volunteers  from  St  Joseph’s, 
along  with  a team  of  physicians  from 
across  the  country.  Fellow  orthopedic 
surgeon  Brad  Urquhart,  MD,  went 
along  to  treat  pediatric  patients. 

“One  of  the  most  rewarding  experi- 
ences of  this  mission  was  being  able  to 
help  a young  teenager  who  had  to  walk 


“Because  of  your  surgeries  to  repair  the  faces 
of  young  and  old  alike,  families  have  been  allowed 
to  put  up  mirrors  again.” 
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on  her  hands  because  of  the  crippling 
effects  of  polio,”  Dr  Parsley  said.  “After 
releasing  multiple  contractures  with 
surgery,  we  provided  her  with  custom 
braces  and  crutches  so  she  could  walk 
upright  for  the  first  time  in  her  life.” 

This  trip,  however,  was  much  differ- 
ent from  previous  missions  because  the 
surgeons  were  able  to  see  former  pa- 
tients who  returned  for  additional  sur- 
gery. “It  was  rewarding  to  see  the 
confidence  they  had  gained  and  to  feel 
their  trust  in  us,”  he  said. 

Much  of  the  additional  surgery  was 
made  possible  by  equipment  donated 
to  the  mission  by  St  Joseph’s.  “One 
valuable  addition  to  the  mission  was  a 
large-capacity  steam  sterilizer  that  al- 
lowed us  to  sterilize  whole  sets  of  in- 
struments rather  than  small  packets, 
one  at  a time,”  Dr  Parsley  said. 

Members  of  the  mission  also  nur- 
tured ongoing  relationships  with  the  lo- 
cal medical  community  and  made 
plans  to  work  with  them  next  year  in 
other  facilities  in  Antigua  that  could  fa- 
cilitate more  complicated  procedures. 

Dr  Urquhart  treated  one  child  with  a 
severely  deformed  right  hand  and  fore- 
arm. After  performing  an  initial  proce- 
dure in  Antigua,  he  arranged  for  the 
child  to  go  to  Houston’s  Shriners  Hos- 
pital for  a series  of  operations  to  re- 
store normal  function  to  the  arm  and 
hand.  Shriners  picked  up  the  tab  for 
I the  child’s  transportation  and  care. 


Brian  Parsley,  MD,  visits  a Guatemalan  child  after 
performing  surgery  to  release  muscle  contractures 
caused  by  cerebral  palsy. 

“We  can  offer  an  improved  quality  of 
life  ...  by  correcting  clubfeet  so  little 
children  can  walk  or  by  providing  peo- 
ple stable  joints  so  they  can  stand  again 
and  go  back  to  their  villages  to  work  in 


who  will  have  an  opportunity  to  enjo’ 
a higher  quality  of  life.” 

He  also  values  the  friends  he  ha 
made  through  the  missions.  “I  am  still  ii 
contact  with  physicians  I met  in  Sarajevc 
10  years  ago,”  Dr  Hamill  said,  addinj 
that  he  has  lost  several  friends  in  civi 
wars  and  other  foreign  strife.  “These  an 
contacts  that  really  stick.  They’re  at  you: 


“Medicine  is  my  gift,  and  I’m  being  allowed  to  do 
what  I’m  supposed  to  be  doing.’’ 


the  fields,”  Dr  Parsley  said.  “The  Central 
American  countries  do  not  tolerate  peo- 
ple with  deformities,  because  if  they 
can’t  work,  there’s  often  no  one  to  take 
up  the  slack.” 

Like  most  medical  missions,  the  volun- 
teers pay  their  own  expenses.  Instru- 
ments, supplies,  drugs,  and  equipment 
come  from  in-kind  and  cash  donations 
from  individuals,  churches,  hospitals, 
medical  equipment  manufacturers,  and 
pharmaceutical  firms. 

Eye-opening  experience 

M.  Bowes  Hamill,  MD,  associate  pro- 
fessor of  ophthalmology  at  Baylor  Col- 
lege of  Medicine  Cullen  Eye  Institute  in 
Houston  and  president  of  the  Texas 
Ophthalmological  Association,  has  vol- 
unteered for  eight  ORBIS  missions  and 
plans  to  continue  until  he  “gets  too  old 
to  go  or  they  quit  asking  me.” 

ORBIS,  a private,  nonprofit  organi- 
zation, is  a teaching  program  that  al- 
lows physicians  in  foreign  countries  to 
observe  and  learn  new  techniques  and 
procedures  from  teams  of  three  US  sur- 
geons who  spend  a week  with  each 
mission. 

Dr  Hamill  says  his  participation  with 
ORBIS  has  changed  his  life.  “Anytime 
you  do  anything  like  this,  you  cannot 
help  but  be  changed  by  the  experi- 
ence,” he  said.  “Yes,  I have  the  oppor- 
tunity to  see  conditions  I don’t  usually 
see  in  Houston,  but  when  you  operate 
in  a foreign  country,  you  also  remem- 
ber how  life-changing  cataract  surgery 
is  for  the  65-year-old  man  who  can’t 
see  his  grandchildren  or  for  the  child 


elbow  in  the  OR,  you  may  go  out  to  din 
ner,  or  they  may  invite  you  into  theii 
homes.  That’s  the  value  of  ORBIS  — foi 
both  teacher  and  students.” 

Personal  fulfillment 

For  Dr  Parsley,  being  a part  of  Faith  in 
Practice  offers  him  “the  opportunity  tc 
fulfill  part  of  my  own  personal  mission. 
The  Lord  gives  us  all  gifts,  and  how  we 
use  them  makes  a difference.  Medicine 
is  my  gift,  and  I’m  being  allowed  to  do, 
what  I’m  supposed  to  be  doing.” 

His  Journey  to  Macedonia  brought 
Dr  Kliewer’s  life  into  sharper  focus  and 
he  would  go  back  “in  a heartbeat.  The 
Kosovars  needed  to  know  someone 
cared  . . . and  cared  enough  to  offer 
whatever  help  we  could,  from  treating 
basic  medical  problems  to  simply  lis- 
tening to  whatever  they  wanted  to 
share.” 

And  for  Dr  Hamill,  his  missions  with! 
ORBIS  have  offered  him  “the  opportu-i 
nity  to  go  to  extraordinarily  interesting 
places  and  to  teach  in  one  of  the  besti 
teaching  facilities  I’ve  seen.  But  it  alsoi 
affirms  why  you  are  in  medicine.  By 
and  large,  most  people  are  in  medicine 
because  they  feel  it  is  a noble  enter- 
prise. But  any  time  you  have  the  op- 
portunity to  make  a difference,  to  get; 
out  and  go  beyond  your  usual  practice, 
you  will  find  a tremendous  affirmation 
of  who  you  are  and  why  you  went  into 
medicine  in  the  first  place  . . . because 
it  has  value  and  it  has  meaning  ...  in 
our  society  and  in  the  world.”  ★ 


Alice  Adams  is  an  Austin  freelance  writer. 
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“WeVe  going  to  Honduras.” 

An  Austin  physician  finds  renewed  purpose  in  the  Third  World 


Editor's  Note:  In  August,  Austin  surgeon  Bruce  McDonald, 
MD,  his  wife,  and  daughter  joined  a group  of  physicians, 
nurses,  and  other  health  care  professionals  from  Austin 
and  Round  Rock  on  a weeklong  medical  mission  to  Hon- 
duras. The  trip  changed  their  lives  and  those  of  the  Hon- 
durans who  desperately  needed  medical  care.  The 
following  is  Part  1 of  Dr  McDonald’s  account  of  that  trip. 
Part  2 will  appear  in  the  December  issue  of  Texas  Medicine. 


Monday,  June  28 
The  call 

It  was  after  9 pm  when  I finally  got  home  that  night.  Mon- 
day after  a vacation,  and  I was  exhausted.  I can  remember 
when  medicine  was  simpler.  We  would  operate  until  late 
at  night  and  the  paperwork  was  tolerable.  Now  it  seems 
we  spend  as  much  or  more  time  on  administration  as  we 
do  in  the  OR.  I’ll  take  long  nights  of  surgery  over  long 
nights  of  paperwork  any  day. 

“You  need  to  call  Dr  Rutledge  right  away,”  my  wife, 
Pam,  said  as  I walked  through  the  door. 

Dr  (Elizabeth)  Rutledge  is  a urologist  in  Round  Rock.  I 
wondered  why  she  called.  Pam  said  it  was  something 
about  a medical  trip.  I dialed  her  number.  I didn’t  know 
the  call  would  change  my  life. 

“We  are  desperate  for  a general  surgeon,”  she  pleaded 
with  me.  “I’ve  called  everyone  I know  and  you  are  my  last 
hope.” 

Well,  okay.  I was  feeling  a little  like  the  high  school  wall- 
flower who  gets  a last-minute  invitation  to  the  dance  after 
everyone  else  declines.  I inquired  as  to  the  nature  of  her  des- 
peration. “We  are  going  to  Honduras  on  a medical  mission.” 

I didn’t  hesitate.  “Fine,  I’m  in.” 

“It’s  in  6 weeks.” 

“No  problem.” 

No  problem?  My  partners  were  going  to  kill  me.  I had 
just  returned  from  a weeklong  vacation  during  the  busiest 
season  of  the  year. 

“We  want  you  to  take  Shelby,  too,”  Dr  Rutledge  said. 

I told  her  I was  sure  my  daughter  would  love  to  go.  I 
also  volunteered  my  wife  to  serve  as  a recovery  room 
nurse.  Dr  Rutledge  was  elated. 

“You  will  be  expected  to  pick  up  all  costs  of  travel,  lodg- 
ing, and  food.  And  you  will  have  to  provide  your  own  in- 
struments and  most  of  your  own  supplies,”  she  said. 

“No  problem.”  Just  10  minutes  earlier,  I had  been  ex- 
hausted after  a long  day  of  paperwork.  Now  I was  pumped. 


Dr  Rutledge  explained  that  Dr  Jack  Jacobson  (“Dr  J”) 
had  been  on  a previous  medical  mission  and  was  organiz- 
ing this  one  with  the  help  of  Medico,  a nonprofit  organiza- 
tion that  sends  medical  missions  to  Third  World  countries. 
They  already  had  commitments  from  a gynecologist  and  an 
orthopedist  and  were  working  on  an  anesthesiologist. 
Some  of  the  OR  personnel  were  going  along. 

I asked  what  kind  of  surgery  I would  be  doing  and  was 
told  there  were  lots  of  hernias,  gallbladders,  and  thyroids. 
1 hung  up  and  pulled  out  my  address  book.  I made  a call  to 
Jeffrey  McKeever  of  Atrium  (a  medical  supply  company). 
He  had  been  in  my  office  just  2 weeks  ago,  urging  me  to 
use  his  new  hernia  mesh  system.  I had  used  it  and  was  im- 
pressed. Now  I would  be  able  to  give  it  a real  test.  Yes,  he 
would  supply  mesh  for  the  trip.  A call  to  Eileen  Gillespie  of 
Ethicon  (also  a medical  supply  company)  produced  the 
same  results.  Ethicon  would  provide  the  suture.  I dug 
through  a box  of  old  National  Geographic  maps  and  found 
a map  of  Central  America.  There  it  was,  sandwiched  be- 
tween Nicaragua  and  Belize. 

Honduras.  I took  a deep  breath.  Another  adventure.  This 
was  going  to  be  interesting. 

Friday,  August  6 
The  adventure  begins 

Our  group  of  21  Medico  volunteers  met  at  the  Austin  air- 
port at  9 am.  Representatives  from  Medico  and  the  Inter- 
national Red  Cross  (we  were  part  of  the  Honduran  Red 
Cross  Disaster  Relief  Team)  were  there  to  see  us  off. 

The  team  consisted  of  five  surgeons  (urology,  orthope- 
dics, gynecology,  and  general),  two  operating  room  techni- 
cians, three  nurses,  an  anesthesiologist,  a nurse  anesthetist, 
and  various  other  personnel,  including  seven  teenagers. 

The  plane  jumped  from  Austin  to  Dallas  to  Miami  to  San 
Pedro  Sula.  Not  exactly  the  most  direct  route,  but  because 
of  late  scheduling  and  the  number  of  travelers  in  our 
group,  we  had  to  take  what  was  available.  After  a long  day, 
we  arrived  in  San  Pedro  Sula  at  8 pm.  We  loaded  our  sup- 
plies and  ourselves  into  the  rental  bus  and  headed  for  the 
Gran  Sula  Hotel,  a very  nice  Americanized  Best  Western.  It 
was  on  the  central  square  in  San  Pedro  and  there  was  a 
beautiful  18th  century  church  outside  our  window. 

We  were  all  looking  forward  to  our  first  full  day  in  Hon- 
duras. 


By  Bruce  McDonald,  MD 
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Saturday,  August  7 
Welcome  to  Honduras 

Not  a good  start.  Dr  Samora,  our  local  liaison,  was  in  Mi- 
ami on  vacation.  The  hospital  employees  were  on  strike. 

Medically  speaking,  our  hands  were  tied,  so  we  decided  to 
investigate  our  options  for  sight-seeing.  We  could  go  to  the 
Mayan  ruins  or  to  the  beach.  The  vote  (heavily  weighted  by 
the  kids)  was  for  the  beach.  Since  we  had  rented  a bus  and 
driver  for  the  entire  week,  we  figured  the  trip  would  be  no 
problem.  The  driver  figured  differently  and  made  a relatively 
feeble  attempt  to  charge  us  $25  per  person  for  a special 
“tour.”  Dr  J kindly  explained  that  we  had  already  rented  the 
bus  once  and  did  not  intend  to  pay  twice.  Off  to  the  beach. 

Most  of  the  students  had  never  been  to  a Third  World 
country  before.  The  poverty  and  meager  lifestyle  was  a 
real  eye-opener  for  them.  But  the  Honduran  countryside 
was  lush  and  green.  There  were  mountains  rising  to  the 
south.  Coconut  and  pineapple  groves  as  far  as  we  could 
see.  Just  as  we  had  begun  to  relax  and  enjoy  the  beauty, 
we  were  jolted  back  to  reality  by  a horrendous  accident. 
We  found  out  what  happens  to  a compact  car  when  a truck 
tries  to  pass  it  by  going  over  the  top  of  it.  Simple  division 
actually:  truck  goes  over  car  once  with  nothing  left  over. 

It  was  the  first  of  many  such  juxtapositions  of  beauty  and 
atrocity  that  we  would  encounter.  Take  the  beach,  for  example. 
Postcard  material.  Caribbean  white  sand  and  turquoise  water. 
We  enjoyed  a swim  for  about  a half-hour  until  we  learned  the 
water  was  contaminated  with  raw  sewage.  No  more  swim- 
ming for  this  group.  Most  of  the  kids  managed  to  eat  lunch 
without  getting  sick.  We  returned  to  the  Gran  Sula  and  went 
out  for  an  Italian  dinner.  On  the  way  back  to  the  hotel,  we 
were  escorted  by  a police  officer  armed  with  a machine  gun. 

Tomorrow,  we  would  go  to  the  hospital,  and  anticipa- 
tion was  building. 

Sunday,  August  8 
Reality  hits  hard 

8 am.  The  team  was  ready  for  action.  We  loaded  the  sup- 
plies and  headed  for  the  hospital.  I was  no  stranger  to  Third 
World  medical  facilities.  I expected  the  worst,  but  nothing 
could  have  prepared  me  for  the  shock  of  seeing  Hospital 
Leonardo  Martinez  for  the  first  time.  Hurricane  Mitch,  along 
with  the  ravages  of  poverty,  had  taken  its  toll.  The  hospital 
was  a series  of  one-story  buildings  made  of  masonry  and 
corrugated  metal  roofs.  A high  steel  gate  enclosed  the  park- 
ing lot.  The  main  hospital  building,  the  operating  room 
building,  and  the  clinic  buildings  were  functional.  The  rest 
of  the  buildings  were  stacked  high  with  antiquated  equip- 
ment and,  in  many  cases,  lacked  windows  and  doors. 

The  courtyard  was  a miasma  of  rotting  garbage,  bottles, 
cans,  paper,  cardboard  (of  course),  and  discarded  equip- 
ment, including  six  iron  lungs  from  the  March  of  Dimes. 
Among  the  debris  were  patients  — mostly  women  in  labor 
— with  nowhere  else  to  go  while  they  awaited  treatment. 


The  operative  suite  instrumentation  was,  at  best,  circa 
1950.  The  building  itself  was  dilapidated  with  faulty,  jury- 
rigged  plumbing  and  wiring.  It  was  hot.  The  air  condi- 
tioner was  running  but  it  had  been  repaired  beyond  its 
useful  life  span. 

We  had  just  begun  to  unload  our  supplies  when  we  en- 
countered hurricane  gale  opposition  in  the  form  of  the  OR 
supervisor.  She  was  literally  overwhelmed  by  our  pres- 
ence. Previous  medical  missions  had  merely  come  down 
and  handed  out  vitamins.  We  were  actually  going  to  do 
surgery  and,  judging  by  the  25  crates  of  supplies  and  in- 
struments, we  meant  business. 

We  convened  in  the  break  area  and  tried  to  explain 
what  we  needed  in  the  way  of  support.  Like  most  OR  su- 
pervisors I know,  she  preempted  the  conversation  by  lay- 
ing down  the  law  to  us.  We  were  not  to  show  up  in  scrubs 
but  to  wear  street  clothes  in  and  change  at  the  hospital.  We 
were  to  wear  lab  coats  whenever  we  left  the  OR,  and  hats 
and  fresh  shoe  covers  (botas)  at  all  times.  She  informed  us 
that  our  requests  would  be  handled  ''manana.”  Without 
our  local  liaison.  Dr  Samora,  we  had  very  little  leverage. 
Without  a strategy,  we  were  powerless.  We  hatched  a plan. 

I can  remember  when  medicine  was 
simpler.  We  would  operate  until  late  at 
night  and  the  paperwork  was  tolerable. 
Now  it  seems  we  spend  as  much  or 
more  time  on  administration  as  we  do 
in  the  OR.  I’ll  take  long  nights  of  surgery 
over  long  nights  of  paperwork  any  day. 


Bruce  McDonald,  MD,  and  his  surgical  team  perform  hernia  surgery,  Honduran 
style. 
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Patients  fill  an  open  ward  at  Hospital  Leonardo  Martinez  in  San  Pedro  Sula, 
Honduras. 


I was  no  stranger  to  Third  World 
medical  facilities.  I expected  the  worst, 
but  nothing  could  have  prepared  me 
for  the  shock  cf  seeing  Hospital 
Leonardo  Martinez  for  the  first  time. 
Hurricane  Mitch,  along  with  the 
ravages  of  poverty,  had  taken  its  toll. 

We  gave  the  OR  supervisor  the  official  title  of  “Nurse 
Ratchett.”  Dr  Michelle  Irwin  volunteered  for  the  job  of 
killing  her  with  kindness,  and  finally,  after  much  negotiat- 
ing, we  were  allowed  to  make  the  OR  usable  for  surgery. 

Dr  Ed  Lewis  and  Nicky  Mutt  (a  nurse  anesthetist)  rehabili- 
tated the  anesthesia  machines  and  got  one  out  of  four  to  work. 
The  cautery  machines  were  hopeless.  Nurse  Marilyn  Kasper 
set  up  and  organized  the  supply  room,  and  the  students,  tech- 
nicians, and  recovery  personnel  prepared  sterile  surgical 
packs.  The  surgeons  went  off  to  the  clinic  to  see  patients. 

There  were  patients  at  the  clinic,  but  not  as  many  as  we 
expected.  The  word  had  not  gone  out  that  we  were  bring- 
ing an  orthopedic  surgeon  or  gynecologist.  Michelle  and 
David  (orthopedic  surgeon  David  Gillory,  MD)  were,  of 
course,  disappointed,  but  we  all  dug  in  and  saw  the  pa- 
tients who  had  come.  We  saw  many  very  large  prostates 
and  hernias,  gallstones,  and  thyroid  masses. 

One  patient,  Kristina,  was  61  and  had  suffered  with  a 
thyroid  tumor  for  many  years.  The  goiter  made  it  very 
hard  for  her  to  breathe  and  swallow,  and  she  had  not  been 
able  to  eat  solid  food  for  the  last  2 years,  but  she  traveled 
for  2 days  by  foot,  mule,  and  finally,  on  a sugar  cane  truck 


to  get  to  the  clinic.  She  was  slaying  with  lier  daughter  and 
waiting  for  surgery. 

Another  patient,  Elizabeth,  had  a third  breast  which  be- 
came very  painful  when  she  lactated.  She  cleaned  houses 
and  by  the  end  of  her  workday,  she  was  in  miseiy.  We 
scheduled  her  for  removal  of  the  breast.  I'he  surgery  was 
to  be  done  under  local  anesthesia  and  would  take  only  15 
minutes  — a small  matter  to  us;  it  meant  a world  of  dif 
ference  to  Elizabeth. 

Antonio  had  endured  a right  inguinal  hernia  for  several 
years  before  he  came  to  see  us.  He  worked  as  a mechanic, 
and  the  hernia  had  gotten  laige  enough  to  prevent  him 
from  doing  his  best  work.  Because  unemployment  is  high 
in  Honduras,  he  had  not  been  able  to  find  much  work  af- 
ter the  hurricane  destroyed  his  place  of  business.  Repair- 
ing his  hernia  would  give  him  a shot  at  employment  and 
restore  his  ability  to  support  his  wife  and  three  children 

Manuel,  63,  came  in  with  a bladder  catheter  and  her- 
nias. “Abajo  los  pantaiones,”  1 told  him.  His  pants  dropped 
to  the  floor  and  revealed  two  hernias  as  large  as  can- 
taloupes. Manuel  spent  his  life  working  on  a sugar  planta- 
tion until  he  cut  the  tendons  in  his  right  wrist  with  a 
razor-sharp  machete.  We  put  him  on  the  surgery  schedule 
to  remove  the  prostate  and  repair  the  hernias. 

The  next  patient  was  a 3!4-year-old  boy  born  with  bilateral 
hernias.  I told  his  mother  we  would  operate  on  her  son  in  the 
morning  and  that  everything  would  be  “muy  facil.”  She 
hugged  me,  and  tears  of  joy  ran  down  her  cheeks. 

I saw  20  patients  that  day  and  booked  most  of  them  for 
surgery  during  the  week.  Nurse  Norma  Reyes  took  over 
the  scheduling  and  organization  of  the  ORs.  Norma,  who 
was  to  be  our  interpreter,  had  some  difficulty  with  the 
Honduran  dialect,  so  we  all  did  our  best. 

After  we  finished  seeing  patients,  we  headed  back  to 
the  OR  to  help  make  up  sterile  packs.  Michelle  tried  to  get 
Nurse  Ratchett  to  run  the  sterilizer  so  the  packs  would  be 
ready  in  the  morning  — once  again,  we  were  instructed  to 
wait  until  manana.  There  was  no  running  water,  and  run- 
ning water  also  was  a “manana”  item. 

The  troops  returned  to  the  Gran  Sula  late  afternoon.  We 
realized  we  were  up  against  the  Honduran  system  of 
“manana”  and  we  would  have  to  deal  with  it.  Our  emotions 
ran  the  gamut,  from  wonder  at  the  pathology  we  had  seen, 
to  excitement  that  we  would  finally  get  to  do  surgery,  to  frus- 
tration at  the  problems  we  would  not  be  able  to  overcome, 
to  the  sheer  terror  of  tackling  some  of  the  most  difficult  of 
surgeries  under  the  most  extreme  Third  World  conditions. 
We  were  all  emotionally  and  physically  exhausted.  We  went 
to  our  rooms  but  most  of  us  didn’t  sleep. 


Coming  In  December:  Dr  McDonald  and  the  other  members  of  the  medical  team 
overcome  primitive  conditions  — including  a memorable  encounter  vtzith  a three- 
legged  cat  — to  treat  dozens  of  patients.  In  the  process,  they  rediscover  the  joy  of 
practicing  medicine. 
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You  CAN  FIT  A 
LAPTOP  COMPUTER  IN 
A DOCTOR  S BAG 


We  DON'T  WANT  EO  CHANGE  the  way  you  car 
tor  your  patients,  we  want  to  help  make  your  clinic 
great  success  in  this  era  ol  change. 

\VL  AREN'  E JUST  talking  about  catching  up,  we  at 
talking  about  creating  thorough  and  accurate  clinic; 
notes  in  two  minutes  or  less.  MediNote  Solo 
was  developed  under  the  lull-time  direction 
of  ])hysicians  like  you  in  order  to  bri 
you  a clinical  software  tool  that  is 
mature,  stable,  and  intuitive. 


When  VOL'R  STAEE  is  focused  on  compensatio 
issues,  they  are  not  contributing  to  patient  satisfactioi 
MediNote  Solo  also  optimizes  treatment  reimbursemei 
by  calculating  CRT  and  ICD-9  codes  at  the  point  of  care 
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LET  THE  TMA 
DIRECTORY  BE 
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>-  Alphabetical  and  geographical  listings  of 
more  than  29,000  physician  members 

>-  TMA  officer,  board,  council,  and 
committee  directory 

3=^  Division/department  descriptions  and 
contacts,  and  staff  telephone  guide 

Listing  of  health-related  organizations, 
Texas  medical  schools,  and  hotline 
numbers 

Order  one  complimentary  copy  of  the  JN\A 
1999-2000  Physician  Directory  and  Resource 
Guide  while  supplies  last  by  calling  TMA  at 
(800)  880- 1 300,  ext.  1310.  Additional  copies 
available  to  members  for  $25  plus  8.25% 
Texas  sales  tax. 


Because  this  is  no  platS 
for  a doctor  to  operate. 
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New  waiting  game  rules 

Who  should  say  how,  or  if,  our  organ  allocation  process  should  change? 


Life’s  inequities  can  be  palatable  if  a 
person  feels  every  effort  is  being 
made  to  correct  the  injustice.  Most 
transplant  patients  understand  the 
fairness  of  a v^aiting  list  for  organs. 
Any  hint,  however,  of  game-playing 
lor  an  economically  driven  alloca- 
tion practice  can  taint  the  public’s  percep- 
tion of  an  already  bewildering  process  for 
organ  allocation  in  this  country.  > > 


By  Monica  Maldonado,  Associate  editor 
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Tell  a Texan,  for  instance,  that  the 
i.aate  exports  more  organs  than  it  im- 
•ports,  and  eyebrows  rise  significantly. 
iSo  when  State  Sen  Mario  Gallegos  (D- 
Hoiiston)  introduced  Senate  Bill  862 
during  the  past  session  of  the  legisla- 
ture, some  people  cheered  its  “Texas 
first”  mantra  for  organs  donated  in  the 
state.  But  the  organ  allocation  system 
is  divided  into  many  factions,  and 
enough  noise  was  made  to  shelve  the 
-idea.  Retooled,  the  bill  created  a 13- 
member  task  force  and  charged  it  to 
develop  and  implement  an  optimum 
organ  allocation  policy  for  Texas”  by 
October  1,  2000. 

With  representatives  from  every  fac- 
tion and  their  respective  agendas,  the 
task  force  has  just  begun  its  struggle  to 
understand  the  seemingly  illogical  or- 
gan allocation  system.  Even  if  it  suc- 
ceeds, the  US  Department  of  Health 
and  Human  Services  (HHS)  may  im- 
pose its  own  controversial  solution  na- 
tionwide. 

“As  a patient,  I could  live  with  an  al- 
location process  that  in  my  heart  I 
know  is  fair  to  the  state,”  said  former 
Texas  Medical  Association  President 
Phil  H.  Berry,  Jr,  MD,  a liver  transplant 
recipient  and  chair  of  the  SB  862  task 
force.  “But  as  a physician,  if  a decision 
about  a transplant  were  made  against 
one  of  my  patients,  Td  get  very  defen- 
sive. So  I think  the  biggest  point  of  con- 
tention in  this  task  force  will  be  about 
balancing  that  with  what’s  best  for  the 
entire  patient  population.” 

Ideally,  the  allocation  system  should 
give  organs  to  patients  who  need  them 
the  most.  But  the  issue  is  complicated 
because  the  sickest  patients  often  have 
the  worst  outcomes  and  are  the  most 
expensive  to  transplant.  The  median 
piice  of  a liver  transplant  is  about 
$150,000,  and  kidney  transplants  cost 
between  $20,000  and  $50,000.  To  per- 
form those  transplants,  the  hospital 
must  have  donated  organs,  expert  sur- 
geons, and  the  agreement  of  a health 
care  plan  to  pay. 

The  business  side  of  transplantation 
definitely  exists.  The  possibility  that 
one  system  could  be  more  successful, 
or  more  profitable,  than  another  raises 
issues  about  the  value  of  competition 
and  the  importance  of  alternatives  for 
critically  ill  patients. 


How  the  system  works  now 

The  alliance  among  organ  procurement 
organizations  (OPOs),  trans|)lant  cen- 
ters, and  hospitals  is  key,  and  each  feeds 
off  the  other.  The  state’s  current  organ 
allocation  network  was  built  over  time, 
and  some  people  feel  it  doesn’t  make 
sense  anymore. 

The  network  consists  of  three  OPO  re- 
gions centered  in  Houston,  San  Antonio, 
and  Dallas,  in  which  organs  are  procured 
and  distributed.  As  an  example,  consider 
a kidney  transplant.  Under  the  current 
system,  the  organ  is  allocated  first  to 
transplant  centers  within  the  OPO  region 
in  which  it  was  procured.  (Each  OPO  has 
its  own  list  that  is  also  a part  of  a national 
waiting  list.  For  the  most  part,  the  first 
criterion  is  the  location  where  the  organ 
was  procured;  from  that  point,  the  crite- 
ria become  clinical.)  If  the  organ  does  not 
match  a patient  in  that  region,  it’s  offered 
to  Region  4 (1  of  11  national  regions), 
which  includes  Texas  and  Oklahoma,  and 
then  to  the  entire  country.  The  system  is 
slightly  different  for  livers:  a donated 
liver  is  first  offered  for  match  to  Status  1 
patients  in  all  of  Texas,  then  to  the  OPO 
region  in  which  it  was  procured. 

But  this  is  the  scenario  causing  all 
the  problems:  suppose  a liver  becomes 
available  in  Dallas.  If  the  OPO  fails  to 
match  it  with  a Status  1 patient  in  the 
state,  it  tries  next  with  Status  2k,  Status 
2B,  and  Status  3 in  its  region.  Thus,  a 
Status  3 patient  in  Dallas  might  receive 
the  organ  while  a Status  2A  patient  in 
Fort  Worth,  which  is  in  a separate  re- 
gion, has  to  wait  for  the  next  liver. 

But  what  if  the  Dallas  region  cannot 
match  the  organ  to  a patient?  It  is  then  of- 
fered to  the  national  Region  4,  which  in- 
cludes all  of  Texas  and  Oklahoma.  What 
doesn’t  make  sense  to  some  people  is  that 
Status  2A  patients  in  nearby  Fort  Worth 
are  given  the  same  shot  at  the  organ  as 
Status  2A  patients  in,  say,  Oklahoma  City. 

“You  can’t  justify  that  situation,”  ar- 
gues Goran  Klintmalm,  MD,  chief  of 
transplantation  at  Baylor  University 
Medical  Center  in  Dallas.  “My  point  is 
that  we  are  just  the  stewards  of  the  or- 
gans, and  the  organs  have  to  go  where 
the  patients  are.” 

This  summer.  Dr  Klintmalm  opened  a 
new  kidney  transplant  center  in  Tarrant 
County  at  the  Baylor  Medical  Center  in 
Grapevine  to  allow  his  Dallas  patients  to 
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join  the  shorter  waiting  list  for  Fort 
Worth  as  well.  Before  this,  Dr  Klintmalm 
says,  all  of  the  kidneys  procured  in  the 
Fort  Worth  region,  served  by  the  LifeGift 
Organ  Donation  Center,  were  being  sent 


to  Houston,  which  is  part  of  LifeGift’s 
area.  “This  is  just  to  try  to  get  some  fair- 
ness in  an  unfair  system,”  he  said.  Since 
opening.  Dr  Klintmalm  reports,  Baylor’s 
Grapevine  kidney  transplant  center  has 
received  most  of  the  kidneys  available  in 
LifeGift’s  area. 


The  move  gives  Dr  Klintmalm’s  pa- 
tients an  advantage  if  they  have  been 
on  the  waiting  list  in  Dallas  for  a long 
time.  While  a patient  can  be  on  the  na- 
tional list  as  both  a Dallas  and  a Fort 


Worth  patient,  he  or  she  can  only  have 
one  waiting  time.  So  if  Dr  Klintmalm’s 
patient  has  been  waiting  for  200  days 
in  Dallas,  he  or  she  becomes  a Fort 
Worth  patient  who  has  been  waiting 
for  200  days,  but  forfeits  his  or  her 
days  on  the  Dallas  waiting  list.  Since 


each  OPO  determines  a kidney-patient 
match  a little  differently,  this  can  be  a 
big  plus  in  Fort  Worth,  where  blood 
matching  and  waiting  time  counts 
more  than  tissue  typing,  the  way  pa- 
tients are  prioritized  in  Dallas. 

“Because  there  are  fewer  people  on 
the  overall  list  in  Tarrant  County  and 
because  we  do  a better  job  of  recover- 
ing kidneys  and  we  have  a greater  sup- 
ply, Dr  Klintmalm  opens  his  patients  to 
a new  supply  of  organs,”  said  Sam 
Holtzman,  president  of  LifeGift  Organ 
Donation  Center. 

“From  the  patient’s  perspective,  he  or 
she  could  do  the  same  thing  by  being 
listed  in  Louisiana  and  get  the  same  ef- 
fect,” said  Mr  Holtzman,  who  is  on  the  SB 
862  task  force.  “However,  in  that  situa- 
tion, Dr  Klintmalm  and  Baylor  would  lose 
the  patient  and  the  economic  advantage 
of  having  that  patient.”  That,  he  says,  is 
the  essence  of  this  whole  struggle. 

Is  competition  good  for  the 
patient? 

Senator  Gallegos’  original  “Texas  first” 
proposal  sent  a shock  wave  through  the 
transplant  community.  Many  feared  it 
would  unfairly  put  the  Dallas-based 
Southwest  Transplant  Alliance  network 
at  an  advantage.  Because  it  has  the 
longest  waiting  list,  statistically  most  of 
the  organs  procured  in  the  state  would 
be  sent  to  that  region.  In  April,  South- 
west reported  it  had  1,219  patients  on 
the  waiting  lists  for  kidneys  and  livers, 
Houston’s  LifeGift  reported  778,  and 
the  Texas  Organ  Sharing  Alliance  in  San 
Antonio  reported  786.  The  result  might 
be  that  many  smaller  transplant  centers 
in  the  state  would  have  to  close  down. 

“Transplant  centers  are  under  the 
gun,”  said  Patrick  Giordano,  Texas  Organ 
Sharing  Alliance  chief  executive  officer 
and  a member  of  the  SB  862  task  force. 
The  centers’  success  depends  on  a steady 
flow  of  organs.  The  more  organs  a center 
receives,  the  more  transplants  it  can  do 
and,  consequently,  outcomes  will  im- 
prove. That’s  why  transplant  centers 
align  themselves  with  organ  procure- 
ment organizations  that  can  offer  the 
most  organs.  “It’s  also  more  cost-effective 
to  do  a high  volume  at  transplant  cen- 
ters,” he  added.  “Having  access  to  organs 


TMA  Advantage: 

Live  &Then  Give  lives  on 


Although  the  original  Live  & Then  Give  organ  donor  awareness 
^W/  campaign  was  completed  more  than  a year  ago,  the  Texas  Medical 
Association,  the  TMA  Alliance,  and  the  Texas  Transplantation  So- 
ciety continue  to  carry  out  activities  related  to  the  project,  thanks  to  contin- 
ued funding  by  the  TMA  Foundation.  These  activities  include  the  following: 

• Live  & Then  Give  has  provided  materials  to  several  state  medical  associ- 
ations interested  in  developing  their  own  organ  donor  awareness  cam- 
paigns and  has  consulted  with  the  American  Medical  Association  on  its 
efforts  to  launch  a national  campaign  based  on  the  Texas  program.  Live  & 
Then  Give  also  joined  AM  A in  seeking  a federal  grant  to  allow  formerTM  A 
President  Phil  H.  Berry,  Jr,  MD,  and  TMA  staff  members  to  help  train 
other  state  medical  societies  in  how  to  conduct  their  own  campaigns. 

• Between  75  and  130  requests  are  received  each  month  for  donor  cards 
through  a toll-free  hotline  number,  (800)  560-7812.  Several  physicians’  of- 
fices, hospitals,  clinics,  and  social  work  centers  also  have  used  the  hot- 
line to  request  donor  cards  to  distribute  to  patients  or  clients. 

• In  cooperation  with  the  state’s  organ  procurement  organizations.  Live  & 
Then  Give  printed  an  additional  2 million  donor  cards  with  stickers  to  be 
distributed  through  driver’s  license  offices.  For  the  first  time,  these  cards 
also  were  printed  in  Spanish,  and  some  400,000  Spanish  cards  have  been 
distributed. 

• About  75  people  attended  a Live  &Then  Give  continuing  medical  educa- 
tion (CME)  course  that  met  the  Texas  State  Board  of  Medical  Examiners 
requirement  for  1 hour  of  ethics  CME  at  the  Texas  Transplantation  Soci- 
ety annual  meeting  in  Galveston  in  June.  The  session  was  videotaped 
for  a home  study  course  that  is  now  in  production.  More  information  on 
the  video’s  availability  will  be  in  future  issues  of  Texas  Medicine. 


“My  point  is  that  we  are  just 
the  stewards  of  the  organs,  and  the  organs 
have  to  go  where  the  patients  are.” 
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so  that  you  can  have  access  to  care  for 
your  patients  is  what  drives  everything.” 

This  leads  to  a problem  for  organ 
procurement  organizations,  which  are 
also  under  pressure  to  perform.  Mr 
Giordano  says  the  certification  process 
used  by  the  Health  Care  Financing  Ad- 
ministration unfairly  measures  per- 
formance on  donors  per  million.  A few 
years  ago,  his  Texas  Organ  Sharing  Al- 
1 liance  was  in  danger  of  being  dissolved 
|—  and  having  its  region  taken  over  by 
I neighboring  OPOs  — because  it  was 
I struggling  to  meet  this  criterion.  The 
(San  Antonio-based  OPO  includes  South 
[Texas  and  much  of  the  border  region,  so 
high  birthrates  skew  its  performance, 
Mr  Giordano  says.  “Even  though  my  do- 
nations have  improved  over  the  last  4 
years  some  39%  cumulatively  — better 
than  any  other  OPO  in  Texas  — I could 
still  go  out  of  business  if  the  birthrates 
I keep  going  up.  That  can  impact  access 
f to  care  and  transplant  center  viability.” 
i “Is  the  purpose  of  an  organ  alloca- 
[ tion  process  to  help  patients  or  to  guar- 
f antee  the  survival  of  certain  transplant 
(centers?”  asked  James  Cutler,  execu- 
i tive  director  of  the  Southwest  Trans- 
( plant  Alliance  and  also  a task  force 
[ member.  “And  are  we  talking  about  an 
i allocation  or  access  issue?” 

I The  difference  between  the  current 
I system  and  one  with  a broader  list,  he 
f says,  is  not  where,  but  how,  allocation 
j,  lines  are  drawn.  “You’ve  got  to  break  that 
f paradigm.  It’s  the  difference  between  a 
i line  drawn  by  medical  and  scientific  lo- 
; gistics  versus  what  the  patient  perceives 
! as  an  arbitrary  geographic  line.” 

( Recreating  the  system 

: Calling  transplant  recipients  from  a 
i broader  geographic  list  is  one  of  the 
I principles  of  a new  system,  known  as  the 
; Final  Rule,  proposed  by  HHS.  Contro- 
( versy  over  this  issue  and  other  provisions 
i of  the  proposal  caused  Congress  to  sus- 
I pend  its  implementation  until  October 
[ 21,  1999.  At  press  time,  if  and  how  the 
( Final  Rule  would  be  implemented  was 
f not  known.  In  the  meantime.  Congress 
i asked  a third  party,  the  Institute  of  Med- 
1 icine  (lOM),  to  review  the  current  Organ 
( Procurement  and  Transplantation  Net- 
I work  policies,  which  are  carried  out  by 


the  United  Network  for  Organ  Sharing 
(UNOS),  and  the  potential  impact  of  the 
proposal. 

The  lOM  report,  issued  this  summer, 
is  being  used  by  both  sides  of  the  de- 


oped and  that  the  department  should 
take  a more  active  role  in  overseeing  the 
Organ  Procurement  and  Transplantation 
Network.  But  UNOS  contends  the  report 
disagrees  with  I II  IS  reliance  on  what  it 


“If  our  ourrent  system  in  Texas  looks  complicatetl, 
it’s  really  because  it’s  made  up  of  a series  of 
compromises  trying  to  address  all  these  areas.’’ 


bate.  The  report  focuses  on  liver  trans- 
plantation because  of  the  unique 
factors  in  such  procedures. 

HHS  interprets  the  report  as  support- 
ing its  proposal,  mostly  because  it 
agrees  with  the  proposal  that  larger  or- 
gan-sharing regions  should  be  devel- 


says is  misleading  information  — me- 
dian waiting  times.  The  report  recom- 
mends that  a more  meaningful  indicator 
would  be  status-specihc  rates  of  pa- 
tients’ pretransplantation  mortality, 
which  would  indicate  whether  a patient 
would  survive. 


Organ  procurement  organizations 
by  county 
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Bob  Spieldenner,  a UNOS  spokesman, 
says  HHS  has  indicated  it’s  going  to 
make  some  changes  to  its  proposal  be- 
fore it  is  implemented,  “but  we  don’t 
know  what  they’ll  be  based  on,  and  we 
haven’t  actually  seen  anything  done.” 
Depending  on  how  the  Final  Rule  is 
eventually  interpreted,  Mr  Spieldenner 
says  UNOS  will  have  to  develop  a new 
policy.  No  deadline  for  this  has  been  set. 

In  the  meantime,  Texas,  along  with 
about  10  other  states,  is  racing  to  de- 
velop its  own  policy.  Whether  a state 
policy  would  supercede  a national  one 
is  also  up  in  the  air.  Linda  Weigman, 
JD,  counsel  for  the  Texas  Department 
of  Health  and  an  advisor  to  the  task 
force,  says  that  while  the  task  force 
could  not  sue  HHS  over  the  allocation 


policy,  one  of  the  OPOs  or  transplant 
centers,  or  an  alliance  of  them,  could. 
In  fact,  Louisiana,  which  has  its  own  al- 
location law,  filed  a suit  last  spring 
claiming  that  only  an  act  of  Congress, 
not  a bureaucratic  regulation,  could 
override  a state  law.  That  suit  is  being 
held  in  abeyance  until  HHS  determines 
what  it  will  do  with  the  Final  Rule. 

Weighing  in  on  the  debate,  Robert 
W.  Sloane,  Jr,  MD,  Fort  Worth,  chair  of 
TMA’s  Council  on  Legislation,  says  that 
ultimately  the  SB  862  task  force  must 
ensure  that  the  allocation  system  is 
based  on  good  science  and  good  pa- 
tient care.  “These  are  questions  that 
have  been  in  the  transplant  community 
for  decades.  If  our  current  system  in 
Texas  looks  complicated,  it’s  really  be- 


cause it’s  made  up  of  a series  of  com- 
promises trying  to  address  all  these  ar- 
eas,” he  said. 

“We  can’t  have  the  system  being 
driven  by  transplant  centers,”  said  Mr 
Cutler  of  Southwest.  “It  has  to  be 
driven  by  patients.”  He  says  that  in  pre- 
vious work  with  transplant  patients  as 
a clinician,  he  found  it  difficult  to  ex- 
plain to  patients  awaiting  an  organ 
why  they  didn’t  get  one  that  day.  “Very 
few  patients  know  why  these  lines  ex- 
ist. We  have  to  remember  that  in  com- 
ing up  with  an  organ  allocation  system, 
we  first  have  to  decide  what  we’re  try- 
ing to  achieve.”  ★ 

Monica  Maldonado  can  be  reached  at  (800)  880-1300,  ext 
1385,  or  (512)  370-1385:  or  by  e-mail  at  monica_m@ 
texmed.org. 


Research  roundup: 

A short  list  of  research  from  around  the  state 


THE  UNIVERSITY  OF  TEXAS  SOUTHWESTERN 
MEDICAL  CENTER  AT  DALLAS  — An  enzyme  defi- 
ciency is  responsible  for  some  cases  of  sudden  infant 
death  syndrome  (SIDS),  according  to  a study  of  150 
cases.  Of  that  group,  2%  had  the  deficiency.  The  findings 
could  lead  to  postnatal  testing  for  those  at  risk.  The  defi- 
ciency occurs  during  the  breakdown  of  fatty  acids  from 
fat  stored  in  the  body.  Ordinarily,  the  body  would  tap  into 
these  fats  when  its  normal  supply  of  energy  is  depleted. 
In  the  event  of  fasting,  infants  have  to  rely  on  the  stored 
fat  for  energy.  If  the  enzyme  deficiency  is  present,  fatty 
acids  enter  the  liver  but  fail  to  generate  energy  or  pro- 
duce ketones,  a vital  energy  source  for  the  brain.  In  this 
case,  SIDS  occurs  because  of  a lack  of  ketones.  The  re- 
searchers recommend  avoiding  any  circumstances  for 
fasting  in  infants. 

THE  UNIVERSITY  OFTEXAS  HEALTH  SCIENCE  CEN- 
TER IN  SAN  ANTONIO  — The  signal  from  the  brain  to 
stop  eating  may  happen  later  in  obese  people  than  in 
lean  people,  according  to  research  at  the  Research  Imag- 
ing Center  here.  The  experiments  used  functional  mag- 
netic resonance  imaging  to  monitor  the  brain’s  reaction 
to  stimuli.  Ten  obese  and  10  lean  middle-aged  adults  were 
fed  a sugar  solution  as  researchers  monitored  their 
brains.  According  to  Jia-Hong  Gao,  PhD,  an  associate 
professor  of  radiology  and  one  of  the  principal  investiga- 
tors, the  brains  of  the  heavier  subjects  responded  more 
slowly  and  used  less  energy.  Researchers  plan  to  enlist 
diabetics  in  a repeat  experiment. 


UNIVERSITY  OF  NORTH  TEXAS  HEALTH  SCIENCE 
CENTER  — Brain  activity  regulates  blood  pressure,  and 
during  exercise,  muscle  activity  modulates  what  the 
brain  tells  the  heart  to  do.  Researchers  here  want  to  de- 
termine how  this  plays  out  during  exercise.  The  health 
science  center  received  a $950,000  grant  from  the  Na- 
tional Institutes  of  Health  to  determine  how  the  brain  re- 
sets the  baroreflexes,  the  collection  of  sensory  nerve 
endings  specialized  to  monitor  changes  in  blood  pres- 
sure. Researchers  also  will  examine  how  impulses  from 
muscle  reflexes  reach  the  brain  to  adjust  heart  rate  and 
blood  pressure  during  exercise. 

THE  UNIVERSITY  OF  TEXAS-HOUSTON  HEALTH 
SCIENCE  CENTER  — Despite  following  recommended 
guidelines  for  eliminating  contamination,  six  cancer 
centers  in  the  United  States  and  three  in  Canada  had 
dangerously  high  levels  of  residual  toxic  contamination 
from  cancer  chemotherapy  drugs,  researchers  here 
found.  They  believe  the  presence  of  the  cytotoxins,  es- 
pecially around  supposedly  safe  biological  safety  cabi- 
nets, could  lead  to  health  problems  in  workers  exposed 
to  these  chemicals.  The  study,  led  by  Thomas  H.  Connor, 
PhD,  took  wipe  samples  from  around  the  cabinets,  the 
floor  in  front  of  the  cabinets,  and  other  areas  of  the 
workrooms,  and  in  the  ambulatory  care  areas.  Seventy- 
five  percent  of  the  pharmacy  areas  and  65%  of  all  the 
drug  administration  areas  showed  contamination.  The 
researchers  recommend  that  safety  guidelines  for  those 
drugs  be  revised. 
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What  do  these  3 kids  and 
2,500  other  little  Texans 
have  in  common? 

Bike  Helmets!  Thanks  to  all  of  the  donors  who 
made  TMA’s  Hard  Hats  for  Little  Heads  possible. 

Through  the  generous  donations  of  individuals  and  corporations,  TMA  Foundation,  the 
Association’s  philanthropic  arm,  has  supported  Hard  Hats  for  Little  Heads  for  more  than  6 years. 
Bicycling  is  the  leading  cause  of  recreational  injury  among  children  - 
with  head  injury  accounting  for  more  than  60%  of  all  bike  related  deaths 
and  about  one  third  of  bicycling  injuries  treated  in  emergency  rooms. 

Your  charitable  donation  to  TMA  Foundation  is  turning  good  ideas  like 
Hard  Hats  for  Little  Heads  into  better  health  for  all  Texans. 


TMAFOUNDATION 


401  W.  15th  St.  • Austin,  Texas  78701  • (800)  880-1300,  ext.  1664 
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Taking  the  last  train 


Ophthalmologists,  optometrists  strike  compromise  to  ensure  collaboration 


he  showdown  between  ophthal- 
mology and  optometry  over  legis- 
lation to  allow  optometrists  to 
treat  glaucoma  and  perform  laser 
surgery  promised  to  be  one  of  the 
nastiest  turf  battles  of  the  76th 
Texas  Legislature.  But  thanks  to 


the  take-charge  attitude  of  one  Texas  law- 
maker and  hard  work  by  ophthalmolo- 
gists, family  physicians,  and  others,  a 
compromise  was  reached  that  diffused  the 
mounting  tension  between  the  two  profes- 
sions. It  also  promises  a closer  working  re- 
lationship between  two  important 
members  of  the  health  care  team.  > > 


By  Ken  Ortolon,  Associate  editor 
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On  April  29,  then-Iexas  Ophtlinliiio- 
logical  Association  President  Jerry  1). 
iuiinsaker,  MD,  of  Corpus  Christi,  wrote 
State  Rep  Kim  Brimer  (R-Arlington), 
informing  him  that  the  association  for- 
mally endorsed  the  committee  substi- 
itute  for  House  Bill  1051.  “We  believe 
that,  with  the  provision  for  mandatory 
jophthalmological  involvement  in  the 
care  of  patients  with  glaucoma,  that 
the  best  safeguards  for  these  vulnera- 
I ble  patients  have  been  put  into  place,” 
i Dr  Hunsaker  wrote. 

The  next  day,  the  House  approved 
HB  1051  on  its  Local  and  Uncontested 
Calendar  — a stunning  development, 
considering  that  ophthalmology  and  all 
of  medicine  would  have  been  prepared 
I for  war  if  the  original  version  of  HB 
' 1051  had  ever  reached  the  House  floor. 


dures,  to  provide  full  treatment  of  glau 
coma,  and  to  administer  and  prescribe 
oral  and  ptirenteral  drugs.  Ophthalmol- 
ogists felt  this  dangerously  expanded 
optometrists’  authority  and  could  lead 
to  serious  conseciuences  for  patients. 

“Many  health  problems  in  the  body 
manifest  themselves  in  the  eye,”  Mr 
Propes  said.  “If  you  treat  the  eye  without 
understanding  how  the  body  works,  you 
could  be  covering  up  symptoms  without 
fixing  the  underlying  problem  and,  ulti- 
mately, cause  long-term  damage.” 


the  stage  was  .set  lor  tite  expected  show- 
down on  the  I louse  floor.  But  that’s 
wheti  State  Rep  Patricia  Gray  (D-Galves- 
ton),  chair  of  the  Hoitse  Public  Hetthh 
Committee,  stepped  in.  Representative 
Gray,  who  was  serving  her  first  term  as 
committee  chair,  forced  the  parties  back 
to  the  negotiating  table. 

“Chairwoman  Gray  took  the  issue 
over  from  the  optometry  lobby  and 
said  she  was  going  to  work  with  people 
she  trusted  from  both  professions  to 
come  up  with  a collaborative  model,” 


“Any  time  one  of  the  families  of  medicine  comes  under 
this  kind  of  attack,  it’s  the  duty  of  all  of  medicine  to 
stick  tcgether  and  help  out  where  we  can.” 


^ Fruitless  negotiations 

[When  the  legislature  convened  in  Janu- 
jary,  a compromise  between  physicians 
and  optometrists  on  any  scope-of-prac- 
i rice  issue  was  not  expected.  The  oph- 
i thalmological  association  and  the  Texas 
I Optometric  Association  had  been  locked 
I in  negotiations  virtually  since  the  end  of 
)the  1997  legislative  session.  In  that  ses- 
j sion,  a bill  identical  to  the  original  ver- 
I sion  of  HB  1051  cleared  the  House 
I Public  Health  Committee  but  never 
; made  it  to  the  House  floor  for  debate.  At 
‘ the  urging  of  the  House  leadership,  oph- 
i thalmologists  and  optometrists  began 
I meeting  in  September  1997  in  an  at- 
I tempt  to  prevent  another  bitter  scope- 
! of-practice  battle  in  1999. 

The  negotiations’  goals  were  to  com- 
promise on  scope-of-practice  issues  and 
identify  areas  of  mutual  interest  where 
optometrists  and  ophthalmologists 
could  cooperate.  The  negotiations 
ended  after  several  months  of  earnest 
but  fruitless  efforts.  Even  an  attempt  to 
use  a professional  mediator  yielded  no 
results,  says  Jay  Propes,  executive  di- 
rector of  the  ophthalmological  associa- 
tion. When  the  1999  session  convened, 
Representative  Brimer  filed  the  same 
bill  that  had  been  bitterly  contested  2 
years  earlier. 

Ophthalmologists  say  that  bill 
would  have  been  an  unmitigated  disas- 
ter for  patients.  It  gave  optometrists 
virtually  unlimited  ability  to  perform 
laser  surgery  and  minor  surgical  proce- 


As early  as  February,  ophthalmolo- 
gists and  optometrists  again  were 
working  with  Representative  Brimer  to 
negotiate  a settlement.  The  Texas 
Academy  of  Family  Physicians  (TAFP) 
weighed  in  on  the  issue  in  an  effort  to 
show  that  all  physicians,  not  just  eye 
specialists,  were  seriously  concerned 
about  the  proposed  radical  expansion 
of  optometrists’  scope  of  practice. 

“A  lot  of  our  family  physicians  were 
very  concerned  with  giving  nonphysi- 
cians the  ability  to  prescribe  Schedule 
II  drugs  and  perform  laser  surgery,” 
said  Tom  Banning,  TAFP  director  of  leg- 
islative affairs  and  communications. 
“Any  time  one  of  the  families  of  medi- 
cine comes  under  this  kind  of  attack, 
it’s  the  duty  of  all  of  medicine  to  stick 
together  and  help  out  where  we  can.” 

However,  TAFP  members’  efforts  to 
enter  the  negotiations  were  cut  short 
by  Representative  Brimer.  When  family 
physicians  showed  up  for  one  negotiat- 
ing session  in  his  office,  they  were 
asked  to  leave. 

“The  sponsor  of  this  bill  did  not 
even  realize  the  family  practice  doctors 
would  have  a concern  because  this  af- 
fected their  patients,”  Mr  Propes  said. 
“He  literally  told  them  this  bill  had 
nothing  to  do  with  them.” 

Tlie  ctiair  takes  cliarge 

With  progress  toward  a compromise 
stalled  and  tempers  flaring,  it  appeared 


said  Kim  Ross,  Texas  Medical  Associa- 
tion’s vice  president  for  public  policy. 
“It  went  through  many  iterations  and, 
as  you  might  imagine,  there  was  a lot 
of  hair  pulling  and  screaming.” 

Representative  Gray  says  she  jumped 
into  the  fight  because  the  turf  war  had 
been  going  on  too  long.  The  two  groups 
were  still  arguing  over  issues  dating 
back  to  1981  when  the  professions 
fought  another  ugly  turf  fight  over  op- 
tometrists’ use  of  eye  drops,  she  says. 

The  dispute  “had  legislators  in  a 
crossfire  and,  to  me,  there  was  a real 
public  health  issue  related  to  glaucoma,” 
she  said.  “There  were  lots  of  peripheral 
issues  in  that  bill;  my  role  was  to  strip 
those  away  and  to  identify  the  public 
health  issue  that  we  wanted  to  address.” 

Representative  Gray  says  she  looked 
at  how  collaboration  between  ophthal- 
mologists and  optometrists  works  in 
other  states  and  incorporated  what  she 
saw  as  best  practices  into  the  commit- 
tee substitute. 

A bill  eventually  was  crafted.  As  the 
session  wound  down,  the  proposal  was 
presented  to  the  executive  committees 
of  the  ophthalmological  and  optomet- 

All  articles  in  Texas  AJed/'c/nethal  mentionTexas  Med- 
ical Association's  stance  on  state  legislation  are 
defined  as  “legislative  advertising,"  according  toTexas 
Govt  Code  Ann  §305.027.  That  law  requires  disclosure  of 
the  name  and  address  of  the  person  who  contracts  with 
the  printer  to  publish  the  legislative  advertising  in 
Texas  Medicine:  Louis  J.  Goodman,  PhD,  Executive 
Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 
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ric  associations.  Though  neither  group 
was  entirely  happy,  both  signed  off  on 
the  measure. 

“We  worked  very  hard  to  come  up 
with  a compromise  with  optometry,  and 
we  think  we  were  successful  in  that  re- 
gard,” said  Galveston  ophthalmologist 
Bernard  Milstein,  MD,  who  was  in- 
volved in  the  negotiations.  “A  reason- 
able bill  was  arrived  at  by  intelligent 
people  meeting  with  the  legislature  for 
the  benefit  of  the  people  of  Texas.” 

Mr  Ross  says  Representative  Brimer 
and  Sen  Frank  Madia  (D-San  Antonio), 
the  bill’s  Senate  sponsor,  also  deserve 
credit  for  encouraging  optometrists  to 
compromise,  reducing  the  scope  of  the 
conflict  between  the  professions,  and 
working  with  Representative  Gray  to 
develop  a collaborative  approach  that 
ensures  that  ophthalmologists  will  be 
involved  in  all  eye  care. 

Defining  the  solution 

As  approved,  HB  1051  gives  optometrists 
authority  to  initiate  topical  treatment  for 
glaucoma  but  requires  them  to  coman- 
age cases  with  an  ophthalmologist.  The 
ophthalmologist  is  in  charge  of  consulta- 
tion parameters,  and  both  professionals 
must  approve  the  protocol  for  the  co- 
management. Optometrists  also  can  pre- 
scribe certain  oral  medications,  but  only 
once  and  for  only  3 to  10  days,  depend- 
ing on  the  drug  prescribed. 

While  optometrists  won  these  new 
roles  in  eye  care,  they  did  not  get  au- 
thority to  perform  laser  or  other  types 
of  surgery.  In  fact,  the  bill  includes  a 
definition  of  surgery  proposed  by  oph- 
thalmology and  strictly  prohibits  op- 
tometrists from  performing  surgery.  In 
addition,  it  establishes  an  Optometric 
Health  Care  Advisory  Committee  to  set 
additional  educational  requirements 
for  optometrists  and  to  review  possible 
expansions  of  the  optometric  formu- 
lary. The  committee’s  decisions  must  be 
approved  by  both  the  Texas  Optometry 
Board  and  the  Texas  State  Board  of 
Medical  Examiners. 

Finally,  the  bill  forbids  any  new  op- 
tometric scope-of-practice  legislation 
until  the  2005  legislative  session,  when 
all  health  professional  licensing  acts 
will  be  up  for  “sunset”  review. 
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I “This  bill  was  a true  accoiuplishnicnt 
i(or  ophthalmologists,”  Mr  Banning  said. 

, 'Not  only  did  they  get  a 6-year  morato- 
rium on  scope  of  practice,  but  they  were 
able  to  get  into  statute  for  the  first  time 
a definition  of  surgery.  That  not  only 
helps  ophthalmologists,  but  it  also  helps 
the  whole  family  of  medicine  and  pro- 
tects our  patients.” 

I 

Fostering  cooperation 

Mr  Ross  says  the  real  significance  of  the 
(legislation  is  that,  even  if  accomplished 
through  force  of  statute,  it  could  bring 
(true  collaboration  between  ophthalmol- 
ogists and  optometrists,  much  like  the 
(collaborative  relationships  among  physi- 
icians  and  nurses,  physician  assistants, 
dentists,  and  other  health  professionals. 

! “If  anything,  the  relationship  be- 
tween optometrists  and  ophthalmolo- 
gists in  the  field  had  been  running  the 
other  way,”  Mr  Ross  said.  “This  was 
sort  of  like  the  last  train  to  leave  the 
istation.  This,  legislatively,  probably 
(was  our  last  chance  to  develop  a col- 
laborative model.  Relations  between 
the  two  professions  just  would  have 
continued  to  hemorrhage.” 

Representative  Gray  also  expressed 
hope  the  new  law  will  foster  a better 
working  relationship  between  the  pro- 
fessions that  will  improve  quality  of 
care  for  patients. 

“We  didn’t  go  as  far  as  Maryland, 
where  an  ophthalmologist  is  required 
to  take  charge  before  anything  is  done, 
but  we  didn’t  go  to  the  other  extreme, 
as  some  other  states  have  done,  and 
say  optometrists  can  operate  without 
any  ophthalmology  involvement,”  she 
said.  “We  focused  on  a comanagement 
plan.  The  trick  will  be  to  see  if  it  will 
actually  work.” 

If  ophthalmologists  and  op- 
tometrists can  work  together,  she  said, 
“then  we  have  the  potential  for  saving 
sight  in  some  people,  and  for  ensuring 
that  people  are  getting  screened  and 
getting  seen  faster,  and,  ultimately, 
that’s  for  the  public  good.”  ★ 


Ken  Ortolon  can  be  reached  at  (800)  880-1300,  ext  1392,  or 
(512)  370-1392;  or  by  e-mail  at  ken  o@texmed.org. 
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Law 


Life-and-death  decisions 

A new  advance  directive  law  eliminates  confusion  for  patients  and  physicians 


El  ighty  percent  of  Americans  die  in 
medical  institutions  or  under  some 
other  organized  health  care  serv- 
ice, and  80%  of  those  deaths  are 
preceded  by  specific  decisions  to 
limit  life-sustaining  medical  treat- 
J ment.  This  means  that  many  clini- 
cal physicians  rely  on  end-of-life  directives 
and  laws  to  guide  their  decisions.  Unfortu- 
nately, the  old  laws  were  murky  with  in- 
consistencies. But  Texas’  new  advance 
directives  and  end-of-life  care  laws,  which 
took  effect  in  September,  should  provide 


more  useful  guidelines  for  physicians. 


By  Robert  L.  Fine,  MD, 
and  Thomas  Wm.  Mayo,  JD 
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Advance  directives  are  legal  docu- 
ments that  allow  patients  to  plan  for 
fmedical  treatment  decisions  while  they 
are  of  sound  mind  in  case  they  are  un- 
able to  make  their  wishes  known  in  the 
;future.  In  Texas,  directives  have  included 
the  Directive  to  Physicians,  or  “living 
'will,”  passed  by  the  legislature  in  1977; 
|the  Durable  Power  of  Attorney  for  Health 
jCare,  enacted  in  1989;  and  the  Out-of- 
Hospital  Do-Not-Resuscitate  (DNR)  or- 
|der,  passed  in  1995.  These  directives 
jaddress  three  distinct  situations: 

• The  Directive  to  Physicians  permits 
j a competent  patient  to  express  a 
preference  for  no  treatment  if  he  or 
she  is  diagnosed  with  a terminal 
condition  and  is  no  longer  compe- 
tent to  make  decisions  about  life- 
1 sustaining  treatment, 
j • The  Durable  Power  of  Attorney  for 
Health  Care  permits  a competent 
^ patient  to  designate  someone  to 
I make  all  medical  decisions  (not  just 
those  that  concern  life-sustaining 
t treatment)  on  his  or  her  behalf,  if  he 
or  she  loses  decision-making  capac- 
ity (even  if  the  patient  does  not  have 
1 a terminal  condition), 
j • The  Out-of-Hospital  DNR  order  al- 
lows a patient  with  a terminal  condi- 
^ tion  and  a physician  to  execute  an 
j order  instructing  emergency  medical 
personnel  and  other  health  care  pro- 
- fessionals  to  withhold  cardiopul- 
. monary  resuscitation  (CPR)  in  the 
j event  of  cardiac  or  respiratory  arrest. 

I Over  the  years,  inconsistencies  among 
the  laws  began  to  creep  in,  and  our  ex- 
perience with  the  different  directives 
made  it  increasingly  apparent  that  cer- 
tain areas  needed  improvement. 


Correction 


I “The  Big  Payback,”  August  1999 
I Texas  Medicine,  pp  52-54,  listed 
j the  wrong  telephone  number  to 
j contact  Tom  Wright,  JD,  if  you  be- 
I Neve  you  could  be  a part  of  the 
i class  action  lawsuit  against  Blue 
Cross  and  Blue  Shield  of  Texas  re- 
garding assignment  of  benefits. 
The  correct  number  is  (713)  752-2332. 

I 

I 


In  1997,  the  governor  vetoed  legisla- 
tion that  attempted  to  reconcile  incon 
sistencies  in  the  old  laws.  Soon  after,  a 
drafting  committee  that  reflected  the  di- 
versity of  opinions  about  end-of-life  care 
began  to  develop  a new  law  that  would 
eliminate  the  inconsistencies,  enhance 
patient  autonomy,  and  give  physicians  a 
more  useful  set  of  documents  to  guide 
end-of-life  decision-making.  The  result 
was  Senate  Bill  1260,  which  was  ap- 
proved unanimously  by  the  legislature 
this  year  and  signed  into  law  by  the  gov- 
ernor. The  new  law,  the  “Advance  Direc- 
tives Act,”  regulates  all  three  types  of 
advance  directives. 


Directive  to  Physicians  and 
Family  or  Surrogate 

The  old  Directive  to  Physicians,  or  liv- 
ing will,  has  been  renamed  the  Direc- 
tive to  Physicians  and  Family  or 
Surrogate.  The  title  reminds  all  parties 
that  the  patient  is  expressing  treatment 
wishes  not  only  to  his  or  her  physician 
but  also  to  his  or  her  loved  ones.  Many 
physicians  caring  for  dying  patients 
have  been  asked  by  distraught  family 
members  to  ignore  a living  will.  The 
new  directive  says  only  the  patient  may 
revoke  or  change  the  living  will. 

Perhaps  the  most  significant  change 
is  that  the  new  law  includes  a process 
for  dealing  with  disagreements  be- 
tween the  physician  and  a patient’s 
family  or  surrogate  decision-maker, 
with  or  without  a directive  to  physi- 
cians. In  the  past,  a common  disagree- 
ment involved  a family  requesting 
withdrawal  of  life-sustaining  treatment 
from  a patient  who  the  physician  be- 
lieved should  continue  to  be  treated 
aggressively.  The  more  common  situa- 
tion is  a physician  recommending  that 
aggressive  treatment  be  stopped  be- 
cause it  is  medically  futile,  yet  the  fam- 
ily insists  the  doctor  “do  everything.” 

The  new  law  deals  with  both  scenar- 


ios and  follows  a process  used  by  scune 
large  tertiary-care  hospital  ethics  com- 
mittees for  years  and  endorsed  by  the 
American  Medical  Association’s  Council 
on  Fthical  and  Judicial  Affairs.  The  new 
law  codifies  this  process  and  provides  a 
legal  (and  ethical)  “safe  harbor”  for  in- 
stitutions. Philosophically,  the  new  law 
supports  the  general  concept  of  a right 
to  refuse  life-sustaining  treatment  but 
not  an  unlimited  right  to  receive  treat- 
ment the  physician  considers  futile. 

Following  the  procedures  described 
in  the  statute  will  provide  immunity 
from  civil  and  criminal  liability  to 
physicians,  other  health  care  profes- 


sionals, and  institutional  providers. 
These  procedures  include  a mandatory 
ethics  consultation;  a reasonable  at- 
tempt to  transfer  the  patient  to  another 
physician  or  institution  willing  to 
honor  the  directive;  and,  in  the  case  of 
medical  futility  disputes,  continuation 
of  life-sustaining  procedures  for  at  least 
10  days  after  the  ethics  committee  ex- 
plains its  conclusion  in  writing  to  the 
patient’s  surrogate. 

An  institution  may  elect  not  to  fol- 
low this  procedure  and  to  forego  the 
statute’s  immunity  from  civil  and  crim- 
inal liability.  Then,  the  statute  simply 
requires  that  life-sustaining  treatment 
be  continued  until  the  institution  has  a 
reasonable  opportunity  to  transfer  the 
patient  to  another  physician  or  facility 
willing  to  comply  with  the  directive  or 
the  surrogate’s  treatment  decision. 

Another  significant  change  deals  with 
obtaining  consent  for  withholding  or 
withdrawing  life-sustaining  treatment 
for  a patient  who  is  incompetent,  has  a 

Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  infor- 
mation on  selected  topics.  These  articles  are  pub- 
lished with  the  understanding  thatTMA  Is  not  engaged 
in  providing  legal  advice.  When  dealing  with  specific 
legal  matters,  readers  should  seek  assistance  from 
their  attorneys. 


Many  physicians  caring  for  dying  patients  have 
been  asked  by  distraught  family  members  to  ignore 
a living  will.The  new  directive  says  only  the  patient 
may  revoke  or  change  the  living  will. 
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terminal  or  irreversible  condition,  has 
not  executed  a directive,  does  not  have  a 
guardian,  and  has  no  available  relatives 
who  may,  under  the  statute,  consent  to 
the  discontinuation  of  aggressive  care. 
Under  prior  law,  such  a decision  had  to 
be  witnessed  by  another  physician  not 
involved  in  the  patient’s  treatment.  The 
new  law  continues  that  rule  (with  the 
modification  that  the  second  physician 
must  concur  in  the  treatment  decision) 
and  adds  that  concurrence  also  may  be 
obtained  from  a physician-representative 
of  the  institutional  ethics  (or  other  med- 
ical) committee. 

If  a patient  has  executed  an  advance 
directive,  either  a terminal  condition  or 
an  irreversible  condition  (plus  incom- 
petency) will  activate  it.  But,  in  an- 
other important  change  to  the  law,  the 
patient  can  request  or  refuse  ongoing 
aggressive  treatment.  Another  change 
is  that  the  diagnosis  of  a terminal  or  ir- 
reversible condition  may  now  be  made 
by  only  one  physician,  rather  than  two. 

To  maximize  clarity  and  consistency, 
the  new  law  separates  terminal  and  ir- 
reversible conditions  into  two  distinct 
categories  with  separate  definitions. 
Under  the  old  law,  the  concept  of  irre- 
versible condition  was  subsumed  by 
the  definition  of  terminal  condition, 
and  interpretations  varied  within  the 
medical  community. 

In  the  new  law,  “terminal  condition” 
refers  to  an  incurable  condition  expected 
to  cause  the  patient’s  death  within  6 
months  even  if  life-sustaining  treatment 
is  given.  In  some  ways,  the  notion  of  ter- 
minal illness  is  defined  more  narrowly 
now  than  under  the  old  law.  “Irreversible 
condition,”  however,  is  separately  and 
broadly  defined  as  a condition  that  is  in- 
curable, severely  debilitating,  and  fatal 
without  life-sustaining  treatment.  Thus, 
a patient  with  an  irreversible  condition 
might  be  kept  alive  for  years.  The  per- 
sistent vegetative  state  is  a good  exam- 
ple; under  the  old  law,  many  physicians 
and  medical  facilities  resisted  accepting 
living  wills  on  vegetative  patients,  argu- 
ing that  they  did  not  have  terminal  con- 
ditions. This  new  category  of  irreversible 
illness  encompasses  a huge  number  of 
conditions,  eg,  advanced  neurodegener- 
ative  diseases  (multiple  sclerosis,  amy- 
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'Dtrophic  lateral  sclerosis,  and  dementia) 
;md  progressive  organ  failures  of  the 
‘heart,  liver,  kidney,  and  lung. 

> The  law  has  a “savings  clause”  that 
'allows  a directive  to  physicians  exe- 
Tuted  before  September  1,  1999,  to  re- 
fnain  in  effect  and  to  be  governed  by 
the  law  that  was  in  effect  at  the  time 
the  directive  was  executed  (ie,  the  Nat- 
ural Death  Act),  rather  than  the  new 
law.  Despite  this  provision,  physicians 
should  encourage  their  patients  to  exe- 
•ute  directives  again  on  new  forms  that 
comply  with  the  new  Advance  Direc- 
ives  Act.  This  will  eliminate  any  con- 
■ usion  about  what  the  patient  wants  in 
he  event  of  either  a terminal  condition 
or  an  irreversible  condition  and  the  loss 
bf  decision-making  ability.  Also,  in  the 
event  of  a treatment  dispute  involving 
an  old  directive,  health  care  entities 
Tiay  follow  the  procedures  described  in 
the  new  law,  just  as  many  Texas  health 
care  institutions  have  been  doing  for 
/ears  under  the  Natural  Death  Act. 

Medical  Power  of  Attorney 

The  Medical  Power  of  Attorney,  for- 
merly known  as  the  Durable  Power  of 
\ttorney  for  Health  Care,  designates  a 


Law 


surrogate  decision  inakei  in  the  event  a 
patient  lacks  the  capacity  to  make  and 
communicate  his  or  her  own  decisions. 

A disagreement  hetween  the  physi- 
cian and  an  agent  holding  a Medical 
Power  of  Attorney  over  a request  for 
(or  refusal  oO  care  is  as  foreseeable  as 
one  involving  a surrogate  decision- 
maker and  a patient’s  Directive  to 
Physicians.  Therefore,  the  new  law 
specifies  that  the  dispute-resolution 
process  described  in  the  Directive  to 
Physicians  law  should  be  followed. 

Under  prior  law,  if  the  agent  is  the 
patient’s  spouse,  the  Durable  Power  of 
Attorney  for  Health  Care  would  be  au- 
tomatically revoked  if  the  couple  di- 
vorced. Under  the  new  law,  the  Medical 
Power  of  Attorney  may  provide  that  it 
is  to  remain  in  effect  even  if  the  patient 
and  the  agent  divorce. 

Out-of-Hospital  DNR  Order 

The  Advance  Directives  Act  amends  the 
former  Out-of-Hospital  Do-Not-Resusci- 
tate  (DNR)  Act,  which  allowed  a patient 
diagnosed  with  a terminal  condition  to 
execute  an  order  instructing  emergency 
medical  personnel  and  other  health  care 
professionals  to  withhold  CPR  in  the 
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• Texas  Natural  Death  Act:  Directive  to  Physicians  — TM  A offers  this  form 
with  guidelines  for  signers  and  physicians  as  a courtesy  to  its  members. 

• Medical  Power  of  Attorney  — This  recently  updated  form  also  is  avail- 
able free  from  TM  A. 

r 

' For  copies  of  either  of  these  forms,  send  your  request  and  a self-ad- 
- dressed,  stamped  envelope  to  Texas  Medical  Association  Board  of  Coun- 
1 cilors,  401  W 15th  St,  Austin,  TX  78701-1680. 

( TMA  also  sells  the  Out-of-Hospital  Do-Not-Resuscitate  form  and 
I bracelet  for  $2.16  each.  Updated  forms  reflecting  the  change  in  law  will  not 
1 be  available  until  February  2000.  The  form  must  first  pass  through  the  Texas 
I Department  of  Health’s  Administrative  Code  process. 
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event  of  cardiac  or  respiratory  arresj 
outside  of  an  acute  care  hospital. 

In  the  new  law,  the  patient  ns 
longer  needs  to  be  diagnosed  with  | 
terminal  condition  to  execute  an  out- 
of-hospital  DNR  order.  Any  competent 
adult  may  execute  this  advance  direc- 
tive, although  it  still  requires  the  signa- 
ture of  an  attending  physician. 

The  previous  law  presented  some 
confusion  concerning  patients  who 
were  brought  to  emergency  rooms  or  to 
hospitals  for  outpatient  procedures.  Or- 
dinarily, a physician  would  not  write  a 
DNR  order  in  the  emergency  room,  and 
because  a patient  was  considered  to  be 
“in”  the  hospital,  sometimes  the  emer- 
gency room  staff  would  consider  the 
out-of-hospital  DNR  invalid.  So,  in 
some  cases,  the  patient  would  receive 
an  unwanted  resuscitative  attempt.' 
The  new  law  avoids  this  by  amending 
the  definition  of  “out-of-hospital  set- 
tings” to  include  hospital  outpatient  or 
emergency  departments,  as  well  as 
physicians’  offices. 

The  new  law  permits  resuscitation  to 
be  withheld  when  a person  has  an  iden- 
tification bracelet  or  an  original  out-of- 
hospital  DNR  order,  as  did  the  prior  law, 
but  it  also  permits  resuscitation  to  be 
withheld  on  the  basis  of  a photocopy  of 
the  out-of-hospital  DNR  order.  The  new 
law  eliminates  the  legal  immunity  pro- 
visions that  formerly  applied  when  a re- 
sponding health  care  professional  knew 
a valid  out-of-hospital  DNR  order  ex- 
isted and  failed  to  effectuate  it. 

Because  of  the  broad  scope  of  the 
Advance  Directives  Act  and  its  exten- 
sive revision  of  prior  law,  Texas  physi- 
cians will  be  challenged  to  familiarize 
themselves  with  the  many  changes  and 
to  be  prepared  to  counsel  their  pa- 
tients. In  addition,  hospitals  and  other 
institutional  health  care  providers  need 
to  work  diligently  with  their  medical 
staffs  and  provide  needed  support  for 
their  ethics  committees,  which  have 
new  duties  and  expanded  responsibili- 
ties under  the  new  law.  ★ 


Robert  L.  Fine,  WID,  is  director  of  the  Office  of  Clinical 
Ethics  at  the  Baylor  Health  Care  System  in  Dallas.  He 
was  actively  involved  in  writing  the  new  law.  Thomas 
Wm.  Mayo,  JD,  is  an  associate  professor  at  the  South- 
ern Methodist  University  School  of  Law  in  Dallas. 
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Ejforts  to  support  recruitment  and  reten- 
tion of  rural  providers  have  sometimes 
included  local  postgraduate  training.  An 
innovative  approach  that  includes  train- 
ing fellows  entirely  in  a rural  area  with 
most  of  the  costs  supported  locally  was 
found  to  be  cost-effective  and  to  produce 
the  expected  positive  effects.  Training 
goals  and  objectives  were  accomplished 
in  the  areas  of  rural  health  and  ad- 
vanced maternity  care,  and  the  commu- 
nity gained  an  experienced  provider  as 
well  as  a new  continuing  education  ac- 
tivity. This  model  may  be  applicable  to 
many  rural  sites  that  have  adequate 
clinical  volume,  experienced  and  moti- 
vated local  faculty,  and  connection  to  a 
supportive  regional  medical  center. 


Dr  Crump,  professor  of  family  medicine,  associate 
dean,  and  assistant  vice  president  for  health  af- 
fairs, University  of  Louisville  Health  Sciences 
Center,  Trover  Foundation  Regional  Rural  Cam- 
pus, Madisonville,  Ky;  Dr  Bersch,  practicing 
physician,  Jasper,  Tex.  Send  reprint  requests  to  Dr 
Crump,  Trover  Foundation,  435  N Kentucky  Ave, 
Ste  A,  Madisonville,  KY  42431. 
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A practice-based  rural  health  fellowship:  an  innovative 
approach  to  support  for  rural  care 

WILLIAM  J.  CRUMP,  MD 
ROBIN  B.  BERSCH,  MD 


INTRODUCTION 

Many  methods  have  been  tried  to 
support  rural  practice.  Often 
called  recruitment  and  reten- 
tion efforts,  these  methods  are 
based  on  the  concept  that  the 
physician  is  the  basis  of  health  care.  Al- 
though midlevel  providers  play  an  in- 
creasingly important  role  in  rural 
health,  ultimately  a physician  must  su- 
pervise and  coordinate  the  care  they 
provide.  The  successful  recruitment  of 
a physician  to  a small  community  is  a 
powerful  economic  driver,  with  one  es- 
timate of  18  jobs  generated  for  each 
physician  in  practice  (1).  Most  recent 
efforts  have  focused  on  retention,  with 
the  increasing  understanding  that  this 
is  more  difficult  than  recruitment,  and 
the  appreciation  of  the  negative  effects 
of  wasted  resources  and  failed  expecta- 
tions when  a new  physician  moves  on 
after  only  a short  stay. 

Postgraduate  training  in  rural  areas 
is  usually  conceptualized  as  an  impor- 
tant method  of  recruitment  (2),  but 
providing  the  extra  health  manpower 
also  may  be  an  important  method  of 
decreasing  isolation  and  providing 
some  respite  for  the  overworked  rural 
physician.  Rural  residency  tracks  where 
the  last  2 years  are  spent  largely  in  a 
rural  area  have  been  successful  (3)  but 
ideally  are  based  in  stable  practices 
with  at  least  4 physicians  (4).  While 
this  arrangement  is  preferred  for  resi- 
dency training,  by  definition  these 
communities  are  not  among  the  most 
needy  in  terms  of  recruitment  and  re- 
tention. 

Rural  fellowship  training  for  those 
who  have  completed  a family  practice 
residency  is  a more  recent  attempt  to 
prepare  individuals  for  the  demands  of 
rural  practice  (5).  Often,  these  fellow- 
ships are  focused  around  maternity 
care  or  other  procedural  training.  The 
requirement  for  high  clinical  volume 
and  the  need  to  support  the  training 
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program  financially  often  dictate  that, 
much  of  the  training  time  is  actually, 
spent  in  a metropolitan  area,  decreas-.; 
ing  the  experiential  portion  of  the  rural, 
training.  Our  experience  of  a rural  fel-: 
lowship  largely  or  entirely  based  in  a l 
rural  area  where  providers  are  strug- j 
gling  to  meet  the  needs  of  the  popula-  i 
tion  is  presented  for  those  considering! 
innovations  in  recruiting  and  retaining  ! 
rural  providers.  j 

t 

BACKGROUND 

'! 

Jasper,  Tex,  is  a town  deep  in  the  Pineylj 
Woods  of  East  Texas,  home  to  a popu-|i 
lation  of  about  10,000.  The  nearest 
secondary  care  is  available  in  Beau- 
mont, about  80  miles  away,  and  terti- 
ary care,  in  Galveston  or  Houston,  each 
about  160  miles  away.  Before  1992,  j 
Jasper  had  6 active  family  physicians,  1 i 
pediatrician,  and  2 small  hospitals,  | 
each  with  a daily  census  of  about  20.  i 
Some  of  the  perinatal  care  for  county  j 
residents  was  provided  in  nearby  coun- ! 
ties,  with  approximately  200  deliveries  i 
per  year  in  Jasper.  In  1993,  the  town' 
successfully  recruited  2 recent  gradu- , 
ates  of  a family  practice/obstetrics  fel- 
lowship; they  were  board  certified  and , 
had  received  advanced  training  in  com- , 
plicated  and  operative  maternity  care.  I 
Associated  with  increasing  reimburse- 
ment for  Medicaid  deliveries,  the  prac- , 
tice  in  1994  had  built  the  volume  to  30 
to  35  deliveries  per  month.  At  this 
point,  one  of  the  fellowship-trained 
family  physicians  decided  to  leave  the 
practice  for  a teaching  position.  This 
precipitated  a crisis  of  sorts,  leaving  1 
family  physician  and  1 midlevel 
provider  to  care  for  this  high  volume  of 
mothers  and  babies,  along  with  the 
considerable  general  medical  popula- 
tion who  had  chosen  these  2 family 
physicians  for  their  care. 

Working  with  The  University  of 
Texas  Medical  Branch  at  Galveston 
(UTMB),  the  practice  provided  regular 
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Table  1.  Rural  health/maternity  care  fellowship. 


Goals 

• Increase  knowledge  and  skills  in  recognition  of  illness  patterns  covering  the  entire  spectrum  of  pa- 
tient mix  in  rural  areas 

• Increase  awareness  of  health  care  delivery  systems  and  referral  patterns  and  limitations  in  rural  areas 

• Increase  knowledge  and  skills  in  delivery  of  multifaceted  health  care  delivery  to  a patient  mix  from 
prenatal  to  geriatric,  including  the  potential  for  all  diagnostic  categories 

• Increase  knowledge  and  skills  in  developing  and  presenting  preventive  medicine  intervention  in  ru- 
ral settings 

• Increase  knowledge  and  skills  in  development  and  delivery  of  patient  and  family  medical  and  health 
education  materials  in  rural  settings 

• Increase  knowledge  of  developing  delivery  systems  for  managed  care,  and  its  parameters,  in  rural 
settings 

• Develop  and  participate  in  educational  presentations  to  medical  students  and  residents  on  health 
care  delivery  issues  and  cases  related  to  rural  settings 

• Develop  skills  in  working  with  community  leaders  to  solve  health  care  problems  in  rural  areas 


irotations  of  senior  family  practice  resi- 
idents  doing  rural  electives,  both  as  a 
|ilearning  opportunity  for  the  residents 
Ijand  as  a part-time  provider  for  the 
practice  to  meet  the  needs  during  this 
manpower  crisis.  Still,  the  remaining 
family  physician  had  to  supervise  all 
the  care  given,  and  some  months  had 
no  resident  on  rotation,  producing  an 
iincreasingly  untenable  situation.  In  the 
fall  of  1995,  the  family  physician  was 
successful  in  soliciting  the  temporary 
assistance  of  an  obstetrician,  a former 
faculty  member  in  his  fellowship,  to 
move  to  Jasper  to  assist  with  the  ma- 
ternity care.  This  physician  came  to 
Jasper  with  his  long-standing  interest 
in  teaching  and,  especially,  in  fellow- 
ship development  intact.  Also,  UTMB 
had  successfully  recruited  a physician 
(WJC)  with  a long-standing  interest  in 
! rural  health  and  fellowship  training. 

I He  established  a formal  rural  health 
! program,  with  practice  support  as  the 
I key  element.  The  rural  residency  rota- 
•tions  were  set  up  with  Jasper  and  sev- 
eral other  sites,  with  supplemental 
, funding  from  the  Texas  Higher  Educa- 
tion Coordinating  Board. 

With  curriculum  having  been  in 
; place  for  some  time  and  the  details  of  a 
I proposed  budget  worked  out  (including 
! medical  liability  coverage  through  the 
j university  trust),  recruiting  fellows  re- 
I mained  the  challenge.  Graduation  of  the 
I next  residency  class  was  6 months  away, 

I and  the  Jasper  physicians  were  consid- 
iering  how  many  fellows  they  needed 
I and  could  afford.  The  program  director 
I at  UTMB  was  considering  appropriate 
, ways  to  supervise  a fellow  remotely,  in- 
I eluding  interactive  videoconferencing 
i and  telemedicine.  At  this  point,  the  di- 
, rector  was  contacted  by  a recently  grad- 
uated family  physician  (RBB)  who, 
! through  a mutual  colleague,  had  heard 
of  these  plans.  She  was  interested  in  a 
::  short  minifellowship  providing  in- 
] creased  exposure  to  maternity  care  to  fa- 
!'  cilitate  the  acquisition  of  privileges  in 


the  hospital  associated  with  the  practice 
she  intended  to  join  in  the  Northeast.  A 
3-month  minifellowship,  based  entirely 
in  Jasper,  was  designed  and  agreed 
upon  by  both  sites,  including  funding  by 
the  Jasper  practice.  At  the  end  of  the 
second  month  in  Jasper,  all  parties  indi- 
cated interest  in  expanding  the  training 
to  a full-year  fellowship  experience,  and 
this  became  the  pilot  year  for  the  newly 
designed  Rural  Family  Practice/Mater- 
nity Care  Fellowship. 

METHODS 

Curriculum 

Based  on  a review  of  other  rural  fel- 
lowships, personal  experience,  and  in- 
put from  the  departmental  chair,  goals 
(Table  1)  were  established.  This 
process  was  important  in  many  ways: 
once  these  goals  were  set,  it  became 
obvious  that  most  if  not  all  of  them 
would  require  experiential  learning, 
best  received  by  living  and  practicing 
in  a rural  area.  More  specific  goals  for 
this  portion  were  established  (Table  2) 
on  the  basis  of  the  director’s  past  expe- 
rience in  training  family  practice  resi- 
dents in  maternity  care.  Before  the 
decision  was  made  to  situate  the  train- 
ing entirely  in  the  rural  area,  the  direc- 
tor of  the  perinatal  division  at  UTMB 


approved  and  “signed  off”  on  these 
goals,  with  the  understanding  that 
with  so  many  learners  in  the  medical 
center,  the  desired  volume  of  proce- 
dures would  be  problematic.  A careful 
documentation  system,  based  on  a 
perinatal  outcome  instrument  estab- 
lished previously  by  the  director,  pro- 
vided procedural  documentation  (6,7). 

Supervision 

Originally,  the  plans  were  for  a mix  of  7 
to  9 months  in  the  rural  area  and  3 to  5 
months  spent  in  the  medical  center  or 
at  associated  residency  training  sites. 
The  time  in  the  medical  center  would 
not  only  allow  a fellow  to  concentrate 
on  very  high-risk  obstetrics  and  address 
other  educational  needs,  but  also 
would  provide  the  director  an  opportu- 
nity for  firsthand  observation  of  the  fel- 
low’s skills  and  knowledge  base.  The 
supervision  at  the  rural  site  was  easily 
established,  as  both  the  family  physi- 
cian and  the  obstetrician  had  extensive 
supervisory  experience,  and  almost  18 
months  of  evaluation  data  from  the  ro- 
tating residents  were  available  to  sup- 
port adequate  supervision.  The  plan  for 
a shorter  time  spent  in  the  medical  cen- 
ter was  to  be  facilitated  by  interactive 
videoconferencing,  including  the  fellow 
as  both  learner  and  teacher  in  the  regu- 
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Table  2.  Goals  for  proficiency  in  maternity  care. 


• General  fetal  assessment,  including  parameters  of  gestational  age  estimation  including  ultrasound 

• Performing  a biophysical  profile  using  ultrasound 

• Indications  for  and  interpretation  of  antepartum  fetal  surveillance  (NST,  GST) 

• Gomponents  of  routine  prenatal  and  postpartum  care  and  identification  of  high-risk  situations  and 
their  initial  management 

• Gomprehensive  management  of  complicated  obstetrics  appropriately  managed  with  the  assistance  of 
an  off-site  consultant  (eg,  diabetes,  hypertension,  lUGR,  placenta  previa,  preterm  labor  and  PPROM, 
STDs,  breech  at  term) 

• Recognition  of  abnormalities  of  labor  progression  and  fetal  monitoring  and  appropriate  management 
measures 

• Management  of  labor  analgesia  and  SVD,  including  episiotomy  repair 

• Outlet  vacuum  extraction  and  outlet  forceps 

• Low  transverse  cesarean  section  in  the  patient  at  term 

• Neonatal  circumcision 


NST  = non-stress  test 

GST  = contraction  stress  test 

lUGR  = intrauterine  growth  restriction 

PPROM  = preterm  premature  rupture  of  membranes 

STD  = sexually  transmitted  disease 

SVD  = spontaneous  vaginal  delivery 


Table  3.  The  “practice-support”  rural  fellowship:  a cost  analysis. 


Junior  Associate, 


Fellow,  in  Dollars 

in  Dollars 

Salary  and  fringe 

60  K 

150  K 

Liability  premium 

6 K 

15  K 

Food,  housing  (AHEC) 

8 K 

0 K 

74  K 

165  K 

For  the  family  medicine  department 


Administrative 

Start-up  (accounting,  licensure,  benefits,  personnel),  60  hours  1.5  K 

Maintenance,  2 hours/month  .5  k 

Supervision 

Director’s  advisory,  weekly  conference  calls  x 2 MDs,  100  hours  9.0  K 

Conference  call  (staff  scheduling,  university  operator,  long-distance) 

(AHEC)  5 0 K 

Data  entry,  documentation  system,  secretarial  support,  100  hours  1.2  K 


17.2  K 


AHEC  = Area  Health  Education  Center 


lar  residency  conferences.  Once  funding 
and  practical  issues  dictated  very  little 
time  at  the  medical  center,  other  meth- 
ods of  indirect  supervision  by  the  direc- 
tor were  implemented. 

Funding 

The  entity  providing  the  funding  for  a 
fellowship  position  must  have  some  rev- 


enue stream  unless  dedicated  funds  from 
another  source  are  available.  For  the  ex- 
isting maternity  care  fellowships,  fund- 
ing comes  almost  entirely  from  patient 
care  revenues.  Understandably,  the  posi- 
tion of  the  family  medicine  chair  was 
that  if  departmental  funds  were  used,  the 
fellow  would  need  to  see  patients  in  de- 
partmental facilities.  Although  this 


would  facilitate  the  maintenance  of  gen- 
eral medical  skills  by  the  fellow,  continu- 
ity would  be  difficult,  and  the  existing 
facilities  already  had  too  many  learners. 
In  addition,  every  day  spent  away  from 
the  rural  site  diluted  the  fellow’s  oppor- 
tunities to  accomplish  the  goals  shown  in 
Tables  1 and  2.  From  the  perspective  of 
those  at  the  rural  site,  if  they  were  pay- 
ing the  fellow’s  salary,  they  needed  the 
fellow  to  see  patients  locally.  In  the  end, 
the  decision  was  made  to  fund  the  direct 
costs  of  the  fellowship  entirely  from  the 
rural  site,  with  a mix  of  practice  and  hos- 
pital funds.  The  indirect  costs  were  borne 
by  the  department  as  “in-kind”  expenses, 
supplemented  by  both  direct  and  in-kind 
support  from  the  local  Area  Health  Edu- 
cation Center  (AHEC),  as  shown  in  Table 
3.  Table  3 shows  also  an  annualized  com- 
parison of  the  funding  for  the  fellow  with 
that  for  a junior  associate,  if  the  practice 
were  to  recruit  one. 

RESULTS 

Curriculum 

Evaluations  from  the  fellow  and  all  su- 
pervisors indicated  that  most  of  the  gen- 
eral goals  were  accomplished,  with  the 
exception  of  the  goal  for  managed  care, 
as  this  did  not  arise  during  the  year.  The 
goals  for  maternity  care  were  all  accom- 
plished (see  the  procedural  list  in  Table  : 
4).  The  population  of  patients  was  at  j 
quite  high  risk,  as  shown  in  the  popula- 1 
tion  descriptors  in  Table  5.  Actually,  j 
these  descriptors  of  the  patients  deliver- 1 
ing  in  Jasper  understate  the  high-risk 
status,  as  some  of  the  patients  at  highest  ‘ 
risk  were  transferred  to  referral  centers 
for  delivery.  However,  the  fellow  was  ac- 
tively involved  in  the  assessment,  initial 
management,  and  transition  to  tertiary 
care  of  these  patients  as  well.  Note  that ; 
most  of  the  patients  received  adequate 
prenatal  care,  testimony  to  the  access 
provided  by  these  family  physicians. 
Table  6 describes  the  patients  who  were  i 
transferred  for  tertiary  care.  ‘ 


74 


Texas  Medicine  ir  November  1999 


www.texmed.org  i 


Table  5.  Delivery  population. 


Supemsion 

On-site  supervision  was  effective  and  ap- 
propriate to  the  level  of  the  learner.  After 
performing  a small  number  of  routine 
deliveries  and  being  supervised  by  the  lo- 
cal faculty,  the  fellow  then  acted  as  inde- 
pendent supervisor  for  routine  deliveries 
done  by  a family  practice  resident.  All 
other  procedures  were  performed  by  the 
fellow  under  the  direct  supervision  of  the 
family  physician  or  obstetrician  on-site. 
^s  an  initiative  from  the  site,  a regular 
weekly  Grand  Rounds  was  established. 
Connected  by  telephone  conference  call 
to  the  director  and  a specialist  chosen  by 
i the  fellow,  controversial  or  difficult  cases 
! were  presented  and  discussed.  At  the  ru- 
Iral  site,  8 to  15  people  including  nurses, 
ji  nurse  practitioners  and  physician  assis- 
litants,  pharmacists,  technicians,  adminis- 
jtrators,  and  physicians  of  several 
specialties  generally  attended;  Category 
1 continuing  medical  education  credit 
was  provided  through  a special  arrange- 
ment with  the  AHEC.  This  afforded  the 
best  opportunity  for  the  director  to  su- 
■ pervise  remotely,  as  the  fellow’s  manage- 
,ment  of  the  cases  formed  the  basis  for 
most  conferences,  allowing  for  assess- 
iment  and  feedback  from  the  director. 
■These  conferences  were  well  received, 
suggesting  that  hearing  the  consulting 
specialists  compliment  the  local  care 
made  the  rural  providers  feel  more  confi- 
jdent  in  their  skills.  The  specialists  also 
expressed  new  understanding  for  the  sit- 
uation and  quality  of  care  in  Jasper,  and 
appreciated  receiving  the  complicated 
I cases  that  were  necessary  for  training 
I their  residents  and  fellows  in  the  tertiary 
I care  center. 

I Funding 

The  costs  shown  in  Table  3 on  an  an- 
nualized basis  were  approximately  ac- 
j curate  during  this  first  year  of 
, fellowship.  The  actual  salary  for  fel- 
lows providing  maternity  care  varies 
I widely  across  the  country,  affected 
' more  by  competition  of  recruitment 
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Table  4.  Procedures  summary. 


Vaginal  deliveries 

116 

Cesarean  sections 

66 

Assisted  deliveries* 

13 

Dilation  and  currettage 

29 

Thbal  sterilizations 

At  cesarean  section 

25 

Immediate  postpartum 

10 

Open  bilateral  tubal  ligation 

(not  postpartum) 

3 

Ectopic/salpingostomies 

2 

Amniocentesis 

2 

Circumcisions 

Mogen 

37 

Gomko 

18 

Plastibell 

2 

*Outlet  vacuum  extraction  or  forceps 


than  cost  of  living.  A range  of  $35,000 
to  $120,000  was  found  in  an  informal 
survey  by  the  director,  so  the  $48,000 
annual  salary  used  in  this  budget  was 
considered  to  be  appropriate. 

Outcomes 

The  positive  effects  on  the  local  com- 
munity are  difficult  to  quantify.  In  both 
written  evaluations  and  interviews  by 
the  director,  all  providers  indicated  that 
the  interest  in  improving  the  quality  of 
patient  care  activities  was  augmented 
by  having  the  fellow  present.  Her  train- 
ing in  the  Northeast  brought  some  new 
perspectives  to  local  providers.  Most 
agreed  that,  rather  than  being  per- 
ceived as  a threat,  her  need  to  under- 
stand local  routines  of  care  and  change 
them  when  appropriate  was  refreshing. 
Potential  cultural  barriers  were  easily 
overcome  as  the  fellow  was  received 
warmly  by  the  local  community,  with 
many  patients  expressing  their  prefer- 
ence to  see  her  whenever  possible.  The 
epitome  of  this  bonding  process  oc- 
curred when  the  fellow  rode,  in  full 
western  garb,  in  the  annual  rodeo  pa- 
rade to  the  cheers  of  the  community. 
Perhaps  the  strongest  measure  of  suc- 
cess was  the  fellow’s  decision  to  remain 
in  Jasper  as  a full-time  provider  in  the 
practice,  serving  as  an  active  teacher  in 


Population  description 

No. 

(%) 

Primipara 

69 

(38) 

Teenage  pregnancy  (19  years  or  fewer) 

49 

(27) 

Very  young  mother  (<15  years) 

15 

( 8) 

Unmarried  mother 

78 

(43) 

Medicaid 

160 

(88) 

Not  insured 

9 

( 5) 

Inadequate  prenatal  care  (<6  visits) 

9 

( 5) 

Fetal  distress 

58 

(32) 

Abnormal  labor 

54 

(30) 

Epidural  anesthesia 

46 

(25) 

Premature  labor 

41 

(23) 

Hypertension 

30 

(16) 

Abnormal  presentation 

23 

(13) 

Anemia 

19 

(10) 

Meconium  staining 

15 

(8.2) 

Diabetes 

11 

( 6) 

Postpartum  hemorrhage 

5 

(2.7) 

Post  date 

4 

( 2) 

Postpartum  infection 

3 

(1.6) 

lUGR 

3 

(1.6) 

lUGR  = intrauterine  growth  restriction 

Table  6.  Patients  transferred  to  The  University  of 

Texas  Medical  Branch  at  Galveston  (N= 

=39). 

Transferring  diagnosis* 

No. 

Preterm  labor 

12 

PPROM 

9 

Oligohydramnios 

6 

PIH/HELLP 

5 

Fetal  anomaly 

4 

Chronic  hypertension 

3 

lUGR 

2 

Pneumonia 

1 

Seizure  disorder 

1 

Polyhydramnios 

1 

* Some  patients  transferred  with  multiple  diag- 
noses. 


PPROM  = preterm  premature  rupture  of  mem- 
branes 

PIH/HELLP  = pregnancy-induced  hypertension/ 
hemolysis,  elevated  liver  enzymes,  low  platelets 
syndrome 

lUGR  = intrauterine  growth  restriction 

the  fellowship  for  the  subsequent  year. 
The  fellowship  has  now  grown  to  en- 
compass 2 positions  in  Jasper,  and  1 
each  in  2 other  sites  in  East  Texas. 
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DISCUSSION 

This  innovative  method  for  conducting 
postgraduate  training  entirely  in  a rural 
area  was  successful  both  from  training 
and  practice-support  perspectives.  The 
approach  has  some  similarities  to  the 
“apprenticeship”  method  of  old.  Some 
potential  fellowship  applicants  have 
stated  that  if  they  were  going  to  consider 
such  an  experience,  they  would  just  join 
an  existing  practice  as  a junior  partner 
and  not  suffer  the  financial  penalty  of 
another  year  of  training.  The  value  of 
the  experience  summarized  here  from 
the  fellow’s  perspective  is  that  it  pro- 
vides another  year  of  relatively  “pro- 
tected” practice  for  the  development  of 
skills  and  confidence  in  areas  not  cur- 
rently provided  by  most  residencies. 

Although  the  focus  was  on  mater- 
nity care,  the  fellow  cared  for  5 to  10 
other  inpatients  daily  during  the  year, 
including  adult  general  medicine  and 
pediatric  patients,  and  worked  in  the 
office  about  4 half-days  per  week.  Even 
though  her  initial  skills  in  these  areas 
were  well  developed,  the  ability  to  care 
for  these  problems  in  a setting  remote 
from  consultants  was  a new  experience 
for  her.  This  resulted  in  a new  “comfort 
zone”  that  ultimately  led  to  her  deci- 
sion to  practice  in  the  rural  area. 

In  a busy  rural  practice,  a provider  is 
often  pulled  among  the  intensive  care 
unit,  the  office,  and  labor  and  delivery. 
A junior  partner  is  required  to  respond 
first  to  what  the  overall  practice  needs 
her  to  do.  However,  in  a fellowship  set- 
ting, the  learner  has  the  freedom  to 
choose  the  clinical  activity  that  best  ad- 
dresses the  learning  objectives.  In  addi- 
tion, the  requirement  of  presenting 
difficult  cases  and  researching  the  cur- 
rent management  of  each  weekly,  know- 
ing that  the  director  and  consultant  on 
the  telephone  will  have  high  expecta- 
tions for  her,  undoubtedly  led  to  more 
efficient  learning  than  would  occur  in  a 
typical  junior  associate  position. 


After  completing  this  first  fellowship 
year,  the  obstetrician  involved  moved  to 
another  practice  site.  Having  a board-cer- 
tified obstetrician-gynecologist  as  a local 
faculty  for  such  a fellowship  is  probably 
not  a requirement.  However,  his  enthusi- 
asm, experience,  and  willingness  to  take 
the  extra  time  to  teach  was  critical  in  the 
first  year  of  the  fellowship.  In  the  subse- 
quent year,  the  recent  graduate  of  this  fel- 
lowship and  the  other  fellowship-trained 
family  physician  with  5 years  of  practice 
experience  in  Jasper  largely  filled  this 
role.  There  was  some  concern  that  ap- 
proval of  observed  procedures  by  a 
board-certified  obstetrician-gynecologist 
might  be  important  to  subsequent  cre- 
dentialing,  especially  in  regions  where 
family  physicians  have  not  routinely  pro- 
vided advanced  maternity  care.  To  ad- 
dress this  need  and  to  bring  more  depth 
of  experience,  an  obstetrician-gynecolo- 
gist with  almost  30  years  of  practice  ex- 
perience was  added  subsequently  as 
part-time  local  faculty  for  the  fellowship. 

Another  lesson  learned  was  that  the 
fellow  expressed  the  desire,  retrospec- 
tively, to  have  spent  some  time  at  the 
academic  center.  Her  opinion  was  that 
this  would  have  been  beneficial  both  for 
educational  purposes  as  well  as  for  en- 
hancing the  relationship  between  the 
rural  hospital  and  the  referral  center. 
Despite  frequent  urging  by  the  director 
for  her  to  do  so,  the  bonding  to  the  lo- 
cal site  was  so  effective  that  she  found 
it  difficult  to  be  unavailable  to  her  pa- 
tients and  colleagues  for  more  than  just 
an  occasional  2-  to  3-day  break.  She 
had  already  completed  the  Advanced 
Life  Support  in  Obstetrics  provider 
course  as  a resident,  so  she  co-taught  a 
course  with  the  director  during  her  fel- 
lowship. This  not  only  provided  a re- 
fresher for  her  to  the  content  of  the 
course  but  allowed  her  to  meet  others 
providing  maternity  care  in  the  region. 

The  positive  effects  on  the  practice 
and  the  hospital  were  evident,  with 
eventual  agreement  to  continue  sharing 


the  full  cost  of  2 salaries  for  fellows.  The 
question  arises  as  to  whether  the  con- 
tinued affiliation  with  the  university  is 
advantageous  enough  to  justify  having 
to  work  with  a large  bureaucracy;  con- 
tracting with  a university  provides  some 
challenges.  From  the  practice’s  perspec- 
tive, having  medical  liability  coverage 
for  the  fellow  through  the  university  is 
usually  an  advantage.  From  the  fellow’s 
perspective,  the  oversight  and  sanction- 
ing of  the  training  by  a university  med- 
ical center  adds  considerable  credibility. 
Although,  ultimately,  the  list  of  com- 
pleted procedures  is  the  most  tangible 
product  of  the  year,  a letter  and  certifi- 
cate signed  by  the  local  faculty,  the  di- 
rector, and  the  department  chair  lend 
further  credibility.  Departmental  faculty, 
especially  the  director,  must  feel  com- 
fortable with  the  level  of  supervision. 
This  was  accomplished  by  3 to  4 site  vis- 
its per  year  and  the  weekly  conference 
calls.  Technical  limitations  delayed  the 
availability  of  interactive  video  with  the 
site.  When  this  becomes  available,  the 
director  could  directly  observe  operative 
procedures  through  a camera  mounted 
on  the  operating  room  lights,  as  well  as 
having  the  fellow  participate  more  ac- 
tively in  medical  center  conferences  (8). 

Overall,  the  participants  in  this  fel- 
lowship perceived  a positive  effect  on 
recruiting  and  retaining  local  providers 
while  providing  a valuable  postgradu- 
ate training  experience.  The  relatively 
low  cost  of  such  an  effort  lends  itself 
well  to  replication  on  a widespread  ba- 
sis. Probably  hundreds  of  rural  commu- 
nities in  the  United  States  where  30  to 
40  deliveries  occur  each  month  are  ac- 
tively seeking  to  recruit  new  providers. 
Where  a supportive  regional  medical 
center  can  be  connected  with  an  inter-  ! 
ested  local  faculty  and  hospital,  a spe- 
cial opportunity  can  exist  to  exert  a 
positive  effect  on  rural  health  care. 
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The  symptom  complex  of  urinary  ur- 
gency, frequency,  nocturia,  and  urge  in- 
continence, also  known  as  the 
“overactive  bladder”  syndrome,  affects 
the  lives  of  millions  of  American  women. 
As  the  symptoms  are  nonspecific,  several 
different  etiologies  may  be  responsible.  In 
many  women,  however,  no  discernible 
source  can  be  identified.  If  a basic  evalu- 
ation, including  histoiy,  physical  exami- 
nation, urinalysis,  and  postvoid  residual 
determination,  fails  to  identify  a source 
for  the  complaints,  empiric  treatment 
with  behavioral  intervention  or  a trial  of 
medication  may  be  offered  to  control 
symptoms.  Certain  patients  will  require 
a more  detailed  evaluation,  particularly 
if  conservative  measures  fail  to  provide 
relief.  The  role  of  advanced  diagnostic 
strategies  and  the  emergence  of  new 
treatment  modalities  are  discussed. 


Send  reprint  requests  to  Dr  Lemack,  Assistant  Pro- 
fessor, Department  of  Urology,  The  University  of 
Texas  Southwestern  Medical  Center,  Dallas,  TX 
75235-9110. 


Reversing  the  tide:  emerging  options  for  treating 
overactive  bladder  symptoms  in  women 

GARY  E.  LEMACK,  MD 


INTRODUCTION 

Incontinence  is  thought  to  affect  13 
million  Americans,  at  a cost  of  at 
least  $16  billion  annually.  For  many 
patients  with  incontinence,  the 
prospect  of  a solution  other  than  stay- 
ing home  to  avoid  the  embarrassment  of 
frequent  trips  to  the  bathroom  or  using 
diapers  daily  to  control  episodes  of  leak- 
age would  be  welcomed.  For  physicians, 
who  are  often  frustrated  by  a sense  of  fu- 
tility in  treating  this  problem,  a solution 
would  be  equally  welcomed.  Today,  as 
we  learn  more  about  the  causes  for  vari- 
ous types  of  bladder  dysfunction  that  re- 
sults in  urgency  and  incontinence,  more 
treatments  become  available,  and  sev- 
eral new  solutions  sit  on  the  horizon. 
Hope  exists  for  patients  with  bladder 
dysfunction  who  experience  urgency, 
frequency,  nocturia,  and  incontinence. 

ETIOLOGY 

The  symptom  complex  of  urinary  ur- 
gency, frequency,  nocturia  and  urge  in- 
continence (sometimes  called  “overactive 
bladder”)  most  typically  affects  women 
and  the  elderly.  In  contrast,  stress  urinary 
continence,  which  also  most  often  affects 
women,  is  present  when  urinary  leakage 
occurs  with  cough  and  other  maneuvers 
that  raise  intra-abdominal  pressures. 
Overall,  most  patients  who  are  referred  to 
an  incontinence  center  have  a mix  of 
stress  and  urge  incontinence,  though  usu- 
ally a single  particular  symptom  is  pre- 
dominant. Whether  symptoms  of 
overactive  bladder  are  related  to  an  in- 
trinsic defect  of  the  bladder  (detrusor 
muscle)  or  to  a more  global  defect  in  the 
innervation  and  activity  of  the  pelvic 
floor  musculature  is  currently  a matter  of 
much  debate,  and  several  different  myo- 
genic and  neurogenic  explanations  have 
been  proposed. 

Certain  conditions  should  always  be 
considered  in  the  patient  with  urgency, 
frequency,  nocturia  and  urge  inconti- 


nence before  treatment  aimed  at  thei 
symptoms  rather  than  at  a definitei 
cause  is  undertaken.  Bladder  infectionsi 
are  probably  the  most  common  cause  of 
irritative  symptoms,  particularly  when 
the  onset  is  acute,  and  cultures  should' 
be  sent  to  the  laboratory  before  antibi-l 
odes  are  administered.  Bladder  tumors, | 
stones,  bladder  outlet  obstruction,  and 
other  inflammatory  conditions  of  the 
bladder  produce  similar  symptoms  and 
should  be  considered  if  no  infection  is 
found  or  if  a rapid  response  to  culture- 
specific  antibiotics  does  not  occur.  Pa- 
tients with  neurological  processes  such 
as  cerebrovascular  accidents,  Parkin- 
son’s disease,  spinal  cord  injuries,  or 
multiple  sclerosis  often  report  urinary 
urgency,  frequency,  and  incontinence; 
most  often,  however,  studies  may  yield 
no  clear  etiology,  and  the  treatment  is 
directed  toward  relief  of  symptoms. 

EVALUATION 

Each  new  patient  presenting  with  the 
symptom  complex  typified  by  urgency, 
frequency,  nocturia,  and  urge  inconti- 
nence should  be  evaluated  thoroughly 
(Eig  1).  In  addition  to  a comprehensive 
history  and  physical  examination,  with 
particular  emphasis  on  focused  neuro- 
logical and  pelvic  examinations,  a uri- 
nalysis and,  possibly,  a determination  of 
postvoid  residual  (by  ultrasound)  should 
be  performed.  Often,  the  patient  will  be 
asked  to  complete  a validated  question- 
naire focusing  on  the  problems  affecting 
her,  as  well  as  a 3-day  voiding  diary  to 
characterize  the  nature  and  severity  of 
leakage  episodes,  and  volume  intake. 

If  the  patient  is  considered  to  be  at 
risk  for  bladder  tumors  (eg,  older  than 
50  years,  smoking  history,  or  chemical 
exposure)  and  does  not  respond  to  con- 
servative management  (described 
later),  a urology  consult  is  advised. 
Cystoscopic  examination  may  then  be 
warranted  to  rule  out  the  presence  of 
bladder  tumor.  When  intravesical  find- 
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ings  are  normal,  urodynamic  testing 
may  be  required  to  determine  the  na- 
ture of  the  bladder  dysfunction.  During 
this  test,  bladder  and  rectal  catheters, 
which  monitor  intravesical  and  in- 
traabdominal pressures,  are  placed  as 
fluid  is  instilled  into  the  bladder  and 
i then  as  the  patient  voids.  Surface  or 
needle  electrodes  monitor  electromyo- 
graphic (EMG)  activity  of  the  pelvic 
j floor  and  urethral  sphincter  during  the 
entire  process.  On  the  basis  of  this  test, 
several  categories  of  bladder  dysfunc- 
' tion  can  be  discriminated  and  appro- 
priate treatment  can  be  advised. 

TREATMENT 

I 

1 

I Treatment  for  patients  with  urinary  fre- 
I quency  and  urgency  starts  generally  as 
I noninvasive  and  progresses  to  more  in- 
vasive strategies  if  conventional  meas- 
I ures  fail  (Eig  2).  The  first  consideration 
I for  women  presenting  with  this  symp- 
I tom  complex  should  be  to  adjust  the 
I timing  and  extent  of  fluid  intake.  Of- 
! ten,  this  type  of  behavioral  modifica- 
I tion  can  alter  the  urinary  patterns  that 
, most  bother  the  patient.  Dietary 
: changes  away  from  choices  that  can  ag- 
gravate bladder  instability  (eg,  caf- 
feinated  beverages)  can  improve 
quality  of  life.  Limiting  fluid  intake  in 
I the  evening  or  altering  the  timing  of  di- 
uretic use  (if  medically  advisable)  can 
frequently  reduce  episodes  of  nocturia. 

If  these  measures  fail,  medications 
are  often  offered  to  help  relieve  symp- 
toms. Classical  treatment  has  consisted 
I of  anticholinergic  medications  (eg, 

' propantheline  or  hyoscyamine)  or 
musculotropic  medications  (eg,  oxybu- 
Itynin).  While  often  effective,  these 
. medications  tend  to  have  some  side  ef- 
fects (mouth  dryness  and  constipa- 
I tion),  and  more  bladder-selective 
(anticholinergic  agents  with  fewer  side 
effects  (eg,  tolterodine  [Detrol])  have 
become  available.  Recent  data  suggest 
that  the  number  of  daily  episodes  of  in- 
i 


Fig  1.  Algorithm  tor  treating  symptoms  of  overactive  bladder  in  women. 


continence  can  be  cut  by  more  than 
50%,  while  the  number  of  episodes  of 
nocturia  can  be  similarly  reduced  after 
4 months  of  therapy  (1).  A longer-act- 
ing form  of  oxybutynin  (Ditropan  XL) 
is  now  available  that  may  improve 
compliance  by  reducing  dosage  to  once 
daily  and  by  limiting  the  fluctuations  in 
blood  levels  seen  with  more  frequent 
dosing.  Clinical  trials  of  potassium 
channel  openers,  which  have  been 
shown  to  reduce  electrical  excitability 
of  the  bladder  smooth  muscle  in  ani- 
mal models,  have  begun  recently,  as 


have  trials  for  muscarinic  receptor-spe- 
cific (M3)  anticholinergic  medications 
that  may  further  reduce  the  side-effect 
profile  by  decreasing  nonspecific 
cholinergic  blockade.  Einally,  if  the  pa- 
tient’s primary  complaint  is  nocturia, 
either  imipramine  or  intranasal  desmo- 
pressin may  help  with  nighttime  ur- 
gency. Trials  will  be  under  way  shortly 
to  assess  the  efficacy  of  oral  desmo- 
pressin for  this  indication. 

If  these  medications  fail,  the  patient 
should  be  referred  to  an  incontinence 
center,  where  a more  specialized  ap- 
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Fig  2.  Progression  of  treatment  strategies  for  women  with  urinary  urgency,  frequency,  nocturia,  and  urge 
incontinence. 
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Fig  3.  Augmentation  cystoplasty.  Bivalved  bladder  is  shown  at  left,  and  bowel  segment  is  then  patched 
on  to  open  bladder.  Postoperative  cystogram  demonstrates  large  capacity,  augmented  bladder  (right). 


proach  to  diagnosis  and  treatment  can 
be  adopted.  Often,  the  next  step  in 
managing  these  patients  is  biofeed- 
back, during  which  the  patient  is 
taught  how  to  selectively  contract  her 
pelvic  musculature  through  the  use  of 
vaginal  probes  and  EMG  monitoring  of 
the  pelvic  floor.  Through  progressive 
instruction,  the  patient  is  taught  how 
to  recognize  successful  recruitment  of 
pelvic  floor  muscles;  then  she  is  en- 
couraged to  practice  contracting  them 
at  home  with  a daily  set  of  exercises. 
Repeated  use  of  these  muscles  is 
thought  to  modulate  the  neurological 
cross-talk  between  the  bladder,  sphinc- 
ter, and  levator  musculature,  and  to 
promote  better  bladder  control.  In  30% 
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to  84%  of  patients,  substantial  im- 
provements can  be  achieved,  although 
complete  resolution  of  symptoms  is  un- 
likely, even  in  extremely  motivated  pa- 
tients, and  ongoing  treatment  is 
required  to  maintain  results  (2,3). 

More  invasive  approaches  are  avail- 
able for  patients  who  are  refractory  to 
behavioral  modifications  and  medica- 
tions, and  who  have  severe  urge  incon- 
tinence caused  by  detrusor  instability. 
During  augmentation  cystoplasty,  a 
segment  of  bowel  (usually  ileum)  is 
harvested  and  patched  to  the  bisected 
bladder  (Fig  3).  By  decreasing  pres- 
sures generated  during  unstable  blad- 
der contractions  and  by  increasing 
bladder  capacity,  continence  can  be 
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achieved  in  more  than  90%  of  patientsi 
undergoing  this  procedure.  However, 
potential  risks  and  complications,  such 
as  kidney  or  bladder  infections  and 
metabolic  derangements,  are  involved;! 
these  need  to  be  discussed  before  this- 
approach  is  undertaken. 

To  avoid  these  risks,  new  forms  of| 
therapy  such  as  electrical  stimulation,] 
which  is  thought  to  modulate  the  neural' 
communications  between  the  pelvic 
floor  and  bladder,  have  been  advocated.  | 
Stimulation  of  the  sacral  nerves  via  ai 
transcutaneous  temporary  stimulatorl 
has  been  shown  to  improve  symptoms  in 
approximately  60%  of  carefully  selected, 
motivated  women  with  refractory  urge 
incontinence  (4).  If  this  procedure  is  suc- 
cessful, both  a permanent  sacral  nerve 
root  electrode  and  a subcutaneous  stim- 
ulator can  be  implanted,  and  the  patient 
is  instructed  how  to  control  the  unit  with 
a hand-held  activation  device.  While  re- 
ported complications  have  been  rela- 
tively minor  and  outcomes  appear 
durable,  mean  reported  follow-up  has 
been  relatively  short  (18  months).  Fi- 
nally, a new  device  that  stimulates  the 
tibial  nerve  at  the  ankle  is  currently  be- 
ing investigated  for  this  same  indication 
at  several  centers.  Ultimately,  repeated 
stimulation  of  this  nerve  is  thought  to 
promote  bladder  storage  and  emptying 
by  neuromodulation. 

CONCLUSIONS 

More  than  just  a cosmetic  or  social  con- 
cern, the  symptom  complex  of  urinary 
urgency,  frequency,  and  urge  inconti- 
nence causes  a financial,  physical,  and 
emotional  drain  on  patients.  As  we  begin 
to  understand  more  about  the  processes 
that  cause  this  syndrome,  more  options 
for  treatment  have  been  developed,  and 
still  more  may  become  available  in  the 
near  future.  A stepwise  approach  to 
managing  these  patients  is  advocated, 
with  increases  in  invasiveness  being  bal- 
anced by  improvements  in  efficacy. 
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sociation Manual  of  Style,  ed  9.  Baltimore,  Williams  & Wilkins,  1998. 

CBE  Style  Manual  Committee:  Scientific  Style  and  Format:  The  CBE  Man- 
ual for  Authors,  Editors,  and  Publishers,  ed  6.  Cambridge,  NY,  Cambridge  Uni- 
versity Press,  1994. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  principles 
and  techniques  of  clear,  concise  writing,  which  are  applicable  to  scientific  as 
well  as  general  topics. 

REFERENCES 

References  to  scientific  publications  should  be  listed  in  numerical  order  at 
the  end  of  the  article,  with  reference  numbers  placed  in  parentheses  at  ap- 
propriate points  in  text. 
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Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 
Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the  infor- 
mation can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned  paren- 
thetically or  in  footnotes. 

ILLUSTRATIONS 

Illustrations  may  be  black  and  white  or  color  drawings  or  photographs,  with 
neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the  back  of  each  illus- 
tration should  indicate  its  number,  topic,  author’s  name,  and  title  of  article 
in  brief 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on  a 
separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

PREVIOUSLY  PUBLISHED  MATERIAL 

Written  permission  should  be  obtained  from  the  publishers  and  the  authors 
for  use  of  any  previously  published  material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations  in  the  text  may  be  used 
without  permission,  but  should  be  quoted  exactly  with  the  source  credited. 
Copies  of  permission  letters  should  be  submitted  with  manuscript. 

EDITING 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to  check  be- 
fore publication.  After  the  article  is  sent  to  the  printer,  only  minimal  revision 
may  be  made. 

REPRINTS 

Reprints  of  articles  in  the  Journal  section  are  available  directly  from  a reprint 
printer  at  an  established  schedule  of  costs.  Authors  of  peer-reviewed  articles 
automatically  receive  order  blanks  when  their  articles  are  published. 

MATERIAL  EOR  NON-JOURNAL  SECTIONS 
Commentary 

Editorial  commentary  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing.  Commentary 
will  be  published  in  the  appropriate  section  at  the  discretion  of  the  editor  and 
editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  editor  and  editorial  advisors. 
Length  should  be  fewer  than  400  words.  A few  references,  preferably  less 
than  five,  may  be  included.  All  letters  are  subject  to  editing  and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medicine,  Texas  Medical  Association,  401 
W 15th  St,  Austin,  TX  78701. 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  informa- 
tion is  received. 

COPYRIGHT 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Written  per- 
mission from  the  editor  must  be  obtained  before  reproducing,  in  part  or  in 
whole,  any  material  published  in  Texas  Medicine. 

POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement 
of  the  views  expressed  therein,  nor  shall  publication  of  any  advertisement  be 
considered  an  endorsement  of  or  approval  of  the  product  or  service  involved. 
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Allergy 


.Corpus  Christ!  Allergy  & Asthma  Center 

[ James  A.  Caplin.  MD 
i AAA,  ACA,  AACIA 

Allergy.  Asthma,  and  Clinical  Immunology 
i 2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 

I, 

I 

jAnesthesiology 

Gonzales  & Sanchez,  PA 

■ Diagnostic  and  Therapeutic  Preventive  Healthcare 
rAnti'Aging  Medicine 

Justo  J.  Gonzales,  MD,  FACA 

i Diplomate  American  Academy  of  Pain  Management 

> Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
I Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 

XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Procedures  Neuromodulation 

Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)  496-1006 


Bariatric  Surgery 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Clinics 

Ronald  G.  Scott,  MD 

Wound  Care  Center  at 

Presbyterian  Hospital  of  Plano 

6200  W.  Parker  Road,  Suite  205 

Plano,  Texas  75093 

(972)  608-8658;  Fax  (972)  608-3012 

Wound  Care  Center  at 

Presbyterian  Hospital  of  Dallas 

8210  Walnut  Hill  Lane,  Suite  720 

Dallas,  Texas  75231 

(214)  345-4114;  Fax  (214)  345-4183 

Dermatology 

Robert  F.  Bloom,  MD 

Mohs  Surgery  for  Skin  Cancer 

Dermatologic  Surgery 

Malignant  Melanoma 

Dysplastic  Nevi 

Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  204 

Lubbock,  Texas  79410;  (806)  797-6631 

Gynecologic  Oncology 

Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  Center  Tower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor’s  only  toll-free  (888)  614-2400 


Tel  800.880.1300 
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Hand  Surgery 

David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


Medical  Toxicology 


OCCUPATIONAL  AND  ENVIRONMENTAL  TOXICOLOGY 
Eric  G.  Comstock,  MA,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Fellow,  American  College  of  Medical  Toxicology 

Fellow,  American  Academy  of  Clinical  Toxicology 

Fellow,  American  College  of  Occupational  and  Environmental  Medicine 

Consultation  by  appointment 
6910  Bellaire  Blvd.,  Suite  12 
Houston,  TX  77074 

Telephone  (713)  541-3214  Fax  (713)  271-6508 


Oncology 

ONCOLOGY  ASSOCIATES,  PA 

Deven  Bhachawat,  MD 
Basel  Dabas,  MD 
Gino  R.  Narboni,  MD 
Enrique  A.  Perez,  MD 

1303  McCullough  #338,  San  Antonio,  TX  78212 
Live  Oak  Cancer  Center 

12705  Toepperwein  Road,  San  Antonio,  TX  78233 
(210)  599-0922;  Fax  (210)  599-0982 


Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907 

For  both  locations:  (915)  545-2333 


Orthopedic  Oncology 


Mayme  F.  Richie-Gillespie,  MD 

Diplomats  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 
Orthopaedic  Surgery-Oncology  Limb  Salvage  Surgery 

Metastatic  Bone  Disease  Osteomyelitis 

The  Bone  and  Joint  Clinic,  L.L.P. 

1651  W.  Rosedale,  Suite  100  (817)  335-4316 

Fort  Worth,  Texas  76104  http://home.swbell.net/fracture 


Orthopedic  Surgery 

W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 

John  A.  Baker,  MD 

Robert  D.  Vandermeer,  MD 

James  R.  Sackett,  MD 

R.  Stephen  Curtis,  MD 

Daniel  E.  Cooper,  MO 

William  A.  Bruck,  MD 

Paul  C.  Peters,  Jr.,  MD 

W.Z.  Burkhead,  Jr.,  MD 

Andrew  B.  Dossett,  MD 

Richard  D.  Schubert,  MD 

Eugene  E.  Curry,  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 

ORTHOPEDIC  ASSOCIATES  OF  DALLAS,  L.L.P. 

John  B.  Gunn,  MD 

Kurt  W.  Rathjen,  MD 

Huntly  G.  Chapman,  MD 

Craig  C.  Callewart,  MD 

Phillip  E.  Hansen,  MD 

Kenneth  A.  Stephenson,  MD 

James  M.  Lancaster,  MD 

Robert  G.  Viere,  MD 

James  W.  Brodsky,  MD 

Thomas  C.  Diliberti,  MD 

Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 

Dallas,  Texas  75230;  (972)  556-7010 

THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 

http://home.swbell.net/fracture 

Joseph  H.  Gaines,  MD,  PA 

Steven  J.  Mackey,  MD,  PA 

Stephen  L.  Brotherton,  MD,  PA 

Mayme  Richie-Gillespie,  MD,  PA 

Joseph  C.  Milne,  MD,  PA 
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Orthopedic  Surgery,  Pediatric 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children's  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Pain  Management 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

Diplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #429 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #210 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


Radiation  Oncology 


J.  CARLOS  HERNANDEZ,  MD 

Clinical  Associate  Professor,  UTHSC-SA 

Gamma  Knife  Radiosurgery  for  primary  and  metastatic  brain  tumors 
Peacock  (intensity  modulated)  Radiotherapy  for  primary  brain  tumors 
Ultrasound-guided  radioactive  seed  implants  for  prostate  cancer 
LDR  and  outpatient  HDR  (Selectron)  implants  for  gyn  and  lung  tumors 
3D  Conformal  Radiotherapy 

Cancer  Therapy  and  Research  Center 

7979  Wurzbach  Road,  San  Antonio,  Texas  78229 

(210)  616-5688;  Fax  (210)  616-5613 


FRANK T.  DANCUART,  MD 

Oncology  Associates,  PA 
Live  Oak  Cancer  Center 

12705 Toepperwein  Road,  San  Antonio,  TX  78233 
(210)  599-0922;  Fax  (210)  599-0982 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months'  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Advertising  Production  Manager,  Texas  Medicine,  401  West  15th 
St.,  Austin,  TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 


AMERICAN  PAIN  & WELLNESS 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Tel  800.880.1300 


Volume  95  * Number  11 


85 


Classified  Directory 


OPPORTUNITIES  AVAILABLE 
Cardiology 

Cardiologist;  To  join  busy  multi-physician  car- 
diology practice  in  beautiful  East  Texas.  Attractive 
salary  and  benefits  package.  Will  consider  non-inter- 
vention or  non-invasive.  Send  CV  to  Ad-1210,  Texas 
Medicine,  401  W.  15th  St.,  Austin,  TX  78701. 


Emergency  Medicine 


Clinic  practice  in  Tyler  and  surrounding  area. 
Flexible  hours.  Excellent  compensation.  BE 
required.  Primary  and  moonlighting  positions 
available.  Fax  CV  to  (817)  496-9889. 

EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 

6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth.  TX  76112 
(888)  DOCS-911 


Call  Toll  Free 

1-888-DOCS-911 

(Lecol:  8 1 7-496-9700) 

TiXASs  Regional  emergency  group  has  held 
20-year  contract  to  staff  nationally  recognized 
ED.  Contracts  range  from  14,000-60,000  pt  vis- 
its amiually.  Earn  excellent  compensation  as  an 
independent  contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice.  Fax 
(817)  496-9889  or  send  CV  to: 


emergency  medicine  consultvvnts,  ltd. 

6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth  TX  76112 


Longview,  Texas  - FT/PT  Emergency  Medi- 
cine experienced  BC/BP  primary  care  physicians 
needed  to  work  with  locally  owned  independent 
group.  Located  in  East  Texas,  the  community  of 
Longview  (80,000+  residents)  has  excellent  schools 
and  an  abundance  of  outdoor  activities  while  retain- 
ing the  convenience  of  nearby  Dallas  and  Shreve- 
port. The  position  offers  a competitive  rate  to  staff,  a 
20,000+  visit,  minor  emergency  center  located 
within  the  hospital  ED.  For  more  information,  please 
call  PSR@  (800)  346-0747,  ext.  113. 


Family/General  Practice 


FAMILY  MEDICINE 

The  University  of  Texas  Medical  Branch  Conroe 
Family  Medicine  Residency  Program  needs 
an  experienced  board  certified  family  medicine 
faculty  member  (non  tenure  track,  clinical).  Ex- 
penence  should  include  obstetrics,  teaching,  and 
a minimum  of  two  years  practice  experience. 
Must  have  a Texas  license.  Our  program  is  ac- 
credited and  has  2 1 residents.  Conroe  is  a beau- 
tiful suburban  community  located  only  40  miles 
north  of  Houston.  UTMB  is  an  EO/AA  em- 
ployer M/F/D/V.  UTMB  is  a smoke  free/dmg 
free  workplace.  UTMB  hires  only  individuals 
authorized  to  work  in  the  United  States. 

Please  respond  by  contacting 
joseph  C.  Ewing,  M.D.,  Program  Director, 
University  of  Texas  Medical  Branch, 

701  E.  Davis,  Suite  C,  Conroe,  Texas  77301 . 

Applications  accepted  until  position  is  filled. 


Family  Practice  Available  to  the  right  candidate. 
No  investment  needed!  Board  Certified  FP  or  IM 
physician  is  needed  for  small  group  practice.  Two 
physicians  retiring.  Beautiful  professional  building 
adjacent  to  Charlton  Methodist  Hospital,  DeSoto, 
Texas,  just  south  of  Dallas.  Rapidly  growing  subur- 
ban community  with  the  amenities  of  the  city  and 
the  calm  space  of  the  country.  Call  Brad  McCarty  at 
(972)  298-4535  or  fax  CV  to  (972)  296-4473. 

Longview  and  DFW:  Physician  opportunity  is 
available  in  low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Com- 
petitive salary  and  benefits.  Call  Lisa  Abell  at  1-888- 
K CLINIC  or  fax  CV  to  (972)  256-1882 

Part-time  opportunity  in  conjunction  with  State 
agency.  1 day/week  or  1 day/month,  Saturdays  OK. 
Earn  up  to  $1,500  per  day.  Offices  state-wide.  Send 
(TV  to  John  B,  1604  San  Antonio,  Austin,  TX  78701. 


Director  of  Family  Practice  Residency  Pro- 
gram, Austin,  Texas.  Progressive,  well-established, 
fully  accredited,  community  based  Family  Practice 
Residency  Program  seeks  Medical  Director  for  7-7-7 
program.  This  UTMB  affiliated  Family  Practice  Pro- 
gram is  one  of  5 residency  programs  sponsored  by 
The  Seton  Health  Care  Network  in  Austin,  Texas.  We 
seek  a Board  Certified  Family  Physician  for  a full 
time  Program  Director  position,  3-5  years  faculty 
experience  required.  Strong  leadership  qualities  and 
administrative  and  operational  skills  desired.  Previ- 
ous academic  director  or  associate  director  experi- 
ence or  faculty  experience  or  faculty  development 
fellowship  training  preferred.  Competitive  compen- 
sation commensurate  with  rank  and  experience. 
Please  submit  ON  to  Dr.  Cynthia  Brinson,  4614  Nortl 
IH-35,  Austin,  TX  78751. 

Residency  Program  Director.  The  University 
of  Texas  Medical  Branch  at  Galveston  is  seek- 
ing a board  certified  family  physician  to  serve  as  Res 
idency  Program  Director  for  the  St.  Mary/St.  Eliza- 
beth Family  Practice  Program’s  ACGME  accredited 
community  based  Family  Practice  Residency.  This 
10-10-10  residency  is  located  in  Port  Arthur/Beau- 
mont, TX  and  is  affiliated  with  the  Medical  Branch. 
Applicants  must  have  demonstrated  ability  as  a 
teacher  and  clinician  and  have  administrative  expe- 
rience. Experience  as  a Residency  Program  Director 
or  Associate  Residency  Program  Director  is  highly 
desirable.  The  Program  Director  will  hold  a faculty 
appointment  with  UTMB.  Responsibilities  will 
include:  1)  Recruitment  of  suitable  applicants  to  the 
program;  2)  Development  of  curriculum  and  experi- 
ences within  the  guidelines  of  the  Accreditation 
Council  for  Graduate  Medical  Education,  Family 
Practice  Residency  Review  Committee;  3)  Provide 
for  the  long-term  growth  and  stability  of  the  Pro- 
gram. Port  Arthur/Beaumont  is  known  for  its  year- 
round  outdoor  recreation,  which  includes  fishing, 
golf,  bird  watching,  hunting,  etc.  It  is  home  to  Lamar 
University,  a major  four-year  institution  and  is  one 
hour  from  Houston,  TX  and  four  hours  from  New 
Orleans,  LA.  Applicants  may  submit  curriculum  vitae 
and  a list  of  references  to:  Mr.  Marshall  Kratz,  Search 
Committee  Chairman,  830  North  11th  Street,  Beau- 
mont, TX  77702.  UTMB  is  an  EO/AA  employer, 
M/F/D/V.  UTMB  is  a smoke  free/drug  free  work 
place.  UTMB  hires  only  individuals  authorized  to 
work  in  the  United  States. 


Internal  Medicine 

TEXAS  BC/BE  INTERNIST  NORTH  DAL- 
LAS— Five  person  internal  medicine  group  at  Pres- 
byterian seeks  additional  internist  for  busy  group 
practice.  Fax  CV  to  Brenda  (214)  692-8994. 
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Oncology 

BE/BC  Medical  Oncologist:  Established  medical 
group  seeks  full  time  medical  oncologist  with  active 
Texas  license  to  staff  our  new  satellite  clinic  in  San 
Antonio.  Competitive  salary  and  benefits.  Excellent 
location  for  a family.  Send  CV  to  OAPA,  12705  Toep- 
I perwein  Road,  San  Antonio,  TX  78233  or  fax  CV  to 
Attn:  OAPA,  (210)  599-1195.  No  recruiters  please. 


Locum  Tenens 


like  re-ciiscoverini3,j, 

. Staff  Care  will  serxi^ 
as  your  guide  to  explore  the  adventurous^*: 
^ realms  of  LOCUM  TENENS.  Travel,  liden’i^ 
sure  and  occurrence  malpractice  insuranc^h 
are  inclusive  in  our  total  package  designee!^ 
to  give  you  nationwide  opportunities!^ 

Texas  Based,  Texas  Bestf^ 
Endorsed  by  Texas  Medical  Association^ 

For  more  info  about  Quf  LOCUM  TENENS  coll:^ 

Western  Destinq^ion^ 


800.21 1.497 


^ fifklMitaf  in  Locum 


Enable 


Midwest  & Eastern  Destinations 

wwyr.locumsnet.com 
jo  PIAc’e  J-l"oR  H-1  PHYSICIANS 


LOCUM  TENENS 


Interim  Physicians 


. Interim  Healthcare  Inc. 
1 IS  a registered  mark  of 
1 Services  Inc 


We've  Doubled 
Your  Opportunity 
To  Find  The 
Perfect  Position. 

Tlirougli  our  acquisition 
of  HK.A  I.ocLini  Tenens, 
we've  more  tlian  doubletl 
the  number  of  primap 
care  and  specialist 
positions  you  can 
choose  from. 

(Lill  now  to  It'ani  about 
our  national  database  of 
opportunities  and  we  ll 
find  the  perfect  match 
for  your  personal  needs 
and  professional  gimth. 

800-531-1122 


Interim  y 

Physicians*  ^ 
wvAv.intcrinihealtlicarc'.coni 


Radiology 

Board  Certified  Radiologists  needed  to  read 
on-line  studies.  Work  from  your  current  location 
or  home.  For  more  information  contact:  David  A. 
Nicol,  MD,  Prism  Radiology  Associates,  e-mail 
danicol@optelnow.net;  (409)  637-3010  voice; 

(209)  671-6243  fax;  or  send  CV  to:  1 Parkway  Plaza, 
Lufkin,  TX  75904. 


Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 


(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 


PO  Box  42314 
Houston,  TX  77242-2314 
FAX  281-493-2234 


B r o n s t e i n 

& Associates 


Wanted 

BC/BE  Internists,  FPs,  Psychiatrists,  and 
other  subspecialties  for  Moonlighting 
opportunity  in  several  locations  across  Texas. 
$60-$80/hour.  Please  call  Quality  Care 
Medical  Group,  (210)  614-3063. 


TEXAN? 


For  opportunities  Statewide  call: 

(888)  844-TEXAS 

“Our  Specialty  is  TEXAS!’’ 


Tel  800.880.1300 
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Classified  Directory 


Other  Opportunities 

academic — TEXAS.  Cardiology,  Endocrinol- 
ogy, Gastroenterology,  Hem/Oncology. 

Immediate  opening  for  positions  of  Chief  and  Asso- 
ciate Professor  at  major  medical  university  in  a 
growing  Texas  city  serving  over  1.8  million  people. 
Academic  and  clinical  practice.  Beautiful  facility  and 
campus.  Prestigious  position.  Enjoy  metro  amenities 
including  unlimited  dining  and  shopping  options. 
New,  affordable  housing.  Top  rated  public  and  pri- 
vate schools.  Major  airport.  Very  competitive. 
Salary-t- benefits -I- bonus  plan  will  be  discussed. 
Strong  financial  potential!  Contact:  Mark  Hall,  THE 
TEXAS  RECRUITERS,  (888)  844-TEXAS.  Fax  (903) 
677-6795.  mhall@txrecruiters.com. 

Pain  Management/Physical  Medicine— Laredo 
clinic,  well-equipped.  Opportunity  to  share  now  and 
possibly  buy-out  later.  Guaranteed  base  and  percent- 
age. Fax  resume  to  (956)  791-0394. 

Immediate  opening  for  two  Internists,  a Pedia- 
trician, and  a Psychiatrist  in  East  Texas  to  work 
with  a physician’s  group.  Strong  clinical  skills,  hard 
work,  and  flexibility  required.  Good  potential  for 
growth.  Fax  your  CV:  (409)  559-9104. 

Texas  Licensed  MD  or  DO  is  needed  for  part-time 
doing  physical  exams  and  supervising  IV  infusions. 

Talk  personally  to  V.  Rizov,  MD,  (512)  451-8149. 


POSITION  WANTED 

Position  Wanted;  Fully  trained,  experienced 
Hyperbaric  Physician  looking  for  Wound  Treat- 
ment Center  with  hyperbaric  chambers  for  full  time 
or  part  time  coverage.  Meet  all  Medicare  qualifica- 
tions. CV  upon  request.  Call  (281)  239-0135 
evenings/weekends. 


FOR  SALE  OR  LEASE 

Office  Space 

Medical  Lease  Space:  2,184  square  feet,  FIN- 
ISHED OUT  in  excellent  condition  with  private 
office,  3 baths,  5 treatment  rooms,  lab,  nurses 
lounge,  business  and  reception  area.  HULEN  SOUTH 
PROFESSIONAL  BUILDING.  Great  location  in  SW 
Fon  Worth  (near  Hulen  Mall).  (817)  292-1510. 


Practices 


PRACTICE  FOR  SALE 


Financial  security  awaits  you  in  this  prominent, 
well  established,  and  very  busy  solo  Psychiatric 
practice.  Located  in  a beautiful  metropolitan 
area  on  the  Texas  gulf  coast.  90%  Medicare,  Med- 
icaid, private  pay  patient  base  ensures 
future  stability.  Retiring  principal  will  work 
temporarily  for  smooth  transition. 

Contact  owner  @: 

PO  Box  721434 

Corpus  Christi,  Texas  78472-1434 


Practice  For  Sale — Established  practice  of  22 
years  in  rural  area  southeast  of  Dallas  located  on 
beautiful  Cedar  Creek  Lake.  Contact  Rowena  L. 
Reodica,  MD,  at  (903)  887-3508  or  at  PO  Box  936, 
Mabank,  TX  75147. 

For  Sale — Long  established,  thriving,  family 
practice;  Austin,  Texas.  Accredited,  in-house  lab 
and  X-ray;  long  term,  favorable  lease;  7,000  sq.  ft., 
suitable  for  two  to  four  physicians.  Central  location 
with  ample  parking.  Contact  Ad-1209,  Texas  Medi- 
cine, 401  W.  15th  St.,  Austin,  TX  78701. 


BUSINESS  AND 
FINANCIAL  SERVICES 


Differential  Diagnosis  Software! 


DiagnosisPro®:  Americo's  leading  decision  support  software  for 
1 5,000  Disease  Manifestations.  Now  50%  oft!  Only  $249.95! 
DiagnosisPro®Plus:  Including  Harrison's  textbook  CD-ROM, 
U.S.Pharmocopeial  Drug  Database,  and  10  CME  credits  $349.95. 
Demo  S Order  on-line:  www.medtecb.com  or 
coll  1-800-260-2600  Mention  coupon  #TMC109 


LEGAL  SERVICES 


DISCIPLINE  PROBLEMS? 

Attorney  with  15  years’  experience  as  trial  lawyer 
and  chief  counsel  for  the  Texas  State  Board  of  Med- 
ical Examiners  is  now  available  to  represent  respon- 
dents charged  with  violations  of  the  Medical  Prac- 
tice Act  or  rules  of  that  board,  as  well  as  problems 
with  hospitals  and  societies.  Fee  $2,500.  Call  (512) 
338-1143. 


CRIMINAL  INVESTIGATION 
DEFENSE 

25-yrs.  experience  - National  lecturer  and  author  on 
defeating  medical  fraud  investigations  - Board-certified 
in  criminal  law  - National  Association  of  Criminal  De- 
fense Lawyers  - Former  President  Dallas  County  Crimi- 
nal Bar  Association  - Voted  "Best  Criminal  Defense 
Lawyer"  - Has  handled  cases  in  14  states. 

Arch  C.  McColl,  III 

1601  Elm  Street,  2000  Thanksgiving  Tower 
Dallas,  Texas  75201 
http://www.physicianfraud.com 
Telephone  (888)  979-1112 
Pager  (800)  251-9978-3-# 


HEALTH  CARE  LAW 

• Representation  in  licensure  matters 
before  Texas  Medical  Boards 

Jeffrey  C.  Grass 

• Complex  Litigation  Matters 

• Healthcare  Anti-trust 

(214)  367-8514 

• Hospital  Grievance/Credentialing 

’Not  certified  by  the 

and  Peer  Review  Matters 

Board  ot  Legal  Spectalization 

• Medicare/Medicaid  Compliance  Issues 

by  choice. 

Advertisirrg  Rates  & Data  — Regular  classified 
advertising  sells  for  $2  per  word,  minimum  25  words 
or  $50,  per  issue.  We  do  not  count  articles  (a,  an, 
the). 

Display  classified  advertising  sells  for  $95  per  col- 
umn inch,  with  a one  inch  minimum.  A variety  of 
typefaces,  logos,  and  borders  may  be  used  in  display 
classified  ads.  Discounts  are  available  for  display 
classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at 
no  extra  cost.  Name  and  address  of  ad  box  number 
listings  cannot  be  given  out  unless  specific  permis- 
sion to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by 
mail.  Copy  deadline  is  the  1st  of  the  month  (or  the 
closest  business  day)  preceding  publication.  Send 
copy  to  Advertising  Manager,  Texas  Medicine,  401 
W.  15th  St.,  Austin,  TX  78701. 
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' Advertising  Directory 


Aberdeen  Medical  Insurance  Service 63 

Absolute  Publishing,  Inc 11 

American  Physicians  Insurance  Exchange....  14 

AMT  Solutions 33 

.Autoflex  Leasing Inside  Front  Cover 

Autolease  USA 66 

Bookbinders  of  New  Mexico 67 

Cunningham  Group 68 

DocuMedix 52 

Gillespie  & Associates,  PC 15 

Health  Care  Financing  Administration 12 

Medical  Protective 53 

Millbrook  Corporation 8 

O’Neal,  McGinnis  & Co 12 

Scott  & White Back  Cover 

Simply  Wireless 5 

Superior  Leasing 7 

Technical  Risk,  Inc 66 

Tew,  Brian,  MD,  JD 62 

Texas  Medical  Association 

Physician  Services 22 

POEP 69 

j Statement  of  Ownership,  Management, 

! and  Circulation 6 

I Texas  Medical  Association 

( Insurance  Trust 1 

j Texas  Medical  Liability 

^ Trust Inside  Back  Cover 

University  Health  System 27 

Woodway  Financial  Advisors 26 


■Publication  of  an  advertisement  in  Texas  Medicine  is 
not  to  be  considered  an  endorsement  or  approval  by 
the  Texas  Medical  Association  of  the  product  or  ser- 
vice involved. 


TEXAS  MEDICINE 

CLASSIFIED 

DIRECTORY 

DEADLINES 

ISSUE 

DEADLINE 

January  2000 

Dec.  1,  1999 

February  2000 

Dec.  31, 1999 

March  2000 

Feb.  1,2000 

TexasMedicine 


Here’s  what’s 
coming  in  December’s 
Texas  Medicine. 

Healing  hands  photo  essay 
Y2K  preparedness 
Honduras  mission,  part  2 

For  more  information,  call  Larry  BeSaiu,  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383, 
or  e-mail  larryjb  @ texmed.org. 

Also  consult  the  TMA  Web  site  at  ivivw.texmed.org. 


Tel  800.880.1300 
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Educational 

Opportunities 


1 ULTRASOUND  EDUCATION 

Emergency  Medicine 

Nov.  18-20 

Advanced  Emergency 
Medicine 

Nov.  5-6 

Echocardiography 

Nov.  8-15 

Endovaginal  Ultrasound 

Dec.  10-11 

Abdominal  Doppler 

Jan.  15 

Emergency  Medicine 

Jan.  6-8 

Intro  to  PV 

Dec.  3-4 

Abdominal  (5  Day) 

Nov.  29-Dec.  3 

OB/GYN  (5  Day) 

Dec.  6-10 

Vascular 

Dec.  13-17 

Family  Practice  Physicians 

Feb.  3-5 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  loca- 
tion; minimum  enrollment  required.  Call 
(800)  239-1361  for  more  information  and/or  a 
free  catalog. 

Advanced  Health  Education  Center 

8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  Category  1 

AMA  PRA  credit 

www.aheconi 

ine.com  | 

PAN  AMERICAN  ALLERGY  SOCIETY 

44“'  Annual  Training  Course  & Seminar 
March  8-12, 2000 

Plaza  San  Antonio  Hotel,  San  Antonio,  Texas 
Program  Director  Edwyn  L.  Boyd,  MO 

Basic  course  in  quantitative  skin  testing  techniques  designed  with 
the  primary  care  physician  and  allied  health  care  professional 
in  mind.  Offering  32  hours  of  CME.  Inquiries:  Ann  Brey, 
Executive  Secretary,  PO  Box  947,  Fredericksburg,  TX  78624. 
Telephone  (830)  997-9853;  fax  (830)  997-8625. 
e-mail:  paas@aesc.net 


The  University  of  Texas 

Houston 

VcBy  SCIENCE  cEivnn 

Hepatitis  C Update 

Saturday,  December  4,  1999 
Southshore  Harbour  Resort  Conference  Center 
League  City,  Texas 

Course  Director:  Victor  Ankoma-Sey,  MD 

Acknowledgement:  We  gratefully  acknowledge 
the  generous  support  of  Amgen  and  Schering- 
Plough  BioSciences. 

Fees: 

Physicians  $75 

Nurses  & Other  Health  Care  Providers  $45 
Residents  & Students  $30 

Registration  fee  includes  course  material,  conti- 
nental breakfast,  breaks,  lunch,  and  a recep- 
tion and  dinner  on  Saturday  evening.  Special 
room  rates  will  be  available  for  the  weekend. 

Certified  for  6.5  hours  of  category  1 CME. 


Contact:  UT-Houston  Office  of  Continuing 
Medical  Education,  (71 3)  500-5249; 
fax  (71 3)  500-0606;  or  visit  the  Web  site  at 
http://cme.med.uth.tmc.edu 


Lymphatic  Mapping  and  Sentinel  Lymph 
Node  Biopsy  in  Breast  Cancer  and 
Melanoma,  Dec.  2 in  Dallas.  Course  includes  live 
surgery  broadcast  and  hands-on  in  vivo  laboratory. 
Sponsored  by  The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas,  Department  of  Surgery, 
Division  of  Surgical  Oncology.  Directors:  T.  TVithony 
MD;  W.  Erdman,  MD;  D.  Euhus,  MD;  D.  Matthews, 
MD,  PhD.  CME  credit  offered.  Contact:  Leah  Can- 
non, (214)  648-3792. 

Education  for  Physicians  on  End-of-Life  Care 
Dec.  4 in  Dallas.  The  University  of  Texas  South- 
western Medical  Center  at  Dallas  jointly  sponsored 
with  Zale  Lipshy  University  Hospital.  Director:  C. 
Rubin,  MD.  CME  credit  offered.  Contact:  Joann 
Kleinneiur,  (214)  648-2200. 

Southwestern  Center  for  Minimally  Invasive 
Surgery:  Comprehensive  Gynecologic  La- 
paroscopy, Dec.  10-11  in  Dallas.  Course  includes 
live  surgery  and/or  video  session,  hands-on  video- 
trainer workshop  and  an  in  vivo  laboratory.  Spon- 
sored by  The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas,  Department  of  OB/GYN. 
Director:  R.  Coleman,  MD.  CME  credit  offered.  Con- 
tact: Leah  Cannon,  (214)  648-3792. 

The  Alliance  for  Medical  Management  Educa- 
tion Degree  and  Certificate  Program— -Health- 
care Financial  Management,  Jan.  9-14  at  North 
Dallas  Renaissance  Hotel.  The  University  of  Texas 
Southwestern  Medical  Center  at  Dallas  jointly  spon- 
sored with  The  University  of  Texas  at  Dallas.  Direc- 
tors: J.  Burnside,  MD;  J.  McCracken,  PhD.  CME  and 
graduate  academic  credit  offered.  Contact:  Paul 
Krawietz,  (214)  648-3705. 


Southwestern  Center  for  Minimally  Invasive 
Surgery:  Surgical  Education,  Jan.  Min  Dallas. 
An  introduction  to  surgical  education  for  young  aca- 
demic surgeons  who  are  interested  in  surgical  edu- 
cation as  part  of  their  career  path.  Sponsored  by 
The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas,  Department  of  Surgery.  Director:  P. 
Bergen,  MD.  CME  credit  offered.  Contact:  Leah  Can- 
non, (214)  648-3792. 
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TMA  Planner 


November  12-13,  1999 
TMA  House  of  Delegates 
Interim  Session 

Doubletree  Hotel,  Austin 


February  24-26,  2000 

TMA  Winter  Conference 

Renaissance  Austin  Hotel 


May  25-28,  2000 

Tex  Med  2000 

River  Center  and  Convention  Center, 
San  Antonio 


November  1999 


November  2 

Plano 

Care  for  the  Caregiver 

November  2 

Houston 

Alcohol  and  Other  Drug  Use  Among  Physicians 

November  3 

San  Antonio 

Medical  Records  Dos,  Don’ts,  and  Other  Intriguing  Dilemmas 

November  5-6 

Dallas 

Impairment  Evaluation  Under  Texas  Workers’  Compensation 

November  5-6 

Irving 

Texas  Academy  of  Internal  Medicine 

November  8 

lyler 

Compliance  Plans:  Truth  and  Consequences 

November  9 

Houston 

Care  for  the  Caregiver 

November  10 

Austin 

Medical  Records  Dos,  Don’ts,  and  Other  Intriguing  Dilemmas 

November  1 1 

Houston 

Before  You  Sign  on  that  Dotted  Line 

November  11 

Houston 

Policy  and  Procedure  II:  Emplo3Tnent  Issues  and  Office  Safety 

November  1 1 

Lufkin 

Physician  Stress  and  Burnout 

November  12 

Richardson 

Oral  Health  in  Cancer  Therapy 

November  15 

Midland 

Alcohol  and  Other  Drug  Use  Among  Physicians 

November  17 

Dallas 

Medical  Records  Dos,  Don’ts,  and  Other  Intriguing  Dilemmas 

November  18 

Corpus  Christi 

Policy  and  Procedure  II:  Employment  Issues  and  Office  Safety 

December  1999 

December  1 

Corpus  Christi 

Medical  Records  Dos,  Don’ts,  and  Other  Intriguing  Dilemmas 

December  2 

San  Antonio 

Policy  and  Procedure  II:  Employment  Issues  and  Office  Safety 

December  3 

Tyler 

Oral  Health  in  Cancer  Therapy 

December  8 

Texarkana 

Physician  Stress  and  Burnout 

December  9 

Tyler 

Policy  and  Procedure  II:  Employment  Issues  and  Office  Safety 

December  16 

Abilene 

Policy  and  Procedure  II:  Employment  Issues  and  Office  Safety 
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Saving  physician  groups  • Malpractice  insurance  • Internet  medicine 

' - 


S430 


At  Autoflex  Leasing, 
hard  to  find  cars  are 
our  specialty. 

aether  it’s  a Mercedes  S500  or  S430,  the  CLK  Cabriolet 
or  all  new  Honda  S2000,  your  "'hard  to  find'"  car  could 
be  just  a phone  call  away.  After  all,  your  patients  don't 
like  waiting... Why  should  you? 


TexasMedical 

Association 


1«888«234*1234 


Discovery 

Innovation 

CHANGE 


New  drugs  developed  lor 
breast  eaiieer  Ireatmenl 


New  drugs  developed 
for  Alzheimer’s  Disease 


First  successful 
in  utero  fetal  surgery 


19  8 5 


TMAIT  introduces 
Long-Term  Care 
Protection  insurance 


TMAIT  introduces 
the  very  popular 
Medical  Savings  Account 


Polio  vaccine 
introduced 


19  5 5 


TMA  establishes  the  Texas  Medical  Association 
Insurance  Trust  and  begins  offering  quality  insur- 
ance products  to  members.  Disability  and  Accident 
insurance  were  introduced  first. 


Discover  what  we  can  do  for  you 

Texas  Medical  Association  Insurance  Trust 

Call  now  for  more  information.  We're  here  to  support  our  mernbei's  exclusively.  1-800-880-8181,  Dept.  2212 


Texas  Medical  Association 
Insurance  Trust 


Endorsed  by 


Tex 
^ Ass 


TexasMedical 

Association 


Created  and  endorsed  by  the  Texas  Medical  Association 


The  healing  touch 

Take  away  all  the  fancy  high-tech,  high-dollar  medical  equipment 
and  you  still  have  the  physician’s  hands,  the  essence  of  medicine. 
Our  annual  photo  essay  celebrates  the  healing  touch  of  physicians. 

Text  by  Laura  J.  Albrecht 
Photos  by  Susan  Gaetz 


The  Journal 


Factors  associated  with  fetal  mortality 
in  the  triethnic  population 
in  Texas,  1993  through  1995 

By  Kimdary  Check,  MPH;  George  R.  Kerr,  MD 


Departments 


Texas  Medicine  Rounds  22 

Internet  confidential  • WATCH  this  • Y2K’s  coming  • Ask-a- 
doc  • Studying  cancer  • Medicine’s  relevance  • Physicians 
hning  physicians  • Helping  your  peers  • Calling  Mr  or  Ms 
Wizard  • Harris  Methodist  settlement  • Aetna  loves  you  • 
Waiting  for  an  organ  • We’re  No.  1 (hack,  gasp)  • Memo- 
rable Memorial  Day  • HfV  research  • Foundation  officers 


Editor's  Note 
Letters 
Commentary 
People 

Information  for  Authors 
Texas  Physicians'  Directory 
Classified  Directory 
Educational  Opportunities 
TMA  Planner 
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Law 

Malpractice  insurance  32 

The  tort  reforms  of  1995  caused  medical  malpractice  claims  against  physicians  to 
drop,  but  they  appear  to  be  climbing  again.  What  effect  all  this  has  on  your  mal- 
practice insurance  premiums  varies  and  depends  on  a complicated  formula. 

By  Monica  Maldonado 

Medical  Economics 

Saving  physician  groups  50 

Can  the  meltdown  that  has  thrown  California  physician  groups  into  chaos  happen  in 
Texas?  The  Texas  Medical  Association  is  working  to  prevent  a similar  catastrophe  here. 

By  Johanna  Franke 

Legislative  Affairs 

Internet  medicine  58 

The  Internet  is  so  popular  with  consumers  seeking  health  care  information  that  it 
is  drawing  the  attention  of  state  lawmakers.  Their  concerns  center  on  the  reliabil- 
ity of  the  information  and  the  legalities  of  practicing  medicine  online. 

By  Ken  Ortolon 
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Medical  Education 

Border  medical  schools  62 

Somebody  is  going  to  open  a medical  school  on  the  Texas-Mexico  border  in  the 
next  century.  Texas  Tech  has  a head  start,  but  can  The  University  of  Texas  and 
Texas  A&M  be  far  behind? 

By  Monica  Maldonado 

Technology 

Preparing  for  Y2K  68 

It’s  December  and  you  have  a month  to  get  ready  for  the  year  2000  and  the  com- 
puter problems  that  some  doomsayers  predict  lie  ahead.  Even  if  you  haven’t  done 
anything,  it’s  not  too  late. 

By  Laurie  Stoneham 

Public  Health 

“I  felt  like  a doctor  again.”  72 

It  was  hot  and  the  conditions  were  primitive,  but  a week  treating  patients  in  Hon- 
duras this  summer  reminded  one  Austin  surgeon  of  why  he  became  a doctor. 

By  Bruce  McDonald,  MD 


Technology  Page  68 
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TMA  WINTER 
CONfCRENCE 

Medicine’s  Relevance 
in  the  21st  Century 

February  26,  2000 
Renaissance  Austin  Hotel 

Don’t  miss  this 
outstanding  event! 

■ Innovative  speakers,  including  UT  Professor 
of  Communications  and  Management 
John  A.  Daly,  PhD 

■ Overview  of  key  legislative  interim  studies 

• AMA  PRA  Category  1 CME  credit 

■ Free  registration  for  TMA  members 

• Luncheon  courtesy  of  Texas  Medical  Association 
Insurance  Trust 

® Networking  with  your  peers 

• Informative  Dawn  Duster 

• Strategic  Planning  Session  Saturday  afternoon 

Make  plans  now  to  attend  the 
TMA  2000  Winter  Conference 
at  the  Renaissance  Austin  Hotel! 

For  more  information,  call  (800)  880-1300, 
ext.  1346,  or  (512)  370-1346. 

Or  visit  TMA’s  Web  site  at  www.texmed.org. 
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Editor’s 

Note 


Although  planning  and  executing 
the  annual  photo  essay  is  a year- 
long process,  the  actual  idea  for 
the  project  can  come  in  the  blink 
of  an  eye.  Or  in  this  case,  the 
stroke  of  a dog’s  head. 

In  my  life  away  from  Texas  Medical 
Association,  I train  therapy  dog  teams 
who  visit  residents  in  nursing  homes, 
rehabilitation  facilities,  shelters,  and 
other  health  care  facilities.  On  one  par- 
ticular visit,  I watched  as  an  elderly  res- 
ident with  Parkinson’s  disease  reached 
out  with  her  frail,  trembling  hand  to 
touch  my  therapy  dog.  Shadow.  As  she 
grasped  the  black  lab’s  steady,  boxy 
head,  the  trembling  at  least  for  a mo- 
ment ceased.  Then  she  smiled,  satisfied 
and  comforted  through  a simple  touch. 

After  experiencing  that  little  mira- 
cle, I began  to  think  about  the  physi- 
cian’s world  of  touch. 

This  year’s  photo  essay  takes  you  up 
close  and  personal  and  focuses  on  “The 
Healing  Touch.”  Austin  photographer 
Susan  Gaetz  directed  her  lens  on  whom 
and  what  physicians  touch  — patients, 
charts,  instruments,  phones,  books,  toys, 
x-rays,  computers,  and  medications. 

A special  thanks  to  the  physicians 
and  staff  at  Scott  & White  Memorial 
Hospital  & Clinic  in  Temple  who  wel- 
comed Texas  Medicine  with  open  arms 
to  make  the  photo  essay  a reality. 

I hope  these  photographs  will  help 
you  appreciate  the  healing  touch  of 
Texas  physicians. 


Laura  J.  Albrecht 

Photo  Editor 
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51999  Superior 


In  1997,  a breakthrough  in  syringe  design  led  to  dramatic  reductions  in  the 
of  infectious  disease,  and  Millbrook  Paradigm™  received  its  first  MS-HUG  award. 


In  1998,  the  first  hand  transplant  amazed  the  world,  and 
Millbrook  Paradigm  received  its  second  MS-HUG  award. 


In  1999,  new  corneal  implants  gave  nearsighted  people  20/20  vision  without 
glasses  or  contact  lenses,  and  Millbrook  Paradigm  became  the  only  product 
m history  to  receive  this  award  for  three  consecutive  years. 


Demand  Only  The  Best  For  Your  Practice. 


The  medical  profession  is  constantly 
improving.  So  is  Millbrook  Paradigm  - 
the  nation’s  leading  physician  practice 
management  system.  Since  1994,  Millbrook 
Paradigm  has  increasingly  become  the  software 
ot  choice  in  practice  management.  It  is  now  the 
easiest,  most  cost-effective  way  to  migrate  your 
practice  to  leverage  the  technology  of  the  21'‘  century. 

Don’t  be  fooled.  Many  of  the  older  practice 
management  systems  are  now  offering  “Windows- 
ciressing”  or  “Windows  look-alike”  solutions.  Only 
one  practice  management  solution  was  built  from 
the  ground  up  to  take  advantage  ot  the  simplicity  of 
the  Microsoft'  Windows  NT"  operating  system 


and  the  power  of  SQL  Server®  database 
architecture,  and  offer  the  remarkable 
flexibility  of  true  client/server  technology. 

And  only  one  solution  has  been  recognized  for 
excellence  by  the  Microsoft  Healthcare  Users 
Group  for  three  consecutive  years.  That  solution 
is  Millbrook  Paradigm. 

Find  out  how  Millbrook  Paradigm  can  improve 
your  practice.  Call  us  at  800-645-0985  or  visit  us 
on  the  web  at  www.millbrook.com  for  more 
information  or  to  schedule  a demo. 
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Letters 


Drifting  toward  socialized 
medicine 


In  his  commentary  (October  1999 
Texas  Medicine,  pp  13-16),  Timothy 
Gorski,  MD,  correctly  states,  “The  fu- 
ture of  American  medicine  depends 
on  how  some  very  serious  questions 
are  answered.”  In  his  article,  Dr  Gorski 
identifies  the  essential  crucial  issue:  “Do 
people  have  a right  to  medical  care?” 

Rather  than  identifying  the  moral 
principles  upon  which  the  concept  of 
“rights”  is  based,  however.  Dr  Gorski  as- 
serts, “Life,  liberty,  and  the  pursuit  of 
happiness  come  to  mind  when  the  sub- 
ject of  human  rights  is  raised.  But  these 
amount  essentially  to  the  right  to  be  left 
alone.”  Dr  Gorski  goes  on  to  beg  the 
question  by  posing  several  hypothetical 
questions  beginning  with,  “If  a funda- 
mental right  to  medical  care  exists  . . .” 

Health  care  is  not  a right  and  no 
“fundamental  right  to  medical  care  ex- 
ists.” A political  right  derives  from  the 
moral  principle  that  it  is  both  necessary 
and  good  for  an  individual  to  act  to  live 
(thus  a right  to  life),  that  in  order  to 
live  it  is  necessary  to  be  free  to  act  to 
live  (thus  a right  to  liberty),  and  that 
the  moral  purpose  of  an  individual’s 
life  is  the  freedom  to  pursue  one’s  own 
happiness  (thus  the  right  to  the  pursuit 
to  happiness). 


There  is  no  moral  or  political  right  to 
the  products  or  services  of  others,  in- 
cluding health  care.  Attempting  to 
grant  a nonexistent  right  to  the  product 
or  service  of  others  necessarily  means 
denying  the  individual  rights  of  those 
who  produce  the  service  or  product  and 
reducing  them  to  the  status  of  slaves. 

In  the  context  of  the  current  health 
care  debate,  this  means  the  enslave- 
ment of  physicians  to  the  government 


and  ultimately  the  destruction  of  med- 
icine. Rights  do  essentially  mean  “the 
right  to  be  left  alone”  from  the  govern- 
ment. Government  exists  to  protect  in- 
dividual rights,  not  to  destroy  them  by 
attempting  to  arbitrarily  create  nonex- 
istent rights. 

In  other  words,  physicians  have  the 
right  to  freely  produce  health  care  and 
to  treat  patients,  free  from  government 
regulation  and  the  threat  of  coercion 
and  force.  For  the  same  reasons,  an  in- 
dividual patient  carries  financial  re- 
sponsibility for  health  care  and  has  the 
right  to  see  the  physician  of  his  or  her 
choice,  to  decide  with  the  physician 


what  treatment  is  best  and  under  what 
circumstances  and  by  whom  this  treat- 
ment will  be  rendered,  free  from  gov- 
ernment regulation  or  the  threat  of 
government  force. 

The  patient-physician  relationship  is 
based  on  the  trader  principle,  which 
means  that  each  party  engages  in  the 
relationship  freely,  without  the  threat 
of  government  force  and  regulation. 
This  relationship  is  a keystone  for  the 


practice  of  medicine.  If  this  relation- 
ship is  destroyed  through  the  arbitrary 
use  of  government  force,  the  result  is 
the  destruction  of  medicine  for  patients 
and  physicians. 

A free  market  in  medicine  is  the  only 
moral  and  practical  means  of  ensuring 
quality  health  care.  Consistent  with 
this  fact  are  such  “reforms”  as  the  full 
expansion  of  medical  savings  accounts 
and  granting  100%  tax-deductibility  to 
individuals  for  health  insurance  premi- 
ums and  health  care  costs.  Unless 
physicians,  the  public,  and  politicians 
embrace  free  market  “reforms”  in  med- 
icine, America’s  drift  toward  socialized 
medicine  and  the  consequent  destruc- 
tion of  medicine  will  continue. 

Richard  G.  Parker,  WID 

2051  Woodbridge  Dr 
McKinney,  TX  75070 
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publication,  and  keep  the  length  to  400  words  or  less.  If  necessary,  you  may  include  a few  references,  preferably  less 
than  five.  Letters  are  published  at  the  discretion  of  the  managing  editor  and  editorial  advisors,  and  are  subject  to 
editing  and  abridgment.  Letters  represent  the  opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies  of 
the  Texas  Medical  Association. 


There  is  no  moral  or  political  right  to  the  products 
or  services  of  others,  including  health  care. 


Tel  800.880.1300 


Volume  95  * Number  12 


9 


years  the  professionals  at  Holland  Photo  have  specialized 
monitored  E-6  processing,  brilliant  archival  llfochrome  prints 
and  superior  enlargements. 


Holland 

PHOTO  IMAGING 


Call  for  your  FREE  mail  order  info-pack 

1-800-477-4024 

1221  S.  Lamar  • Austin,  TX  • 78704 

www.hollandphoto.com 
E-mail:  info@hollandphoto.com 


Clinic  Pro  Medical  Software 
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medical  records 
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• FREE  electronic  claims 

• Appointment  scheduler  with  flexible  hours 

• Management  reports 

• Optional  plain-paper  HCFA  printing 

• Rx  printing  and  medication  history 

• Medical  records  - patient  charting  customizable  for 
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• Data  conversion  available  from  most  software  programs 
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Letters 


Organized  medicine’s 
responsibility 


respectfully  disagree  with  Dr 
Gorski’s  commentary  (October  1999 
Texas  Medicine,  pp  13-16).  It  is  self- 
serving  for  a physician  to  claim  that 
organized  medicine  has  nothing  to 
do  with  the  current  mess  we  find  our- 
selves in.  Organized  medicine  repre- 
sents the  majority  of  physicians,  who 
individually  care  for  their  patients  but 
collectively  are  extremely  conservative 
politically  and  into  denial  when  it 
comes  to  the  public  health  and  individ- 
ual health  of  the  less  fortunate  mem- 
bers of  our  community  and  society. 

Organized  medicine  fought  the  estab- 
lishment of  private  health  insurance  in 
the  1930s,  successfully  defeated  President 
Truman’s  proposal  for  national  health  in- 
surance in  the  1940s,  and  unsuccessfully 
opposed  Medicare  in  the  1960s.  This  lack 
of  responsible  leadership  created  a vac- 
uum filled  by  politicians,  employers,  self- 
serving  capitalists,  and  an  entourage  of 
know-nothing  experts  in  health  care. 

This  is  not  the  first  time  in  our  coun- 
try’s history  that  a lack  of  leadership 
has  created  a vacuum  with  terrible  con- 
sequences. A lack  of  leadership  and  so- 
cial injustice  go  hand-in-hand.  Slavery, 
segregation,  anti-Semitism,  gay  bash- 
ing, voting  rights  exclusively  for  men, 
and  other  injustices  did  not  disappear 
or  lose  face  by  victims  complaining. 
Defeat  of  social  injustice,  including 
profit  care,  requires  dedicated  leader- 
ship, integrity,  and  education  of  the 
public  about  the  harm  inflicted  on  all 
of  society  by  injustice  such  as  profit 
care.  In  addition  to  attacking  injustice, 
responsible  leadership  proposes  mean- 
ingful solutions  to  problems. 

Numerous  times  in  this  publication  I 
have  advocated  Americare,  quality  uni- 
versal health  care  for  all.  Dr  Gorski  lets 
organized  medicine  and  its  leaders  off 
the  hook  for  the  current  mess.  Orga- 
nized medicine  has  been  part  of  the 
problem;  it’s  now  time  for  organized 
medicine  to  be  part  of  the  solution. 
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Letters 


An  honest  response 


Dr  Clanton’s  response  on  behalf  of 
the  “Blues”  is  strikingly  honest 
(“Dr  Clanton  Responds,”  October 
1999  Texas  Medicine,  p 11).  It 
says  simply  that  Blue  Cross  and 
Blue  Shield’s  payment  policies  do  not 
need  to  make  sense  and  the  company 
doesn’t  intend  to  change  them  anytime 
soon.  This  is  one  of  the  reasons  we 
have  resigned  from  the  Blue  Cross  and 
Blue  Shield  network. 

I would  also  caution  providers  to  an- 
alyze what  they  are  getting  paid  by  this 
company  and  other  payers  under  man- 
aged care  contracts.  After  they  finish 
nipping  and  shaving  the  bills,  it  never 
seems  to  add  up  to  as  much  as  the  lim- 
ited price  schedule  we  agreed  to.  We 
i found  our  actual  collections  were  below 

I 

Medicare  from  5 of  10  carriers  even 
though  their  reimbursement  schedules 
^ seemed  fair  when  we  signed  on. 

' J.E.B.  Johnson,  MD 

120  Flag  Lake  Dr 
' Lake  Jackson,  TX  77566-6201 


September  issue 
commended 


|l  ^j^he  September  1999  issue  of  Texas 
' I Medicine  deserves  applause.  The 
, I article  on  physician  report  cards 
I (“Physician  Profiling,”  pp  44-47) 
I points  out  the  serious  problems  of 
measuring  physician  performance 
against  a limited  database  and  the 
agenda  of  ambitious  meddling  politi- 
cians. As  a member  of  the  Peer  Review 
Subcommittee  of  the  Texas  Health  Care 
Information  Council  (THCIC),  I attended 
two  meetings  where  we  vigorously  criti- 
cized the  methodologies  of  the  THCIC, 
and  our  committee  was  promptly  put  into 
retirement.  When  criticism  of  the  health 
care  system  begins  and  the  mud  starts  to 
fly,  more  than  managed  care  gets  dirty. 
Has  someone  forgotten  that  physicians 
and  hospitals  are  part  of  managed  care? 

“Women  in  Medicine”  (pp  34—43) 
avoided  gender  polemics  and  stuck  to 
an  important  development  in  medi- 
cine. The  article  also  featured  physi- 
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Letters 


cians  who  first  are  good  human  beings.! 
Thanks  for  passing  on  the  propaganda' 
opportunity.  | 

“Heart  to  Heart”  (pp  48-51)  em-! 
phasizes  what  should  be  our  public 
health  agenda.  Lifestyle  makes  more 
difference  than  the  latest  fancy  medical 
treatment  or  procedure.  j 

The  most  important  article  in  the  issue 
was  “Why  People  Get  Sick”  (pp  53-56). 
The  effect  of  socioeconomic  status  on 
health  and  longevity  has  been  studied  ex- 
tensively in  the  British  and  American 
medical  literature  for  a number  of  years. 
If  you  match  individuals  for  education 
and  income,  race  and  ethnicity  disappear 
as  factors  in  health  outcomes. 

The  exceptional  experience  of  His- 
panics  in  Texas  is  parallel  to  a pattern 
that  is  seen  in  first-generation  Japanese 
and  Chinese  residents  of  America,  who 
maintain  their  good  health  and  life  ex- 
pectancy, independent  of  education 
and  income  status.  Family  counts. 

Marsha  Angell,  MD,  editor  of  the 
New  England  Journal  of  Medicine,  said  in 
1993:  “Socioeconomic  status  emerges  as 
one  of  the  most  important  influences  on 
mortality  and  morbidity.  ...  No  one 
knows  quite  how  it  operates.”  Most  im- 
portant of  all,  she  said,  “We  are  too 
quick  to  medicalize  many  social  ills”  (1). 

In  a study  published  in  the  New  Eng- 
land Journal  of  Medicine  in  1997,  Lynch 
et  al  found  that  ill  health  and  socioeco- 
nomic status  were  closely  linked  and 
were  more  important  than  lifestyle 
choices  (2). 

The  work  being  done  in  Houston  will 
expand  our  knowledge  of  this  important 
phenomenon.  Social  conditions  and 
people’s  perception  of  the  quality  of 
their  own  lives  may  have  a lot  more  to 
do  with  how  long  they’re  going  to  live 
than  even  their  lifestyles  or  the  medical 
care  they  receive. 

John  Dale  Dunn,  MD,  JD 

Rt  1,  Box  282M 

Lake  Brownwood,  TX  76801 
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Commentary 


Why  politics? 


By  David  Duffner,  MD,  MBA 

Politics  makes  strange  bedfellows,” 
the  old  adage  goes.  And  perhaps 
to  many,  none  stranger  than 
physician  involvement  with 
politicians. 

Medicine  is  the  healing  art,  both  hu- 
manistic and  noble,  based  on  science, 
with  the  highest  ethical  standards  of 
any  profession,  and  has  one  overriding 
goal  — the  well-being  of  our  patients. 
Politics  to  many  seems  adversarial  and 
at  times  self-serving  and  ignoble,  based 
on  cynical  manipulation  of  public  opin- 
ion and  institutions.  While  politicians 
are  incorrectly  perceived  as  “ethically 
challenged,”  it  is  easy  to  understand 
why  many  physicians  are  turned  off 
and  disinterested.  But  it  is  the  Texas 
Legislature  and  the  US  Congress  that 
primarily  determine  the  rules  by  which 
we  practice  medicine. 

There  are  many  compelling  reasons 
why  physicians  should  become  involved 
in  politics.  Indeed,  our  larger  role  in  so- 
ciety demands  it.  Politics  drives  the 
process  that  sets  public  policy. 


Consider  the  public  policy  issues 
that  confront  our  profession: 

• What  kinds  of  health  care  services 
will  exist  in  our  society? 

• Who  will  receive  them  and  on  what 
basis? 

• Who  will  deliver  them? 

• How  will  the  burden  of  hnancing 
them  be  distributed? 

• How  will  the  power  and  control  of 
those  services  be  distributed? 

The  answers  to  these  questions  are 
ultimately  expressed  as  public  policy 
regarding  the  allocation  of  scarce  re- 


sources. Health  care  is  a high  priority, 
but  it  must  compete  with  other  inter- 
ests, such  as  defense,  public  safety,  and 
education.  Such  competition  for  re- 
sources is  essentially  political.  And  pol- 
itics drives  the  process  that  determines 
public  policy.  It  is  in  this  context  that 
physicians  have  an  ethical  imperative 
to  become  active  in  politics. 

This  is  expressed  in  the  American 
Medical  Association’s  Principles  of 
Medical  Ethics,  which  says,  “A  physi- 
cian shall  respect  the  law  and  also  rec- 
ognize a responsibility  to  seek  changes 
in  those  requirements  which  are  con- 


trary to  the  best  interests  of  the  pa- 
tient.” If  we  physicians  care  about  our 
patients  and  our  profession,  we  must 
engage  health  care-related  public  pol- 
icy issues  through  involvement  in  the 
political  process. 

Fortunately,  medicine’s  involvement 
in  the  political  process  works.  Look  at 
what  has  been  accomplished  in  Texas 
over  the  past  10  years: 

• Reform  of  the  Texas  Supreme  Court. 
In  the  famous  60  Minutes  segment  in 
1987,  Mike  Wallace  asked,  “Is  justice 
for  sale  in  Texas?”  In  fact,  the 
Supreme  Court  at  that  time  was  es- 


sentially owned  by  the  plaintiff’s  at- 
torneys and  acted  like  a branch 
office  of  the  Texas  Trial  Lawyers  As- 
sociation. When  Mr  Wallace  revisited 
the  issue  in  October  1998,  60  Min- 
utes concluded  that  although  the 
Supreme  Court  was  still  subjected  to 
the  influence  of  big  contributors  be- 
cause of  the  financial  requirements 
of  very  expensive  partisan  elections, 
it  is  no  longer  corrupt.  The  distribu- 
tion of  millions  of  our  TEXPAC  slate 
cards  has  reversed  the  tide  that 
made  Texas  a national  haven  for  liti- 
gation. The  unprecedented  achieve- 


There  are  many  compelling  reasons  why 
ihysicians  should  become  involved  in  politics. 
ndeed,our  larger  role  in  society  demands  it. 
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ment  of  the  Texas  Medical  Associa-| 
tion  and  its  alliance  is  a national! 
model,  copied  by  dozens  of  state  tort 
reform  movements. 

• Reform  of  the  Texas  Senate.  Due  to' 
the  arcane  Senate  rules  that  require 
two  thirds  of  its  members  to  consent 
before  a bill  can  reach  the  floor  for  a 
vote,  it  takes  only  a third  to  block 
legislation.  In  the  1980s,  the  triah 
lawyers  had  such  a block.  That  has; 
changed  because  of  the  increased 
activity  of  a coalition  of  conserva-' 
tives  and  business  groups  interested 
in  tort  reform. 

• Passage  of  tort  reform  by  the  1995 
legislature.  The  second  wave  of  thei 
malpractice  crisis  hit  Texas  in  thei 
1980s  because  the  Supreme  Court j 
gutted  the  medical  malpractice  re- 1 
form  bill  previously  passed  by  the 
1977  legislature.  The  influence  of 
Governor  Bush  and  the  pro-business 
coalition  led  by  TMA  and  the  Texas 
Civil  Justice  League  resulted  in  re- 
forms that  have  greatly  improved 
the  litigious  environment. 

• Passage  of  managed  care  reform  by 
the  1997  legislature.  Texas  led  the 
nation  in  passing  sweeping  reforms 
that  provide  due  process  for  patients 
and  physicians  and  hold  managed 
care  organizations  accountable  for 
negligent  denial  of  services.  This 
legislation  has  become  a model  for 
other  states  and  the  Congress. 

• Passage  of  the  Physician  Negotiation 

Bill.  Passed  by  the  1999  legislature, 
this  bill  is  another  landmark  law 
that  seeks  to  “level  the  playing  field” 
in  managed  care.  j 

These  are  only  a few  of  countless  leg- 
islative and  political  accomplishments  j 
attributable  to  the  aggressive,  proactive 
political  actions  taken  by  physicians  and 
their  spouses  at  the  grassroots  level. 
TEXPAC  works  to  preserve  the  patient- 
physician  relationship  at  the  core  of  the 
health  care  system  in  Texas  and  Amer- 
ica. If  you  are  not  a TEXPAC  member, 
you  should  be.  You  owe  it  to  your  pa- 
tients and  your  profession.  ★ 


Dr  Duffner,  an  orthopedic  surgeon  in  Tyler,  is  the  chair 
of  TEXPAC. 
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For  over  twenty  years,  University  Health  System 
has  been  the  South  Texas  leader  in  organ  transplant 
surgery  and  research. 


University  Health  System  surgical  teams  were  the 
first  to  perform  heart  transplants  in  San  Antonio. 

First  in  heart/lung  transplants  and  single-lung  transplants. 
First  in  civilian  liver  transplants  and  adult  donor/pediatric 
recipient  split-liver  technique.  And  first  to  use  Laparoscopic 
surgery  in  kidney  transplantation. 


This  level  of  experience  and  expertise  is  reflected  in  a program 
that  includes  a team  of  on-staff  transplant  surgeons,  supported 
by  transplant  specialists,  dedicated  to  every  aspect  of  transplantation. 
This  unique  team,  working  in  close  consultation  with  referring 
physicians  at  every  phase,  assures  unsurpassed  patient  comfort  and 
comprehensive  care. 


Today,  University  Health  System  is  South  Texas’  only  source 
for  all  five  major  types  of  organ  transplants.  We  are  proud 
to  be  designated  as  the  Blue  Cross/Blue  Shield  Center 
of  Excellence  for  the  Southwest. 


Our  commitment  to  excellence  and 
leadership  continues  as  we  work  to 
assure  the  communities  we  serve 
the  highest  level  of  quality 
healthcare  available. 
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An  exemplary  medical  career  of  more 
than  50  years  and  tireless  public  service 
have  earned  Dallas  pediatrician  Ruth  i. 
Allen,  MD,  the  Dallas  County  Medical  So- 
ciety Alliance’s  1999  Aesculapius  Award. 
She  received  the  award  — named  for  the 
Greek  god  of  healing  — at  the  alliance’s 
fall  luncheon  in  November. 

James  Brodsky,  MD,  Dallas,  is  the  new 
treasurer-elect  of  the  American  Or- 
thopaedic Foot  and  Ankle  Society.  Dr 
Brodsky  is  clinical  associate  professor 
of  orthopedic  surgery  at  The  University 
of  Texas  Southwestern  Medical  Center. 

Gerardo  Cabrera-Meza,  MD,  has  been 
appointed  director  of  the  international 
program  at  the  Newborn  Center  of 
Texas  Children’s  Hospital  in  Houston. 

Fred  F.  Ciarochi,  MD,  Dallas,  has  been 
elected  to  the  Southwest  Medical  Foun- 
dation Board  of  Trustees.  He  is  presi- 
dent-elect of  the  Dallas  County  Medical 
Society. 

Four  physicians  have  received  the  Lau- 
reate Award  of  the  Texas  Academy  of 
Internal  Medicine,  the  Texas  Chapter  of 
the  American  College  of  Physicians- 
American  Society  of  Internal  Medicine 
(ACP-ASIM).  They  are  Jerry  C.  Daniels, 


Jerry  C.  Daniels,  MD  John  S.  Fordtran,  MD 


MD,  PhD,  Galveston;  John  S.  Fordtran, 
MD,  Dallas;  Robert  J.  Hall,  MD,  Houston; 
and  Lloyd  W.  Kitchens,  Jr,  MD,  Dallas. 
The  Laureate  Award  honors  ACP-ASIM 
fellows  and  masters  who  have  demon- 
strated an  abiding  commitment  to  ex- 
cellence in  patient  care,  education  and 
research,  and  service  to  their  communi- 
ties and  ACP-ASIM. 

Dr  Daniels  has  also  assumed  the  pres- 
idency of  the  Texas  Academy  of  Internal 
Medicine.  Other  officers  are  Phillip  Cain, 
MD,  Temple,  president-elect;  and  Wayne 
J.  Riley,  MD,  MPH,  Houston,  secretary- 
treasurer. 

Michael  E.  DeBakey,  MD,  received  the 
Lifetime  Achievement  Award  for  Science 
and  Technology  from  Children  Uniting 
Nations  last  month  in  New  York.  Dr  De- 
Bakey is  chancellor  emeritus  of  Baylor 
College  of  Medicine  and  director  of  The 
DeBakey  Heart  Center  at  Baylor  and 
The  Methodist  Hospital  in  Houston.  The 
award  cited  his  life-changing  accom- 
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tion; or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
■ cretion  of  the  managing  editor.  Submit  itemsfor  consideration,  with  photos  if  possible,  to  People,  Texas  Medicine, 
' 401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry_b@texmed.org. 


Robert  J.  Hall,  MD  James  C.  Hoyle,  MD 


Lloyd  W.  Kitchens,  Jr,  MD  Rodney  Rohrich,  MD 


plishments  in  medicine  and  technology. 
He  was  one  of  eight  recipients  of  the 
award  presented  the  night  before  the 
United  Nations  International  Day  for 
Tolerance.  Among  the  other  recipients 
were  former  Soviet  Premier  Mikhail 
Gorbachev  and  Nobel  Peace  Prize  win- 
ner Bishop  Desmond  Tutu,  who  were 
recognized  for  political  leadership  and 
social  activism,  respectively. 

The  Am.erican  Cancer  Society,  Texas  Di- 
vision, has  elected  Lawrence  Frankel, 
MD,  Temple,  president,  and  Mark  Clan- 
ton, MD,  Dallas,  vice  president. 

The  Texas  Chapter  of  the  American 
Academy  of  Pediatrics  has  elected  James 
C.  Hoyle,  Jr,  MD,  Houston,  as  president, 
and  Dale  Coin,  MD,  Dallas,  as  president- 
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It's  no  mystery  - contact  TMA  Library! 

To  order  a copy  ofTMA  Library ’s  Medical  Ethics 
and  Professionalism  module,  call  (800)  880-1300, 
ext.  1 54 1 , or  (5 1 2)  370- 1 54 1 , or  fax  (5 1 2)  370- 1 634, 
or  e-mail:  tma_library@texmed.org 
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Maybe  it’s  time  you  took  on  a few  new 
partners.  A group  that  can  help  with  your 
medical  liability  program  while  you  do  what 
you  were  trained  for— practicing  medicine. 
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American  Physicians  Insurance  Exchange  and  Florida  Physicians  Insurance  Company.  Inc. 
have  joined  forces  to  offer  nacional  experience,  local  service,  stability  and  commitment. 
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elect.  Other  officers  elected  include  Ken- 1 
neth  E.  Matthews,  MD,  Bryan,  chapter 
chair;  Robert  H.  Squires,  Jr,  MD,  Dallas, 
alternate  chapter  chair;  and  Beverly  L. 
Koops,  MD,  Austin,  secretary-treasurer. 
Elected  chair.  District  1,  was  Alma  C. 
Golden,  MD,  Galveston,  while  Anthony 
C.  Kimbrough,  MD,  Austin,  was  elected 
alternate  delegate  to  the  TMA  House  of 
Delegates.  Elected  board  members-at- 
large  were  Ernest  D.  Buck,  MD,  Corpus 
Christi;  Carlos  A.  Gutierrez,  MD,  El  Paso; 
and  Richard  M.  Lampe,  MD,  Lubbock. 
Nancy  Kellogg,  MD,  San  Antonio,  re- 
ceived the  1999  Executive  Board  Award 
for  her  volunteer  efforts. 

Austin  surgeon  Thomas  D.  Kirksey,  MD, 
received  the  Travis  County  Medical  Soci- 
ety’s Gold  Headed  Cane  as  its  1999 
Physician  of  the  Year. 

Texas  A&M  University’s  Association  of 
Eormer  Students  has  presented  the  1999 
Distinguished  Eaculty  Achievement 
Award  to  two  faculty  members  of  the 
Texas  A&M  University  System  Health 
Science  Center  College  of  Medicine.  The 
recipients  are  Gary  C.  McCord,  MD,  assis- 
tant dean  for  student  affairs  and  admis- 
sions, and  professor  of  radiology  and 
human  anatomy  and  medical  neurobiol- 
ogy at  the  College  Station  campus;  and 
Samuel  K.  Snyder,  MD,  professor  of  sur- 
gery at  the  Temple  campus.  The  awards 
recognize  superior  classroom  teachers 
whose  skills  and  commitment  exemplify 
the  meaning  of  teacher-mentor. 

Rodney  Rohrich,  MD,  Dallas,  received  the 
Sioux  Award,  the  highest  honor  pre- 
sented by  the  University  of  North  Dakota 
(UND)  Alumni  Association,  in  October. 
The  award  recognizes  UND  alumni  who 
have  distinguished  themselves  in  their 
chosen  fields.  Recipients  are  selected 
based  on  achievement,  service,  and  loy- 
alty. Dr  Rohrich  earned  a bachelor’s  de- 
gree in  medicine  from  UND  in  1977.  He 
is  now  professor  and  chair  of  the  De- 
partment of  Plastic  and  Reconstructive 
Surgery  at  The  University  of  Texas 
Southwestern  Medical  Center  at  Dallas. 

Former  Texas  Medical  Association  Secre- 
tary-Treasurer George  Thannisch,  MD, 
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I Lufkin,  has  received  the  Sidney  Kaliski 
Award  from  the  Texas  Pediatric  Society 
for  his  contributions  to  the  health  and 
welfare  of  Texas  children.  In  addition  to 
serving  as  TMA  secretary-treasurer,  Dr 
Thannisch  was  a member  of  the  Texas 
delegation  to  the  American  Medical  As- 
sociation for  18  years  and  a member  of 
the  TMA  Board  of  Councilors  for  2 
years.  He  retired  in  1995  after  37  years 
of  medical  practice. 


Make  your  office  a cancer 
prevention  and  detection  center: 


Educational  Materials  for  Physicians  and 


Ask  about  our  statewide  CME  seminars  and  speakers'  bureau,  too! 


(800)  880-1300  ext.  1072  • (512)  370- 1072  poep^'texmed.orji  • http://wvvw.texmed.org/heallli_.science/hs_poep.html 
401  West  15lh  Street  • Austin.  TX  78701-1080 
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Kern  Wildenthal,  MD,  president  of  The 
University  of  Texas  Southwestern  Med- 
ical Center  at  Dallas,  has  been  elected 
to  the  Institute  of  Medicine.  He  is  the 
13th  UT  Southwestern  physician-scien- 
tist elected  to  the  prestigious  organiza- 
tion charged  with  addressing  national 
health  issues.  A component  of  the  Na- 
tional Academy  of  Sciences,  the  Insti- 
tute of  Medicine  shapes  policies 
affecting  public  health  and  advises  the 
federal  government  on  issues  regarding 
medical  care,  research,  and  education. 
Selection  requires  international  distinc- 
tion in  science,  clinical  medicine,  pub- 
lic health,  or  medical  administration. 

James  Willerson,  MD,  Houston,  is 
among  six  graduates  of  The  University 
of  Texas  to  receive  the  1999  Distin- 
guished Alumnus  Award.  Dr  Willerson 
received  a bachelor  of  arts  degree  from 
UT  in  1961.  He  is  professor  and  chair 
of  the  Department  of  Internal  Medicine 
at  UT-Houston  Medical  School,  and 
medical  director  and  chief  of  cardiol- 
ogy at  the  Texas  Heart  Institute. 


Deaths 


Otis  Edward  Cutler,  MD,  63;  Texarkana; 
University  of  Arkansas  for  Medical  Sci- 
ences College  of  Medicine,  1965;  died 
April  3,  1999. 

Richard  C.  Douglas,  MD,  84;  Lubbock; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1938;  died  September  23, 
1999. 

Mervin  Edward  Fatter,  MD,  84;  Austin; 
Tulane  University  School  of  Medicine, 
1938;  died  September  20,  1999. 


INTRODUCING  A WAY  OF  BANKING 
THAT  DOCTORS  CAN  RELATE  TO. 


Sure,  Frost  has  banking  specialists  with  over  90  years  combined  experience  in 
meeting  the  unique  banking  and  investment  needs  of  doctors.  But  it’s  the  honest, 
loyal  and  somewhat  old-fashioned  way  we  do  business  that  really  sets  us  apart.  Call 
our  Healthcare  Financial  Services  Group  at  1-800-562-6732  to  see  for  yourself. 


Frost  Bank 


WE’RE  FROM  HERE. 


AUSTIN  • BOERNE  • CORPUS  CHRISTI  • DALLAS  • FORT  WORTH  • HOUSTON 
MCALLEN  • NEW  BRAUNFELS  • SAN  ANTONIO  • SAN  MARCOS 


Tel  800.880.1300 
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Pi'ei  vnting  heart  & brain  aUack 


Project  WAlCH  , a new  cardiovaaculiu'  disease  luici 
stroke  prevention  education  progr;un,  aims  to  knock 
tlie  No.  1 and  No.  3 killers  of  Texiuis  off  the  chaits. 

For  more  information,  call  (800)  880-1300, 
ext.  1382,  or  (512)  370-1382;  or  e-mail 
watch@texmed,org. 
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John  F.  Gillespie 

Attorney  at  Law 

Board  Certified,  Administrative  Law, 
Texas  Board  of  Legal  Specialization 


WORKERS  COMPENSATION 

TWCC  Audits  • Medical  Benefit  Disputes 
Approved  & Designated  Doctor  Qualifications 
Defense  of  Compliance  & Practices  Charges 

Practice  Formation  & Management 
Employment  & Services  Contracts 
Staff  Privileges  & Peer  Review 
Managed  Care  & Other  Insurance 
Medical  Records  • OSHA  Compliance 
State  Board  Licensure  & Discipline 
Professional  Liability  & Litigation 

General  Legal  Matters  including... 

Wills,  Trusts  & Estates  • Consumer  Law 
Divorce,  Child  Custody  & Support  • Criminal  Law 


X 


GILLESPIE  & ASSOCIATES  pc 

106  East  Sixth  Street,  Suite  900  • Austin,  Texas  78701 
(512) 322-3969 




People 


Lewis  Woron  Leskin,  MD,  86;  Waco; 
University  of  Maryland  School  of  Med- 
icine, 1937;  died  September  23,  1999. 

Henry  E.  Martinez,  MD,  69;  Amarillo;  In- 
diana University  School  of  Medicine, 
1956;  died  September  28,  1999. 

James  Elisha  McLaughlin,  MD,  65;i 
Groves;  Tulane  University  School  of  Med-’ 
icine,  1958;  died  September  15,  1999. 

John  Howard  O'Donnell,  MD,  49;  Hous-' 
ton;  The  University  of  Texas-Houston 
Medical  School,  1974;  died  September 
14,  1999. 

Morris  Sanders,  MD,  74;  Dallas;  Univer- 
sity of  Chicago  Medical  School,  1952; 
died  September  15,  1999. 

Jack  Quimby  Sloan,  MD,  80;  Waco;  Tu- 
lane University  College  of  Medicine, 
1944;  died  September  3,  1999. 

George  Warren  Thomson,  MD,  78;  Fair 
Oaks  Ranch;  University  of  Chicago 
School  of  Medicine,  1951;  died  July 
18,  1999. 

Norman  Terry  Tompkins,  MD,  66; 

Gainesville;  Louisiana  State  University 
School  of  Medicine  in  New  Orleans, 
1959;  died  October  2,  1999. 

Edward  White,  Jr,  MD,  73;  Dallas;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1953;  died  August  30,  1999. 

James  Pitchford  Wills,  Jr,  MD,  65;  Beau- 
mont; Louisiana  State  University 
School  of  Medicine  in  New  Orleans, 
1962;  died  June  4,  1999. 

Rudolph  Felix  Zepeda,  MD,  83;  Houston; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1941;  died  September 
21,  1999. 
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Plain  talk  about  a simple  problem:  being  sure  you’ll  be 
paid  for  your  Medicare  claims  after  January  1,  2000. 
Medicare  is  ready  for  Y2K.  Are  you?  We  know  you’ll  still 
be  treating  patients  as  always:  Y2K  won’t  change  that. 
But  you  should  test  your  billing  systems  with  Medicare 
and  other  payers.  You  should  prepare  for  any  and  all 
contingencies.  We’re  ready  to  pay  you — but  you  have  to 
do  your  part,  too.  Questions?  Call  us. 

For  information  and  Y2K  resources,  call  1-800-958-4232 

or  visit  www.hcfa.gov/y2k 

Medicare  is  Y2K  ready.  Are  you? 


!l  800.880.1300 
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When  you  or  your  patient 
press  that  computer  key- 
pad button  to  transmit 
medical  information  over 
the  Internet,  do  either  of 
you  really  know  who  else 
might  see  it?  At  this 
point,  the  answer  is  no. 
With  the  use  of  the  Internet  in 
health  care  exploding  almost  exponen- 
tially, the  need  for  secure  transactions 
is  becoming  vital.  That’s  why  the  Amer- 
ican Medical  Association  is  working 
with  the  Intel  Corporation  to  develop  a 
new  electronic  credential  to  protect  the 
privacy  of  physicians  and  patients 
when  they  use  the  Internet  to  send  and 
receive  medical  information. 

Digital  credentials  — which  uniquely 
identify  individuals  over  the  Internet  — 
will  be  issued  to  physicians  early  next 
year,  providing  a more  reliable  authenti- 
cator than  a password  for  secure  Inter- 
net transactions.  Testing  of  a prototype 
for  physicians  began  in  October. 

The  credential  will  allow  physicians 
to  take  advantage  of  online  physician 
services  that  require  identity  authenti- 
cation. It  also  will  be  recognized  by  par- 
ticipating consumer  health  care-related 
companies  that  wish  to  offer  trusted 
doctor-patient  interactions  online. 


The  authentication  service  an- 
nouncement was  made  in  October  at  In- 
ternet Health  Day  II  in  New  York  City, 
created  by  Intel  and  sponsored  by  AMA. 
Intel  and  AMA  are  working  with  physi- 
cians and  health  care  industry  leaders  to 
explore  how  the  Internet  is  impacting 


the  practice  of  medicine  and  changing 
the  way  consumers  access  health  infor- 
mation, products,  and  services.  (See  “In- 
ternet: Get  On  or  Get  Out,”  November 
1999  Texas  Medicine,  p 18.) 

At  the  same  time,  Healtheon/WebMD 
announced  it  would  accept  the  AMA 
physician  credential  to  allow  secure  on- 
line transactions  between  physicians  and 
service  providers  such  as  hospitals,  labs, 
and  pharmacies.  And,  MedQuist  an- 
nounced it  will  accept  the  credential  to 
provide  physicians  and  hospitals  with 
the  ability  to  store  and  retrieve  patient 
charts  over  secure  Internet  connections. 

In  working  with  AMA,  Intel  has 


launched  a new  business  known  as  In- 
ternet Authentication  Services  (LAS).  It 
develops  and  operates  authentication 
services  for  associations,  organizations, 
and  e-Health  sites  that  want  to  offer 
branded  e-Health  credentials  to  their 
users.  IAS  enables  remote  credential  re- 


trieval when  users  need  access  from  a 
different  computer  and  performs  main- 
tenance to  keep  the  credentials  current. 
It  does  not  collect,  store,  or  manage 
health  care  information,  and  e-Health 
sites  do  not  access  the  credential  user’s 
security  information. 

“The  potential  for  the  Internet  to  be 
used  to  obtain  lab  results,  send  pre- 
scriptions to  pharmacies,  and  receive 
patient  files  makes  it  vitally  important 
that  systems  are  in  place  to  ensure  that 
the  patient’s  privacy  and  confidential- 
ity are  protected,”  said  Richard  Gorlin, 
MD,  speaker  of  the  AMA  House  of  Del- 
egates. “By  authenticating  the  identity 


With  the  use  of  the  Internet  in  health  care 
exploding  almost  exponentially,  the  need  for 
secure  transactions  is  becoming  vital. 
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of  the  physician  and  ensuring  the  pri- 
vacy of  the  patient,  you  enable  a wide 
rvariety  of  routine  medical  transactions 
to  occur  online,  benefiting  busy  physi- 
cians  and  enabling  better  patient  care.” 

■ Dr  Gorlin  predicted  that  in  the  next 
j decade,  “physicians  will  routinely  navi- 
j gate  cyberspace  with  important  infor- 
mation about  patients  and  their  care  — 
and  the  AMA  needs  to  take  the  lead 

j role  in  determining  how  best  to  do  that 
j securely.  By  working  with  Intel  to  de- 
! liver  AMA  physician  credentials,  the 
j AMA  is  anticipating  the  needs  of  our 
j patients  and  our  members,  and  rising 
] to  meet  those  needs.” 
i Ronald  J.  Whittier,  senior  vice  presi- 
dent and  general  manager  of  Intel  Con- 
tent Services,  said,  “Making  the  Web  a 
more  trusted  place  is  key  to  helping  the 
health  care  industry  move  to  the  Inter- 
net. We  are  enabling  a new  level  of 
trust  for  e-Health  services  that  can 
; make  doctors  more  efficient,  reduce 
health  care  costs,  and  improve  patient 
: satisfaction  and  care.” 

J AMA’s  decision  to  provide  digital  cre- 
i dentials  is  an  outgrowth  of  the  “Elec- 
, tronic  Data  Interchange  Report”  issued 
' by  the  AMA  Council  on  Medical  Service 
in  1998.  The  council  recommended  that 
AMA  establish  consensus  for  electronic 
j storage  and  transmission  of  medical 
’ records  to  protect  patient  privacy. 

In  a related  development,  AMA  an- 
nounced that  it  was  joining  with  six 
national  physician  associations  to 
i'  launch  a health  information  and  com- 
munication site  on  the  Internet.  The 
I site,  www.medem.com,  will  be  avail- 
able early  next  year, 
i Joining  AMA  in  establishing  the  site 
I are  the  American  Academy  of  Ophthal- 
ij  mology,  American  Academy  of  Pedi- 
jl  atrics,  American  College  of  Allergy, 

■ Asthma  and  Immunology,  American 
, College  of  Obstetricians  and  Gynecolo- 
' gists,  American  Psychiatric  Associa- 
tion, and  the  American  Society  of 
Plastic  and  Reconstructive  Surgeons. 

The  site  will  provide  patients  with 
the  most  credible,  trustworthy,  and 
high-quality  information  on  the  Inter- 
I net,  says  AMA  Trustee  William  H.  Ma- 
' hood,  MD.  Patients  and  physicians  will 

■ be  able  to  communicate  with  each  other 
i confidentially  through  the  Web  site.  ★ 


PROJECT  WATCH 
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Help  your  patients 
WATCH  their  hearts 


It  may  seem  like  a daunting  task  to 
convince  patients  to  make  real 
changes  in  behaviors  that  are  put- 
ting them  at  risk  for  heart  disease 
or  stroke.  But  patients  will  listen 
if  physicians  demonstrate  a sincere 
concern  for  their  patients. 

“The  key  to  getting  any  patient  to 
change  his  or  her  behaviors  is  having 
the  patient  trust  the  physician  and  de- 
veloping that  good  doctor-patient  rela- 
tionship so  that  the  patient  knows  the 
physician  really  is  concerned  about 
that  individual’s  health,”  said  TMA 
President-Elect  J.  James  Rohack,  MD. 
Advice  on  smoking,  obesity,  lack  of  ex- 
ercise, or  other  risky  behaviors  will 
simply  “go  over  the  patient’s  head”  if  it 
is  delivered  in  a way  that  gives  the  ap- 
pearance “that  one  really  isn’t  compas- 
sionately concerned  about  the 
individual’s  health,”  he  said. 

The  Temple  cardiologist  joined 
TMA  President  Alan  C.  Baum,  MD,  in 
unveiling  Project  WATCH  at  TMA’s 
Fall  Conference  in  September.  Project 
WATCH  is  a heart  disease  and  stroke 
prevention  education  initiative  that 
focuses  on  ±e  risk  factors  of  weight, 


activity,  tobacco,  cholesterol,  and 
high  blood  pressure. 

Here  are  a few  techniques  Dr  Ro- 
hack uses  to  help  patients  alter  their 
risky  lifestyles: 

• Urge  patients  to  increase  their  ex- 
ercise by  building  workout  time 
into  their  schedules.  Thirty  min- 
utes of  aerobic  activity  three  times 
a week  is  not  a big  commitment, 
but  Dr  Rohack  says  patients  have 
to  make  it  part  of  their  routine  — 
even  block  off  the  time  like  they 
would  for  an  appointment. 

• Ask  smokers  to  take  the  amount 
of  money  they  spend  on  cigarettes 
every  day  and  throw  it  into  a jar. 
Then,  take  a look  everyday  at 
how  much  money  they  could  save 
by  quitting  or  reducing  this  habit. 

• If  smokers  can’t  quit  “cold  turkey,” 
suggest  they  reduce  the  number 
of  cigarettes  they  smoke  normally 
by  one  a day  until  they  can  quit 
altogether. 

• Finally,  don’t  forget  the  follow- 
up. Periodically  check  cholesterol 
levels.  Challenge  patients  who 
continue  to  smoke  or  congratu- 
late them  if  they’ve  cut  back  or 
done  a better  job  of  controlling 
their  weight. 

“While  we  don’t  push  the  patients 
over  the  edge,  we  do  continually  re- 
mind them  of  the  anticipated  out- 
come if  they  don’t  make  a 
behavioral  change,”  Dr  Rohack  said. 
“The  important  message  I want 
them  to  hear  is  that  they  can  reverse 
heart  disease  that  has  already  devel- 
oped or  prevent  it  from  occurring  in 
the  first  place,  but  it  is  something 
that  one  has  to  be  committed  to.”  ★ 


“The  key  to  getting  any  patient  to  change  his  or  her 
behaviors  is  having  the  patient  trust  the  physician  and 
developing  that  good  doctor-patient  re  ationship.” 
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The  Internet  holds  a world  of  information  about  the  infamous  year 

2000  (Y2K)  bug  and  its  potential  problems.  This  month's  “Med- 

Bytes"  offers  some  sites  that  give  practical  information  for  deal- 
ing withY2K  problems  in  health  care  and  other  industries. 

Health  care  Y2K  sites: 

* American  Medical  Association  (www.ama-assn.org/not- 
mo/y2k/):  Designed  to  prepare  physicians  for  Y2K,  the  AMA 
site  contains  frequently  asked  questions  about  the  millennium 
bug  and  a solution  center. 

* Healthcare's  Year  2000  Information  Clearinghouse  (www. 
rx2000.org):  You  can  join  aY2K  health  care  discussion  forum, 
check  out  the  latest  schedule  for  the  Healthcare  Year  2000  Spe- 
cial Interest  Group,  and  explore  the  section  titled  “Year  2000 
Self  Help  for  Health  Care  Organizations"  on  this  site. 

• Health  Care  Financing  Administration  (HCFA)  (www. 
hcfa.gov/y2k/):  This  site  provides  Y2K-related  advice  from 
HCFA,  including  steps  you  need  to  take  to  get  ready  for  the  mil- 
lennium, and  Medicare-,  Medicaid-,  and  managed  care-related 
information. 

* American  Hospital  Association  (AHA)  (www.aha.org/ 
y2k/lntro.html):This  site  shows  the  results  of  an  informal  sur- 
vey conducted  this  summer  on  how  prepared  AHA  members 
are  for  the  turn  of  the  century. 

Other  Y2K  sites  of  interest: 

• AutoTester  Inc  (www.autotester.com):  On  this  site,  you 
can  explore  automated  testing  solutions  to  reduce  the  amount 
of  time  and  resources  required  to  make  sure  your  systems  work 
for  the  millennium. 

• Comlinks.com  (www.comlinks.com):  Hosted  by  Alan 
Simpson,  a leading  spokesman  on  international  year  2000  is- 
sues since  1995,  the  Comlinks  site  housesY2K  frequently  asked 
questions  and  press  coverage  summaries. 


• DFW  (Dallas-Fort  Worth)  Prep  2000  (www.dfwdama.org/ 
html/prep2000.html):  DFW's  Data  Management  Association 
offers  examples  of  how  Texas  companies  are  dealing  with  the 
Y2K  problem,  as  well  as  a calendar  of  the  group’s  year  2000 
meetings  on  this  site. 

• The  GartnerGroup  (gartner5.gartnerweb.com/gg/static/ 
itjournal/testimonyl.html):  Learn  how  the  GartnerGroup  is 
helping  Congress  tackle  the  year  2000  bug  with  this  Web  report. 

• Small  Business  Administration  (SBA)  (www.sba.gov/y2k/): 
Visit  this  site  to  check  out  the  SBA's  "Y2K  jumpstart  kit.” 

• Westergaard  Year  2000  (www.wbn.com/y2ktimebomb/ 
index. htm):You  can  register  for  aY2K  daily  e-mail  alert  and  ex- 
plore the  millennium  bug's  effects  on  the  economy  and  tech- 
nology on  Westergaard's  site. 

• The  Y2K  Law  Site  (www.y2k.com):  This  site  has  been  ex- 
amining the  legal  ramifications  of  the  Y2K  problem  since  1996. 

• Year  2000  Information  Center  (www.year2000.com):  Y2K 
wire  reports,  conferences,  products,  tips,  links,  cartoons,  and 
even  stocks  pop  up  on  this  Web  site. 

• ZDNet  Y2K  Survival  Kit  Column  (www.zdnet.com/ 
anchordesk/story/story_2318.html):  Jesse  Berst,  editorial 
director  of  the  ZDNet  AnchorDesk,  takes  you  through  his  best 
Y2K  tips  and  provides  moreY2K  links. 

TMA's  Cyber  Sweepstakes  hits  December 

Be  sure  to  drop  by  theTMA  Web  site  at  www.texmed.org  before 
December  31  to  sign  up  forTMA's  latest  Cyber  Sweepstakes. TMA 
members  who  provide  or  confirm  their  e-mail  addresses  through 
the  "Members  Only”  section  before  the  end  of  this  month  are  en- 
tered automatically  to  win  a Palm  V ultrathin  organizer  with  razor- 
sharp  LCD  screen.  Your  e-mail  address  will  be  used  to  contact  you 
with  breaking  health  care  news. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  theTMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  jennifer_o@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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TMA  physician  survey 
scheduled  for  January 
|,  ■■■■  — 

Want  to  express  your  opinion 
on  the  state  of  health  care? 
You  may  get  the  chance  next 
month  when  the  Texas  Med- 
ical Association  condticts  its 
biennial  survey  of  physicians, 
i A random  sample  of  physicians  will 
be  selected  by  TMA  staff  this  month  to 
i receive  a letter  notifying  them  that  they 
■are  on  the  list  of  possible  survey  partic- 
lipants.  Then,  in  January,  600  physi- 
|cians  on  the  list  will  be  asked  to 
; participate  in  a 20-minute  telephone 
interview  conducted  by  a survey  firm. 

Donna  Kinney,  manager  of  regulatory 
'analysis  and  advocacy  for  TMA,  urges 
physicians  to  participate  in  the  survey  if 
they  are  contacted.  She  says  the  year 
j 2000  survey  is  the  latest  in  a biennial  se- 
ll ties  allowing  TMA  to  track  trends  in  ar- 
i;eas  such  as  a continuing  decline  of 
I;  physicians  in  solo  practice,  problems 
with  patient  access  to  care,  and  the  ex- 
tent of  charity  care  and  bad  debt. 

||  Data  gained  from  previous  surveys 
i have  been  used  to  document  the  need  for 
I managed  care  reforms,  to  assist  TMA  in 
{providing  information  to  the  US  Depart- 
! ment  of  Justice  on  the  Aetna/Prudential 
{merger,  and  to  document  third-party 
! payer  problems.  The  information  also 
I has  been  used  in  other  legislative  lobby- 
, ing  and  payment  advocacy  efforts  on  be- 
I half  of  physicians  and  patients.  ★ 

i 

; POEP  cancer  education 
i scholarships  available 


If  you’re  a medical  student  wanting  to 
attend  a cancer  education  conference 
but  find  yourself  short  on  cash,  TMA’s 
Physician  Oncology  Education  Pro- 
gram (POEP)  has  the  answer.  POEP 
: offers  a limited  number  of  scholarships 
I of  up  to  $500  each  to  reimburse  you  for 
; travel  and  registration  expenses. 

More  than  30  students  took  advan- 
I tage  of  the  program  between  August 
I 1998  and  this  past  August. 

Scholarship  applicants  should  be  in- 
' terested  in  primary  care  and  be  in  good 
academic  standing. 

I POEP  can  provide  a list  of  approved 


programs,  or  you  may  apply  to  tittend  a 
[rrogrtim  of  your  choice.  Ctmcer  preven- 
tion, screening,  and  early  detection  must 
comprise  about  half  the  conference. 
Conference  coordinators  interested  in 
adding  their  programs  to  the  POEP  list  of 
approved  programs  should  submit  a con- 
feretice  outline  for  review.  Outlines  can 
be  submitted  by  fax  at  (512)  370-1693 
or  by  e-mail  at  poep@texmed.org. 

Scholarship  applications  are  avail- 
able at  www.poep.org  or  from  the 
POEP  office  staff. 

Eor  more  information,  call  (800) 
880-1300,  ext  1672,  or  (512)  370-1672; 
or  e-mail  poep@texmed.org.  ★ 


TMA  WINTER 
CONfCRENCE 


Winter  conference  to  explore 
keeping  medicine  relevant 


Mark  your  calendars  and  make 
plans  to  attend  the  TMA  Winter 
Conference  Eebruary  26,  2000,  at 
the  Renaissance  Austin  Hotel. 
“Medicine’s  Relevance  in  the  21st 
Century”  will  be  the  conference  theme. 

Among  the  scheduled  speakers  is 
John  A.  Daly,  PhD,  Carter  Professor  of 
Communications  and  Management  at 
The  University  of  Texas  at  Austin. 

Also  scheduled  are  meetings  of  TMA 
committees,  councils,  and  boards,  and 
the  TMA  Strategic  Planning  Session. 

Eor  more  information,  call  Amy  Ed- 
wards at  (800)  880-1300,  ext  1346,  or 
(512)  370-1346;  or  e-mail  amy_e@ 
texmed.org.  ★ 


TMA  switchboard 

(800)  880-1300 
Impaired  Physicians 
(800)  880-1640 
Insurance 
(800)  880-8181 
Loans 

(800)  880-2828 
TEXPAC 

(800)  880-1300,  ext  1362 

TMA  Physician  Services 

(800)  523-8776 

General  Information 
info@texmed.org 
Continuing  Medical  Education 
cme@texmed.org 
Interspecialty  Society  Committee 
isc@texmed.org 
Medical  Education 
meded@texmed.org 
Member  Services 
memberservices@texmed.org 
Meeting  Management 
meetings@texmed.org 
Physician  Oncology 
Education  Program 
poep@texmed.org 
Sneak  Preview 
sneakpreview@texmed.org 
Specialty  Societies 
ssms@texmed.org 
TMA  Alliance 
tmaa@texmed.org 
TMA  Bookstore 
bookstore@texmed.org 
TMA  Library 

tma_library@texmed.org 
TMA  Physician  Services 
physician_services@texmed.org 
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Physician  group  to  fine 
members  for  lengthy 
hospital  stays 


A physician  group  in  Cambridge, 
Mass,  has  come  up  with  a novel 
way  to  keep  its  patients  from  stay- 
ing in  the  hospital  too  long.  Ac- 
cording to  the  Boston  Globe,  the 
350-physician  Mount  Auburn  Cam- 
bridge Independent  Practice  Association 
Inc  has  decided  to  fine  its  members  $250 
a day  for  each  day  of  a patient’s  hospital 
stay  that  is  deemed  unnecessary. 

According  to  an  internal  memo  ob- 
tained by  the  Globe,  hospital  admissions 
will  be  examined  by  case  managers  to 
identify  unnecessarily  long  hospital  stays. 
Disputes  between  physicians  and  case 
managers  will  be  decided  by  a committee 
of  12  doctors  in  the  physician  group. 

Physicians  in  the  group  who  oppose 
the  policy  say  it  is  too  punitive  and  could 
lead  to  denial  of  necessary  medical  care. 

The  Massachusetts  Medical  Society 
and  the  American  Medical  Association 
also  oppose  the  policy.  ★ 


TMA  seeks  nominees  for 
science  teaching  award 


January  31  is  the  deadline  to  sub- 
mit nominations  for  the  Excel- 
lence in  Science  Teaching  Awards, 
established  by  the  Texas  Medical 
Association  in  1990  to  recognize 
Texas  teachers  who  inspire  future  scien- 
tists and  physicians  and  who  promote 
scientific  literacy  and  education. 

Elementary,  junior  high,  and  high 
school  science  teachers  are  eligible. 
Each  level  provides  a first  place  award 
of  $1,000  and  a merit  award  of  $500. 
In  addition,  a $5,000  grant  funded  by 
Shell  Oil  Company  Foundation  will  be 
awarded  to  each  first  place  winner’s 
school. 

First  place  winners  will  be  recog- 
nized during  the  opening  session  of  the 
TMA  House  of  Delegates  at  TexMed 
2000  in  San  Antonio. 

Winners  are  selected  for  their  inno- 
vative approaches  to  teaching  science, 
evidence  of  continued  professional 
growth,  and  their  reputation  among 


their  peers.  County  medical  societies, 
TMA  Alliance  members,  school  princi- 
pals, superintendents,  and  PTA/PTO 
presidents  may  nominate  an  eligible 
teacher  for  the  award. 

Nomination  forms  are  available  on 
the  TMA  Web  site  at  www.texmed.org 
under  “Health  & Science”  and  by  mail 
or  fax.  For  more  information,  contact 
Jill  Aslakson  at  (800)  880-1300,  ext 
1412,  or  (512)  370-1412;  or  e-mail 
jill_a@texmed.org.  ★ 


Harris  Methodist  settles 
drug  limits  lawsuit 


A $4.7  million  settlement  has  been 
reached  in  a class  action  lawsuit 
by  patients  who  sued  the  Fort 
Worth-based  Harris  Methodist 
Health  Plan  because  it  did  not 
disclose  the  prescription  limits  it  placed 
on  physicians. 

Critics  claimed  the  spending  limits 
imposed  by  Harris  Methodist  forced 
physicians  to  consider  their  own  finan- 
cial welfare  before  writing  prescrip- 
tions. A Fort  Worth  physician  group 
sued  Harris  Methodist  over  its  prescrip- 
tion policy  in  1997.  (See  “Cowtown 
Showdown,”  April  1998  Texas  Medicine, 
pp  38-41.)  The  physicians  accused  Har- 
ris Methodist  of  violating  a 1997  state 
law  — which  TMA  was  instrumental  in 
passing  — that  prohibits  financial 
arrangements  that  lead  to  the  limiting 
of  medically  necessary  care.  A settle- 
ment, in  which  Harris  Methodist  agreed 
to  increase  physicians’  pharmacy  budg- 
ets, was  reached  in  that  case  as  well. 

The  Dallas  Morning  News  reports  the 
settlement  is  believed  to  be  the  first 
case  where  uninjured  patients  will  re- 
cover money  because  their  health 
maintenance  organization  (HMO) 
failed  to  disclose  such  incentives.  Mem- 
bers of  the  health  plan  between  Octo- 
ber 1995  through  May  1998  will  be 
eligible  to  receive  up  to  $50  each. 

“Hopefully,  this  will  keep  other 
HMOs  from  misleading  patients,” 
George  Parker  Young,  JD,  the  plaintiffs’ 
attorney,  told  the  Morning  News. 

Harris  Methodist  had  no  comment.  ★ 


Benevolent  fund  helps 
physicians  and  families 


Physicians,  by  training  and  in- 
clination, help  people  in  need. 
But  what  happens  when  the 
physician  or  his  or  her  family 
needs  help?  That’s  where  the 
Texas  Medical  Association’s  Physi- 
cians Benevolent  Fund  comes  in. 

The  fund  was  established  in  1961 
with  a $2,500  donation  from  the 
late  May  Owen,  MD,  a Fort  Worth 
pathologist  and  past  president  of 
TMA.  It  assists  destitute  physicians 
and  their  families  — both  young 
and  old  — who  are  unable  to  work, 
and  widows  and  dependents  when 
they  are  left  without  adequate 
means  of  support. 

The  fund  is  managed  by  the  TMA 
Board  of  Trustees,  with  guidance 
from  the  Joint  Committee  on  Physi- 
cians Benevolent  Fund  of  Texas 
Medical  Association  and  Alliance. 

The  Physicians  Benevolent  Fund 
has  provided  more  than  $2.6  million 


in  assistance  to  more  than  500 
physicians  and  their  families. 

“We  would  like  to  thank  you  for 
providing  help  to  Mother  when  she 
really  needed  it.  Thanks  to  your 
generosity,  she  was  able  to  live  her 
declining  years  with  some  pride  and 
excellent  care,”  a relative  of  a fund 
recipient  wrote. 

“The  Texas  Medical  Association 
has  been  an  angel  to  my  dad,”  an- 
other testimonial  said.  “It  is  difficult 
to  describe  my  heart  to  you  — but  it 
beats  with  love  and  eternal  grati- 
tude for  the  generous  checks  and 
consideration  that  is  bestowed  to 
my  beloved  dad.” 

The  fund  is  financed  through  vol- 
untary, tax-deductible  donations 
from  physicians  and  their  spouses. 
Many  contributors  do  so  through 
memorial  gifts  and  codicils  in  wills. 

For  more  information  about  the 
fund,  call  (800)  880-1300,  ext  1470, 
or  (512)  370-1470;  or  e-mail  sharon_ 
g@texmed.  org.  ★ 
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<^etna  to  physicians: 
Aie  love  you  guys 


Declaring  that  only  a “vocal  minor- 
ity” of  physicians  are  displeased 
with  its  actions,  Aetna  US  1 lealth- 
care  has  created  a unit  dedicated 
to  building  relationships  with  the 
inore  than  250,000  physicians  in  its 
Network.  John  T.  Kelly,  MD,  PhD,  will 

I head  the  unit  and  report  directly  to 
.'ompany  president  Michael  J.  Cardillo. 

“Dr  Kelly’s  mission  will  be  to  create 
strong,  effective,  and  lasting  relation- 
ships with  physicians  based  on  mutual 
hespect  and  a shared  commitment  to 
' high-quality,  affordable  health  care,”  Mr 
Cardillo  said  in  a news  release.  “He  will 
'work  closely  with  Aetna  US  Healthcare 
medical  directors  and  participating 
physicians  to  enhance  communications 
and  identify  ways  to  improve  the  effec- 
itiveness  of  our  physician  relations.” 

■ Among  other  things,  the  physician 
■relations  unit  will  act  as  a liaison  to 
I physician  organizations  and  physician 
'publications.  The  unit’s  initial  focus  will 
I be  to  improve  quality  and  enhance  the 
I use  of  technology  within  the  company’s 
network  of  participating  physicians, 
j “The  vast  majority  of  our  relation- 
' ships  with  providers  are  positive,  but 
there  clearly  has  been  a vocal  minority 
[of  physicians  who  have  concerns,”  said 
[Arthur  Leibowitz,  MD,  chief  medical 
officer  for  Aetna.  “It  simply  made  sense 
to  us  to  create  a separate  organization 
that  does  nothing  but  focus  on  provider 
relationships.” 

Dr  Kelly,  the  former  director  of  the 
AMA  Office  of  Quality  and  Utilization 
Management,  said  Aetna  is  “committed 
to  expanding  our  communication  with 
physicians  to  see  how  we  can  address 
their  concerns.  We  are  also  examining 
our  processes  to  ease  the  administra- 
tive burden  for  physicians.”  ★ 


I 
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By  Laura  Albrecht 


The  following  is  a collection  of  current  consumer  magazine  articles  that  feature  health 
and  medical  information  that  your  patients  may  read  and  ask  you  about.  Send  your  sug- 
gestions and  comments  to  Laura  J.  Albrecht,  Texas  Medicine,  401  W 15th  St,  Austin, TX 
78701;  or  e-mail  laura„a@texmed.org. 

“LISA  WAITS  FOR  A HEART."The  editor's  note  on  this  special  report  on  organ  pro- 
curement and  transplantation  says  it  best:  “By  the  time  this  day  is  over,  12  Americans 
waiting  for  organ  transplants  will  die."  Life,  11/99 

“RELIEF  FOR  Rx  BLUES.”  A step-by-step  guide  to  drug  stores  online  and  down  the 
street  and  comparisons  on  where  to  get  the  best  deal  for  your  drug  buck  are  provided. 
Consumer  Reports,  10/99 

“LOG-ON  A DAY  KEEPSTHE  DOCTOR  AWAY."  An  Internet  service  monitors  the 
conditions  of  patients  at  home  and  delivers  medical  information  to  doctors  via  the  Web. 
US  News  & Worici  Report,  10/99 

“THE  SCARY  NEW  PARTY  PILL.”  No  calories  and  no  hangovers,  but  it's  deadly. 
Nearly  1.8  million  women  between  the  ages  of  20  and  34  are  using  prescription  drugs  for 
recreational  purposes.  Cosmopoiitan,  10/99 

“I  OWE  MY  LIFE  TO  CANCER.”  Lance  Armstrong  describes  his  life  as  a cancer  sur- 
vivor and  how  the  deadly  disease  made  him  a different  person.  Bicycling,  11/99 

“DOWN-THERE  HEALTH  SCARE.  . . DOCTORS  ELIMINATE  YOUR  EVERY 
BELOW-THE-BELT  PANTY  PANIC.”  Fibroids,  AIDS,  birth  control,  yeast  infections. 
Pap  smears,  menstrual  periods,  and  all  those  other  things  that  scare  female  patients 
are  explored.  Glamour,  11/99 

“FOLLOWING  FLOYD.”  Elite  teams  of  physicians  deliver  medical  care  and  hope  to 
victims  who  have  lost  everything  in  the  North  Carolina  floods.  Life,  11/99 

“GOOD  NEWS  ABOUT  BREAST  CANCER.”  The  survival  odds  are  improving  and 
patients  are  having  their  fears  about  breast  cancer  calmed.  Health,  10/99 

“HOW  TO  BEAT  HEART  DISEASE.”  Yes,  even  those  hard-core  runners  face  the 
risks  of  heart  disease. /?t//7ne/''s  l/Ko/'/d,  11/99  . 
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e’re  No.  1 in 
refinery  pollution 


Texas  can  claim  another  first,  but 
you’d  better  forget  tliose  jokes 
about  New  Jersey.  According  to 
the  Environmental  Defense  Fund 
(EDF),  our  23  oil  rebneries  emit 
the  greatest  quantities  of  toxic  pollution 
per  barrel  of  crude  oil  processed,  while 
New  Jersey  refineries  emit  the  lowest. 

Close  behind  Texas  refineries  are  those 
in  Oklahoma,  Montana,  and  Wyoming. 

The  EDF  rankings  are  based  on  pub- 
licly reported  data  on  sulfur  compounds 
that  create  odors  and  cause  acid  rain, 
and  volatile  organic  chemicals  that  con- 
tribute to  the  formation  of  smog. 

The  EDF  state-by-state  rankings  are 
listed  on  its  Web  site  at  www.edf.org/ 
communityguides.  ★ 

TexMed  2000  to  make 
Memorial  Day  memorable 


Make  your  voice  heard  on  impor- 
tant issues  that  affect  you  and 
your  patients,  and  enjoy  the 
many  sights  of  San  Antonio 
during  the  Memorial  Day  week- 
end at  TexMed  2000. 

The  Texas  Medical  Association’s  an- 
nual meeting  will  be  held  at  the  Henry 
B.  Gonzalez  Convention  Center  and  the 
Marriott  Rivercenter  Hotel  May  25-28, 
2000. 

More  than  200  hours  of  Category  1 
continuing  medical  education  will  be 
available.  In  addition,  you’ll  receive 
discounts  on  hotel  rooms  and  tickets  to 
theme  parks. 

Housing  will  be  available  at  the 
Marriott  Rivercenter,  the  Marriott 
Riverwalk,  the  Hilton  Palacio  Del  Rio, 
and  the  Hilton  Plaza.  All  room  reserva- 
tions must  be  made  through  the  San 
Antonio  Convention  and  Visitors  Bu- 
reau’s Housing  Bureau. 

Updated  information  will  be  pro- 
vided on  the  TexMed  2000  Web  site  at 
virtual.texmed.org. 

Check  out  San  Antonio’s  Web  site  at 
www.sanantoniocvb.com,  and  start 
planning  your  trip  to  make  this  Memo- 
rial Day  weekend  one  to  remember.  ★ 


Researchers  atThe  University  ofTexas  Southwestern  Medical  Center  at  Dallas  linked 
an  antibody  to  a toxin,  killing  99%  of  the  human  cells  carrying  a latent  form  of  HIV-1. 
They  targeted  cells  harboring  latent  HIV  by  using  an  immunotoxin  formed  by  joining  a 
monoclonal  antibody  made  up  of  a protein  from  a single  clone  of  cells  and  a subunit  of 
a plant  toxin,  ricin.  Proceedings  of  the  National  Academy  of  Sciences,  10/99 

Contrary  to  conventional  wisdom,  the  brain  may  generate  new  cells  dally,  say  scientists 
at  Princeton  University. Their  research  on  monkeys  shows  that  thousands  of  new  neu- 
rons show  up  in  the  cerebral  cortex  daily.  Science,  10/15/99 

Deaths  from  coronary  artery  disease  appear  to  vary  seasonally,  peaking  in  December 
and  January,  a study  of  220,000  death  certificates  in  Los  Angeles  shows.  Circulation: 
Journal  of  the  American  Heart  Association,  10/12/99 

Children  may  turn  to  smoking  to  lose  weight,  say  researchers  at  Harvard’s  Brigham  and 
Women's  Hospital  in  Boston  who  studied  16,000  children  between  ages  9 and  14.  Girls 
are  twice  as  likely  as  boys  to  try  smoking  to  lose  weight.  Pediatrics,  10/99 


University  ofTennessee  and  St  Jude's  Children’s  Hospital  researchers  predict  that  in- 
dividually customized  drugs  based  on  a patient’s  individual  genome  may  soon  be  avail- 
able. They  say  the  Human  Genome  Project,  functional  genomics,  and  new  screening 
methods  could  lead  to  customized  drugs.  Science,  10/15/99 

Symptoms  of  postural  hypotension  are  exhibited  in  patients  with  carotid  artery  steno- 
sis, according  to  a study  by  researchers  in  London  of  46  patients  between  ages  58  and 
81  with  a history  of  transient  ischemic  attacks.  Journal  of  Neurology,  Neurosurgery  and 
Psychiatry,  10/99 

Two  new  studies  at  Harvard  and  the  Christchurch  School  of  Medicine  in  New  Zealand 
show  homosexual  and  bisexual  men  and  women  are  at  greater  risk  of  suicide  and  other 
mental  health  problems  than  heterosexuals.  Archives  of  General  Psychiatry,  10/99 

Cornell  University  researchers  have  successfully  used  the  Sonic  hedgehog  gene  to 
grow  hair  in  mice.  Next,  they  say,  testing  could  be  done  on  patients  who  have  lost  hair 
during  chemotherapy  treatment  or  on  men  with  male-pattern  baldness.  Journal  of  Clin- 
ical Investigation,  10/99 
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TMA  Speakers’  Bureau  can 
help  with  a cadre  of  physician 
experts  from  across  Texas. 
Topics  cover  a variety  of 
issues,  such  as: 

• recent  legislative  victories 

• rural  health 

• physician  workforce 

• TMA  activities 
•CHIP 

Contact  the  TMA 
Speaker’s  Bureau  at 
(800)  880-1300,  ext.  1375, 
or  (512)  370-1375, 
or  ken_o@texmed.org. 


Mark  J.  Kubala,  MD 


Bobby  Q.  Lanier,  MD 


FREE  TO 

TMA  MEMBERS! 
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TMA  Foundation  elects 
officers  for  1999-2000 


Beaumont  neurosurgeon  Mark 
J.  Kubala,  MD,  a former  TMA 
president,  is  the  new  presi- 
dent of  the  TMA  Foundation 
for  1999-2000.  He  was 
elected  during  the  TMA  Fall  Confer- 
ence in  September. 

Other  new  officers  are  Emily 
Shelton,  Lufkin,  vice  president;  Bev- 
erlee  Herd,  Fort  Worth,  secretary; 


Robert  H.  Emmick,  Jr,  MD 


Greg  Winegardner,  Victoria,  treas- 
urer; and  Bobby  Q.  Lanier,  MD,  Fort 
Worth,  executive  committee  mem- 
ber-at-large. 

Members  of  the  TMA  Foundation 
Board  of  Trustees  are  Drs  Joseph  A. 
Abell,  Robert  Bernstein,  Max  C.  Butler, 
Harry  K.  Davis,  Robert  H.  Emmick,  Jr, 
Laurance  N.  Nickey  Ronald  J.  Pinken- 
burg,  J.  James  Rohack,  Paul  H.  Smith, 
Janet  E.  Squires,  and  Nalin  H.  Tolia; 
Robert  G.  Mickey;  Barbara  Lord 
Watkins;  and  Clarence  H.  Woliver.  ★ 
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PRACTICE  MANAGEMENT 

Your  Future 
Depends 

On  It 

TMA  Physician  Services  can  help  your 
practice  thrive  in  a managed  care  environ- 
ment Utilize  our  expertise  for  the  following 
practice  management  consulting  services: 

> BILLING  AND  COLLECTION  REVIEWS 

> CODING  AUDITS 

> FINANCIAL  ASSESSMENTS 

> OPERATIONAL  REVIEWS 

> MARKETING  STRATEGIES 

> NEW  PRACTICE  START-UPS 

> PERSONNEL  HIRING  AND  TRAINING 

> STRATEGIC  PLANNING 


Tex 


TexasMeclical 

Association 


Physician 

Services 


THIS  IS  THE  NEXT  GENERATION 


OF  TMA  PHYSICIAN  SERVICES. 


To  engage  our  services,  contact 
TMA  Physician  Services 
at  (800)  523-8776,  or 
p hys  id  an  _servi  ces  @texmed.org. 


Med-mal  math 

Recent  trends  in  medical  malpractice  liability  are  sending  mixed  signals 


Regan  Dunnick 


Nineteen  ninety-five’s  medical  lia- 
bility tort  reforms  were  consid- 
ered a victory  for  Texas  physicians 
(see  “The  Art  of  Compromise,” 
July  1995  Texas  Medicine,  pp 
12-15).  In  fact,  when  you  look  at 
the  substantial  drop  in  claims 
against  physicians  from  mid- 1995  to  the 
beginning  of  1996,  it’s  obvious  the  re- 
forms led  to  an  overall  plaintiffs’  retreat 
(see  accompanying  chart).  But  now,  by 
some  accounts,  those  numbers  are  once 
again  on  the  rise.  It  could  be  just  the  up- 
swing of  the  naturally  cyclical  course  of 
medical  liability  insurance,  or  it  could 
mean  the  beginning  of  a backlash.  Either 
way,  insurance  carriers  are  battening 
down  the  hatches,  which  may  mean  an 
increase  in  your  premiums.  >►  > 


By  Monica  Maldonado,  Associate  editor 
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In  Texas,  current  premiums  are  a by- 
jijroduct  of  the  1995  reforms,  of  which 
I the  main  goal  was  to  reduce  the  num- 
ner  of  claims  against  Texas  doctors. 
That  effort  worked.  Figures  from  the 
Texas  State  Board  of  Medical  Examin- 
ers (TSBME)  show  that  the  number  of 
liability  claims  filed  (referred  to  as  “fre- 
,'quency”)  dropped  35%  in  1996  and 
:hen  another  12%  in  1997. 

But  by  1998,  those  numbers  began 
i :o  creep  up,  a red  flag  to  some  medical 
1 malpractice  insurance  carriers  that 
: they  may  have  to  raise  premiums.  Car- 
i tiers  also  worry  about  the  seeming  in- 
crease in  the  amount  paid  to  settle  or 
iclose  claims  (referred  to  as  “severity”). 
Because  so  many  cases  are  pending  and 
the  amounts  paid  per  claim  are  difficult 
'to  monitor  in  the  first  place,  looking  at 
average  dollar  amounts  year  to  year  is 
I not  very  useful,  but  the  industry  agrees 
(that  it  costs  more  today  to  close  a claim 
iJthan  it  did  4 years  ago. 

Kenneth  McDaniel,  of  the  Texas  De- 
li partment  of  Insurance  (TDI)  Profes- 
: sional  Liability  Department,  says  that 
I gauging  the  genesis  and  effect  of  claims 
H filed  now  is  difficult  because  the  entire 
process,  from  initial  investigation  to  set- 
j dement  or  award  of  damages,  can  take 
i!up  to  5 years.  But  predictions  can  be 
'imade.  Before  any  medical  malpractice 
j insurance  carriers  start  reactionary  pre- 
mium pricing,  though,  Texas  Medical 
[Association  staff  members  began  talk- 
i ing  to  some  of  the  larger  companies 
I about  the  need  for  an  independent 
I study  of  liability  data  to  quantify 
i|  changes  in  frequency  and  severity,  and 
to  identify  ways  to  address  these 
I changes.  If  a problem  exists,  TMA  also 
j will  begin  looking  at  possible  solutions. 

Recent  med-mal  history 

Two  requirements  of  the  1995  tort  re- 
forms had  a huge  effect  on  the  fre- 
,|  quency  and  severity  of  medical 
I malpractice  claims.  To  reduce  frivolous 
‘ claims,  the  law  allows  judges  to  require 
I plaintiffs  to  post  a cost  bond  of  $5,000 
I per  defendant  or  to  submit  an  expert’s 
' report  outlining  the  merits  of  the  case 
■ within  90  days  of  filing  the  suit.  Previ- 
I ously,  it  was  regular  practice  for  the 
i plaintiff’s  attorney  to  pay  $2,000  per 
: case  and  list  every  health  care  provider 
and  physician  involved  with  the  pa- 

I Tel  800.880.1300 


tient/iilainliff,  says  Mike  Hull,  JD,  an 
Austin  defense  lawyer  who  helped  ne- 
gotiate the  bill  for  I'M  A.  “The  idea  be- 
hind that  legislation  was  to  require  that 
cases  he  reviewed  early,”  he  said,  there- 
fore weeding  out  the  frivolous  ones. 

But  even  after  the  cost  bond  is 
posted,  the  law  requires  the  plaintiff’s 
attorney  to  file  an  expert  witness  report 
within  180  days.  As  a result,  Mr  Hull 
believes  the  quality  of  the  lawsuits  has 
gone  up.  Tommy  Jacks,  JD,  an  Austin 
attorney  and  a former  president  of  the 


Texas  Trial  Lawyers  Association 
(TTLA),  agrees.  “I  get  the  sense  that 
cases  filed  nowadays  include  more 
cases  of  merit,”  Mr  Jacks  said. 

Bob  Fields,  executive  vice  president 
for  claim  operations  at  the  Texas  Med- 
ical Liability  Trust  (TMLT),  disagrees. 
“The  number  of  claims  TMLT  has  closed 
without  indemnity  since  tort  reform  has 
remained  at  about  85%,  the  same  per- 
centage as  before  1995  tort  reform.” 

Besides  these  requirements  for  plain- 
tiffs, a factor  that  also  may  affect  cur- 
rent insurance  premiums  is  imposed 
rate  reductions  enacted  by  the  legisla- 
ture. Because  lawmakers  realized  insur- 
ers could  expect  a drop  in  the  overall 
cost  of  dealing  with  claims,  TDI  was  or- 
dered to  make  sure  those  savings  would 
be  passed  on  to  the  policyholders. 

How  the  imposed  rate  reduction  af- 
fects individual  physicians’  premiums 
varies,  however,  and  some  physicians 
may  not  notice  a change  at  all.  This 
fall,  the  commissioner  of  insurance  an- 
nounced that  premiums  would  be  17% 
higher  if  not  for  the  combination  of  the 
1995  tort  reforms  and  imposed  rate  re- 
ductions, an  effect  limited  to  policy- 
holders with  regulated  carriers,  which 
are  subject  to  the  reduction  require- 
ments. Mr  McDaniel,  of  TDI,  says 
physicians  may  not  notice  these  sav- 
ings because  even  without  the  pre-tort 
reform  claims  surge,  premiums  would 
have  increased  to  adjust  for  inflation. 
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“But  the  savings  au'  there,”  he  assures. 
The  c|uestion  is,  h(.)V/  long  will  it  be  be- 
fore premiums  begin  to  creep  up  agtiin? 

Theories  and  explanations 

Lorn  Gotten,  president  and  chief  execu- 
tive officer  of  TMIT,  which  insures 
more  than  42%,  or  10,000,  of  TMA 
member  physicians,  says  its  data  show 
across-the-board  increases  in  claims, 
and  not  just  in  one  type  of  practice.  “To 
make  matters  worse,  we’re  seeing  the 
severity  of  these  claims  go  up  as  well. 


Back  in  1995,  the  average  cost  we  paid 
to  an  injured  client  was  $135,000.  Cur- 
rently, it’s  up  to  about  $180,000,”  Mr 
Gotten  said. 

“We  think  this  increase  can  be  at- 
tributed to  a failure  of  certain  aspects 
of  the  1995  tort  reforms,”  he  said.  “For 
instance,  we’ve  found  there  are  judges 
around  the  state  waiving  the  cost  bond 
requirement  for  plaintiffs,  which  the 
legislation  left  to  judicial  discretion.” 
Mr  Gotten  believes  this  accounts  for  in- 
creased claims.  “They’re  allowing  some 
frivolous  claims  to  be  filed.  What  we’re 
trying  to  do  now  is  identify  what  other 
issues  are  leading  to  this  increase.” 

But  some  disagree  with  TMLT’s  as- 
sessment. Mr  Jacks,  a plaintiff’s  attor- 
ney, says  he  hasn’t  noticed  an  unusual 
rise  in  claims,  and  adds  it  is  smart  to 
leave  the  plaintiff’s  cost  bond  and  ex- 
pert opinion  requirement  to  the  judge’s 
discretion.  “No  one  intended  that  to  be 
a gotcha,”  he  said.  “You  don’t  want  a 
meritorious  case  being  knocked  out  on 
a technicality.” 

Pending  further  study,  TMA’s  Divi- 
sion of  Medical  Economics  has  its  own 
hypothesis  to  explain  the  rise  in  liabil- 
ity claims  against  physicians.  Part  of 

Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  Infor- 
mation on  selected  topics.  These  articles  are  pub- 
lished with  the  understanding  thatTMA  is  not  engaged 
in  providing  legal  advice.  When  dealing  with  specific 
legal  matters,  readers  should  seek  assistance  from 
their  attorneys. 
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“What  we  have  noticed  is  an  increase  in  severity. 
The  reforms  seem  to  have  eliminated 
some  of  the  more  frivolous  cases.” 


I 


Malpractice  claims 
reported 


1983  1984  1985  1986  1987  1988  1989  1990  1991  1992  1993  1994  1995  1996  1997  1998 

Source;  All  data  derived  from  Texas  State  Board  of  Medical  Examiners  database  or  reports  (data  used  are 
highest  reported  numbers). 


Law 


the  large  increase  can  be  explained  by 
product  liability  cases.  In  the  current 
fen-phen  suit,  the  primary  target  has 
been  the  manufacturer.  Harold  Free- 
man, of  TMA’s  legislative  affairs  staff, 
says  he  is  not  aware  of  any  settlements 
or  judgments  against  physicians.  How- 
ever, he  says  the  insurance  carriers  of 
the  physicians  named  in  the  suit  will 
have  to  pay  litigation  costs. 

Another  explanation  might  be  the 
recent  class  action  suit  in  the  Rio 
Grande  Valley  against  a hospital  for 
representing  that  a cardiovascular  sur- 
geon was  board  certified  when  he  was 
not.  The  surgeon  has  already  been  dis- 
missed, but  about  400  malpractice 
claims  letters  were  sent  to  the  physi- 
cian and  his  partner.  According  to  Mr 
Freeman,  “There  is  some  question  as  to 
the  merit  of  the  claims,  and  it  may  re- 
sult in  indemnity  for  the  physicians. 
The  carrier  is  obligated,  however,  to 
pay  the  defense  costs.”  In  the  mean- 
time, TMA  leaders  have  met  with  Val- 
ley medical  leadership  to  craft  an 
aggressive  response  to  what  Kim  Ross, 
TMA  vice  president  for  public  policy, 
calls  “egregious  lawsuit  abuse.” 

TMA  staff  members  also  are  looking 
at  the  occurrence  of  trial  judges  waiv- 
ing the  cost  bond  and  expert  opinion 
requirements.  A preliminary  analysis 
by  TMA  shows  that  out  of  the  54  cases 
handled  by  one  of  TMLT’s  primary  de- 
fense attorneys,  the  judge  waived  the 
cost  bond  or  expert  opinion  require- 
ment in  only  3.  As  for  severity  of 
claims,  Mr  Freeman  says  TMA  hopes 
the  proposed  data  study  will  reveal  the 
extent  of  the  increase  and  the  causes. 

Mutual  Assurance,  a carrier  based  in 
Birmingham,  Ala,  also  hasn’t  noticed  a 
rise  in  frequency  but  says  this  may  be 
because  it  just  entered  the  Texas  market 
about  the  time  the  reforms  were 
adopted.  “What  we  have  noticed  is  an 
increase  in  severity,”  says  Frank  O’Neil, 
vice  president  of  corporate  communica- 
tions. “The  reforms  seem  to  have  elimi- 
nated some  of  the  more  frivolous  cases.” 

Mr  Hull,  a defense  attorney,  says 
that  was  exactly  the  intent  of  the  provi- 
sion for  an  expert’s  report  and  that  by 
pushing  for  this  tort  reform  legislation, 
physicians  may  have  somewhat  shot 


themselves  in  the  foot.  “By  requiring 
plaintiffs  to  file  an  expert’s  report,  it  has 
made  their  cases  better,”  said  Mr  Hull. 
“The  risk  for  defendants  is  higher,  and 
from  the  defense  perspective,  it  takes 
what  used  to  be  one  of  our  strongest  ar- 
guments away  from  us:  the  qualifica- 
tions of  the  plaintiff’s  expert  weren’t  up 
to  par  with  our  defendant’s.” 

How  this  affects  your 
premiums 

Is  there  a premium  hike  on  the  horizon? 
Because  data  reflecting  the  frequency 
and  severity  of  claims  are  somewhat 
open  to  interpretation,  the  method  for 
setting  premiums  is  complicated.  The 
way  TDI’s  Mr  McDaniel  described  it,  car- 
riers adjust  their  premiums  similar  to  the 
way  sea  captains  stay  on  course  without 
navigation  instruments:  “They  look  be- 
hind them  to  see  where  they’ve  been, 
and  set  a course  based  on  keeping  their 
wake  straight.”  Each  carrier  will  look  at 
various  statistics  on  frequency  and  sever- 
ity of  claims,  and  predict  a range  of  pre- 
miums. If  the  carrier  is  regulated  (or 
sometimes  even  if  it  is  not),  it  files  its 
rate  changes  with  TDI,  which  then  re- 


views the  submitted  data  and  determines] 
whether  its  rate  changes  are  justified. 

Because  premiums  are  based  onj 
losses  anticipated  by  medical  malprac-j 
tice  insurance  carriers,  sometimes  rates] 
can  be  off  the  mark.  Add  increasing] 
competition  among  insurance  carriers,  | 
according  to  Mr  McDaniel,  and  you’ve] 
got  pricing  dilemmas.  As  Mr  O’Neil  of. 
Mutual  Assurance  says,  Texas  is  a huge 
medical  market,  “and  everybody  wants 
a piece  of  it. 

“So  you  have  a number  of  compa- 
nies that  are  chasing  top-line  growth, 
trying  to  build  market  share  by  charg- 
ing low,  unsustainable  premiums,”  he 
explained.  To  maintain  a piece  of  the 
market  over  the  long  term,  he  says,  car- 
riers must  consider  what  is  happening 
in  the  liability  climate.  “I  think  we’re 
going  to  have  to  deal  with  this  increase 
in  severity,  and  our  premiums  will  re- 
flect that,”  he  says.  “Eventually,  compa- 
nies will  have  to  raise  rates  or  go  broke. 
It’s  just  a question  of  how  much  pain 
any  one  company  can  stand.”  ★ 

Monica  Maldonado  can  be  reached  at  (800)  880-1300,  ext 
1385,  or  (512)  370-1385;  or  by  e-mail  at  monica  m@ 
texmed.org. 


34 


Texas  Medicine  ★ December  1999 


www.texmed.org 


, I i (adheVe.  Hae. 

X if^/^icCLl  'WteviR^/ 

iKv  j^=rCuc:+ice’’ 

Providing  Physicai  Tlierapy  Adds  To  Your  Bottom  Line 

The  TurnKeyPP'^  system  places  a fully-operational  physical  and  occupational  therapy  clinic  within  your  practice. 
Those  patients  that  you  currently  refer  to  hospitals  and  independent  therapy  clinics  do  not  have  to  leave  your  care. 
We  provide  all  the  development  and  management  for  you. 

TurnKeyPP""  permits  you  to  manage  the  full  course  of  treatment  within  your  practice.  Your  patients  benefit 
from  a continuity  of  rehabilitation  under  your  direction.  The  entire  treatment  process  is  back  in  your  control. 

You  owe  it  to  your  practice  and  your  financial  future  to  find  out  more.  Contact  Jerry  Nisenson,  Vice 
President  of  Development  at  1-877-433-3179  or  jnisenson@usphysicaltherapy.com 


Physical  Therapy 


3040  POST  OAK  BLVD.,  SUITE  222  • HOUSTON,  TEXAS  77056  • 1-877-433-3179  • usphysicaltherapy.com  • NASDAQ  USPH 


LET  THE  TMA 
DIRECTORY  BE 
YOUR  GUIDE! 

>-  Alphabetical  and  geographical  listings  of 
more  than  29,000  physician  members 

5^  TMA  officer,  board,  council,  and 
committee  directory 

>-  Division/department  descriptions  and 
contacts,  and  staff  telephone  guide 

3^  Listing  of  health-related  organizations, 
Texas  medical  schools,  and  hotline 
numbers 

Order  one  complimentary  copy  of  the  TMA 
1 999-2000  Physician  Directory  and  Resource 
Guide  while  supplies  last  by  calling  TMA  at 
(800)  880- 1 300, ext.  I3I0.  Additional  copies 
available  to  members  for  $25  plus  8.25% 
Texas  sales  tax. 
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The  Healing  Touch 


Discovering 

comfort, 


compassion, 
and  knowledge 
in  the  hands 
ot Texas 
physicians. 


Patient  and  physician  share  a touch  and  smile. 
Pediatric  oncologist  Lawrence  S.  Frankel,  MD, 
makes  life  easier  for  3-year  old  Colton  O’Neal,  of 
Kosse,  Tex.  Dr  Frankel  Is  director  of  the  Pediatric 
Hematology/Oncology  Division  at  Scott  & White 
in  Temple. 


Photography  by 
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Text  by 

Laura  Albrecht, 
Photo  editor  > 
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44  The  treatment  of  a disease 
may  be  entirely  impersonal; 
the  care  of  a patient  must  be 
completely  personal. 

Francis  Weld  Peabody 


Robyn  Young,  MD 
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our  duty  to  remember 
at  all  times  and  anew  that  medicine  is 
lot  only  a science,  but  also  the  art  of 
letting  our  own  individuality  interact 
v/ith  the  individuality  of  the  patient.  55 
Albert  Schweitzer 


i{  Clint  A.  Long,  MD 


I 


I Tel  800.880.1300 


Volume  95  ★ Number  12 


a Observation.  Reason, 

Human  understanding.  Courage. 
Those  make  the  physician,  55 
Martin  H.  Fischer 


Daily  actions  in  a physician's  life.  Educating, 
prescribing,  dictating,  examining,  consulting,  listening, 
learning,  and  healing. 


Tel  800.880.1300 
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44  The  first  duty  of  the  doctor  is  in  al!  cases  and 
all  circumstances  to  respect  the  personality  of  the 
catient  who  places  himself  in  his  hands. 

Tobert  deVernejoul 


42 


Texas  Medicine  ★ December  1999 


www.texmed.ori 


Healing  is  a matter  ot  time, 
but  it  is  sometimes  also  a matter 
ot  opportunity.  55 
Hippocrates 


John  Schuchmann,  MD 


Tel  800.880.1300 
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44  Surgery,  after  all,  is  an  affair  of  the  spirit; 
it  is  a fierce  test  of  a man’s  technical  skill, 
sometimes,  but,  in  a grim  or  long  fight,  it  is 
above  all  a trial  of  the  spirit;  and  there  are 
few  things  that  cannot  be  conquered 
it  a man’s  heart  is  set  on  victory.  55 

Sir  Berkeley  Moynihan 


Scrub  in  and  glove  up.  Orthopedic  surgeon  Rick 
Schultz,  MD,  readies  for  a day  of  surgery. 
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4 W A skilled 
physician 
can  revive 
the  springtime 
ot  life. 
Chinese 
proverb 


Playing  is  healing,  and  a good  dose  of  laughter 
and  fun  brings  out  the  best  in  us  all.  Pediatrician 
James  H.  Brien,  MD,  reacts  with  joy  while  playing 
a game  with  a patient  in  the  Child  Life  Pediatric 
Playroom. 
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4^  It  is  the  h uman  touch  after  all 
that  counts  for  most  in  our  relation 
with  our  patients.  55 
Robert  Tuttle  Morris 


With  the  touch  of  many.  Hayden  Berry  Jackson  is 
welcomed  into  a new  world  by  Berry  and  Stephanie 
Jackson,  along  with  obstetrics-gynecology  chief 
resident  Mike  Lamar,  MD. 
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Gentle  touches  for  little  (,‘i>tiont.  Neoiwitolooist  Charles 
Oltorf.  MD,  exainine\  Oaiia:  Ni(  I olc'  Williams,  of  Dallas. 


^4  Once  in  a while  you  will  have  a patient 
of  sense,  born  with  the  gift  of  observation, 
from  whom  you  may  learn  something.  55 
Oliver  Wendell  Holmes 


Medical  Economics 


Wake-up  call 

Could  California’s  medical  group  insolvency  crisis  happen  in  Texas? 


J he  core  of  California’s  managed, 
health  care  system  — and  thej 
physicians,  health  plans,  andi 
patients  who  comprise  it  — are' 

ii 

in  jeopardy.  With  the  recent 
bankruptcies  of  FPA  and  Med- 
Partners,  could  Texas  be  far  be- 
hind? The  Lone  Star  State’s  physicians 
and  health  plans  are  keeping  watch  on 
California  and  working  to  protect  Texans 
from  this  epidemic.  >►  > 


By  Johanna  Franke,  Associate  editor 
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West  Coast  woes 

'\n  estimated  90%  of  California’s  physi- 
*f:ian  organizations  arc  poised  for  bank- 
juptcy,  according  to  a September  2 
feport  commissioned  by  tlic  California 
jVledical  Association  (CMA)  from  Price- 
l^aterhouseCoopers.  The  sttne’s  physi- 
l.'ian  practice  management  companies 
jlPPMCs),  medical  groups,  and  inde- 
pendent practice  associations  (IPAs) 
face  a financial  crisis  that  has  led  to 
more  than  100  bankruptcies  since 
1996.  The  report  projects  that  at  least 
34  medical  groups  or  independent 
practice  organizations  will  close  or  go 
bankrupt  before  the  end  of  1999,  up 
from  31  in  1998. 

When  California’s  two  largest 
groups  — FPA  Medical  Management, 
Inc,  and  MedPartners  Provider  Net- 
■ Work  — went  out  of  business  this  year, 
they  potentially  disrupted  care  for 
nearly  2 million  patients  and  left  physi- 
cians and  hospitals  more  than  $300 
million  in  debt. 

The  domino  effect  leading  up  to 
these  failures  began  with  California’s 
employers’  demands  for  low-cost 
; health  care,  which  ignited  a fierce  com- 
' petition  among  the  state’s  health  plans 
and  drove  premiums  down  to  the  low- 
jest  rate  in  the  country,  says  Elizabeth 
I McNeil,  CMA’s  vice  president  for  med- 
lical  policy  and  economics.  “It  is 
[painfully  clear  here  that  the  for-profit 
^health  plan  is  more  responsible  to  Wall 
j Street  than  to  health  care,”  Ms  McNeil 
I said.  “California’s  premiums  are  23% 
\ below  the  national  average  and  40% 
below  the  premiums  of  northeast  states 
that  we  consider  to  have  similar  costs 
of  living.  We’re  at  $135  and  Massachu- 
setts is  at  $185  per  month.” 

Physicians  and  patients  alike  face 
limited  participation  choices  as  Califor- 
nia’s health  plans  have  merged  to  in- 
crease their  market  power.  The  16 
plans  that  existed  6 years  ago  in  the 
state  have  given  way  to  6 large  plans 
that  control  more  than  90%  of  the  mar- 
ket. With  both  purchasers  and  health 
plans  consolidating,  California  physi- 
cians felt  they  had  to  follow  suit  and 
form  large  groups  to  generate  negotiat- 
ing power  with  the  plans.  These  groups 
are  now  taking  a beating. 

Despite  uniting  for  more  clout  with 
the  plans,  California  physicians  found 


they  liad  little  control  over  plummeting 
ctiiMlation  rates,  Ms  McNeil  says.  “We 
have  what  you  would  call  predatory 
pricing,”  she  said.  “You  have  an  over- 
supply of  physicians,  and  you  have  very 
powerful  plans,  and  there’s  no  negotia- 
tion that  takes  place  between  the  plans 
and  the  medical  groups.  It’s  take-it or- 
leave-it  contracts  and  take-it-or-leave-it 
rates,  atid  these  rates  are  based  on 
whatever  the  market  will  bear.  If  one 
medical  group  or  IPA  says,  ‘No,’  there’s 
another  one  down  the  street  that’s  des- 
perate enough  to  say,  ‘Yes,  we’ll  take  it.’” 


decreased  as  the,  1.  ■ i.ielegaled  more 

administrative  ch  ;•  ach  as  utiliza 
tion  review,  qua!  ' ■■-urance,  and 
claims  processing,  i ibc  medical 
groups.  Some  California  II 'As  spend  as 
much  as  30%  of  the  physician  portion 
of  their  capitation  payment  lor  adminis- 
tration. “In  the  MedPartners’  model,  we 
calculated  40%  coming  off  the  top  of 
the  premium  dollar  for  administrative 
costs,”  Ms  McNeil  said.  “You  don’t  have 
tnuch  more  for  patient  care  right  there.” 

The  CMA  report  also  states  that 
health  plans,  as  contracting  partners 


When  California’s  two  largest  groups  went  out  of 
business  this  year,  they  potentially  disrupted  care  for 
nearly  2 million  patients  and  left  physicians  and 
hospitals  more  than  $300  million  in  debt. 


The  amount  of  money  paid  by  health 
plans  to  physician  groups  to  take  care  of 
patients  dropped  from  a high  of  $45  per 
patient  each  month  in  the  period  from 
1990  to  1993  to  a low  of  $29  from  1997 
to  1999,  according  to  the  Pricewater- 
houseCoopers  report.  Though  state  reg- 
ulations require  licensed  health  plan 
rates  to  be  certified  by  an  actuary,  these 
laws  often  are  not  enforced.  “Very  few 
health  plans  in  California  have  actuar- 
ies,” Ms  McNeil  said.  “If  they  do,  the 
rate  they  end  up  offering  doesn’t  really 
look  like  an  actuarial  rate.” 

The  next  set  of  dominoes  fell  at  the 
feet  of  medical  groups,  which  had  to 
deal  with  delegated  administrative 
costs  and  lack  of  information  from 
health  plans  as  well  as  the  responsibil- 
ity for  managing  the  costs  of  prescrip- 
tion drugs  in  managed  care  systems. 

Health  plans  in  California  take  an 
average  15.2%  of  the  premium  dollar 
for  overhead  and  profit,  according  to 
the  latest  CMA  Knox-Keene  Health  Plan 
Medical  Loss  Ratio  report.  California’s 
Knox-Keene  Act  regulates  the  financial 
stability  of  health  plans  but  does  not 
regulate  medical  groups  or  other  physi- 
cian organizations,  nor  does  the  act 
dictate  solvency  requirements  for  the 
state’s  medical  groups  or  IPAs. 

The  health  plans’  percentage  has  not 


with  physician  groups,  have  not  been 
accountable  to  the  groups  for  the 
timely  provision  of  basic  information. 
To  assess  their  financial  positions, 
physician  groups  need  data  such  as  uti- 
lization information  on  risk  pools,  reg- 
ular reports  for  coordination  of  benefits 
receivables,  third-party  recovery  receiv- 
ables, retroactive  additions  and  dele- 
tions in  enrollment,  changes  in 
benefits,  and  pharmacy  rebates. 

5ome  physician  groups  sank  deeper 
when  they  accepted  pharmacy  risk,  de- 
spite their  lack  of  control  over  prescrip- 
tion drug  prices.  “We’ve  had  double-digit 
inflation  for  pharmacy  costs  over  the 
past  several  years,  and  with  direct  con- 
sumer advertising  and  the  FDA  [Food 
and  Drug  Administration]  approving  all 
these  consumer  drugs  on  a faster  track, 
you’ve  got  high  expenses  on  the  phar- 
macy side,”  Ms  McNeil  said. 

After  the  demise  of  these  groups, 
the  final  dominoes  to  fall  were  the 
physicians  and,  ultimately,  their  pa- 
tients, for  whom  California  doctors  are 
reaching  into  their  own  pockets  to 
cover  the  cost  of  care.  California  physi- 
cians are  scrambling  to  find  other  IPAs 
to  pick  them  up  so  they  can  keep  their 
patients,  Ms  McNeil  says.  They’re  also 
retiring  early  or  leaving  California  alto- 
gether. “And  we  can’t  attract  young 
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physicians  to  California  anymore  be- 
cause of  the  cost  of  living  and  low 
salaries,”  Ms  McNeil  said. 

CMA’s  solutions  for  this  crisis  are 
built  into  proposed  state  legislation  re- 
quiring actuarially  sound  capitation 
rates,  prohibiting  downside  pharmacy 
risk  for  medical  groups,  establishing 
administrative  cost  limits,  requiring 


health  plans  to  submit  timely  financial 
information  to  medical  groups,  and  en- 
suring that  medical  groups  meet  finan- 
cial monitoring  standards.  CMA  also 
supports  US  Rep  Tom  Campbell’s  (R- 
Calif)  bill,  HR  1304,  which  amends 
federal  antitrust  laws  to  allow  physi- 
cians in  larger  groups  to  negotiate  with 
health  plans. 

Texas  takes  note 

Ask  Texas  medical  solvency  experts  if 
they  expect  the  state’s  medical  groups 
and  IPAs  to  start  dropping  like  flies, 
and  they  answer  warily  that  it  could 
happen,  but  it  probably  won’t  — cer- 
tainly not  the  way  it’s  happening  in 
California. 

“California  was  first  in  the  managed 
care  arena,  so  we  have  the  benefit  of 


seeing  what  its  life  cycle  has  been,” 
said  Spencer  Berthelsen,  MD,  medical 
director  for  managed  care  at  Kelsey- 
Seybold  Medical  Group  in  Houston. 
Kelsey-Seybold,  a 50-year-old  inte- 
grated group  that  has  been  involved  in 
managed  care  for  17  years,  has  about 
300  physicians  in  25  locations. 

At  this  point  in  California’s  life  cycle. 


the  state’s  managed  care  market  has  19 
million  patients,  compared  with  Texas’ 
4 million. 

The  “California  mentality”  already 
has  leaked  into  Texas  in  the  form  of 
now  defunct  PPMCs  like  FPA  and  Med- 
Partners,  says  Arlington  general  sur- 
geon Bohn  Allen,  MD,  former  chair  of 
Texas  Medical  Association’s  Council  on 
Socioeconomics  and  member  of  the 
TMA  Board  of  Trustees.  “They  had 
physicians  squeezed  down  to  where 
they  could  not  sustain  their  practices  on 
the  reimbursement  they  were  getting.” 

But  many  Texas  physicians  have 
learned  from  the  experiences  of  their 
West  Coast  colleagues.  Without  the  in- 
tense competition  among  plans  that 
dictates  California’s  managed  care  sys- 
tem, Texas  physicians  have  the  luxury 


of  being  careful  when  signing  on  with 
groups  and  taking  risks,  especially  con- 
cerning capitation.  Texas  physicians, 
through  TMA,  also  have  worked  to  in- 
oculate themselves  against  California’s 
epidemic  with  groundbreaking  legisla- 
tion such  as  this  year’s  Senate  Bill 
1468,  which  allows  independent  physi- 
cians to  jointly  negotiate  contract 
terms  with  managed  care  plans  (see 
“TMA  at  the  Table,”  November  1999 
Texas  Medicine,  pp  28-32). 

Another  piece  of  1999  legislation. 
Senate  Bill  890,  is  the  first  attempt  to  set 
minimum  standards  for  physician-  or 
provider-led  networks.  Inspired  by  a 
white  paper  drafted  by  TMA’s  Ad  Hoc 
Committee  on  Physician  Directed  Net- 
works, the  bill  establishes  standards  by 
which  physician  networks  perform 
health  maintenance  organization  (HMO) 
functions  by  delegated  authority. 

As  of  September  1,  the  bill  required 
networks  to  hold  a third-party  adminis- 
trator license  if  paying  claims  and  a uti- 
lization review  license  if  conducting 
utilization  review  activities.  SB  890 
also  specifies  the  information  that  net- 
works need  to  provide  health  plans, 
such  as  the  number  of  claims  paid  and 
claims  outstanding. 

“These  are  Just  basic  financial  re- 
porting requirements  from  which  the 
HMO,  when  looking  at  these  reports, 
will  be  able  to  detect  a medical  group 
that  is  struggling  and  ask  for  a correc- 
tive action  plan,”  said  Dr  Berthelsen, 
who  chairs  the  Ad  Hoc  Committee  on 
Physician  Directed  Networks.  About  30 
physicians  representing  IPAs  and  group 
practices  of  all  types  — large  and 
small,  urban  and  rural,  and  multispe- 
cialty and  single  specialty  — serve  on 
the  committee.  If  the  corrective  action 
plan  is  not  forthcoming  or  adequate, 
then  the  HMO  can  call  upon  the  Texas 
Department  of  Insurance  (TDI)  to  re- 
view the  information  in  detail  and  limit 
enrollment  to  the  group  or  redirect  pa- 
tients away  from  the  group,  he  adds. 

Lastly,  SB  890  requires  heath  plans 
to  report  to  the  group  data  that  the 
group  needs  to  manage  its  financial  af- 
fairs, such  as  detailed  eligibility  infor- 
mation. The  bill,  which  was  fashioned 
with  the  help  of  the  Texas  Association 


I Ari'vfe.n 

Reaching  out  to  groups 


AsTexas  physician  groups  continue  to  evolve, Texas  Medical  Association  leaders  want  to 
be  sureTMA  is  meeting  these  groups'  advocacy  and  service  needs.To  do  so,TMA's  Of- 
fice of  Planning  and  Development  created  a large  group  outreach  program  nearly  2 years 
ago  to  open  up  communication  amongTexas  groups,  county  medical  societies,  andTMA. 

Through  the  program, TMA  staff  members  travel  to  different  parts  of  the  state  to  in- 
form group  physicians  and  administrators  aboutTMA  services  that  can  assist  them  in 
their  practices.  Staff  members  also  seek  to  identify  physicians  who  want  to  get  more  in- 
volved in  organized  medicine. 

For  more  information,  call  Bridget  Horton,  director  ofTMA’s  Office  of  Planning  and  De- 
velopment, at  (800)  880-1300,  ext  1404,  or  (512)  370-1404;  or  e-mail  bridget_h@texmed.org. 


“We,  too,  looked  at  California,  and  we  think  it  can 
happen  in  Texas.  But  this  is  one  of  the  areas  that  the 
health  plan  association  and  the  medical  association 
can  and  will  and  want  to  work  together  to  try  and  fix.” 
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of  Health  Plans  (TAHP)  and  sonic  con- 
sumer groups,  does  not  apply  to  indi- 
vidual physicians  or  integrated  groups 
that  contract  out  for  less  than  20%  of 
I total  revenues  for  care. 

I The  ad  hoc  committee’s  efforts 
degally  clarify  TDl  rules  already  in  place 
ithat  require  health  plans  to  pay  for 
: costs  when  a contracting  network  be- 
comes insolvent,  but  “when  it’s  put  into 
law,  it  carries  weight.  That’s  for  sure,’’ 
said  Betty  Patterson,  senior  associate 
commissioner  for  TDI’s  financial  pro- 
gram. The  bill  “goes  a long  way  to  de- 
tail some  of  the  specific  requirements 
and  TDI’s  ability  to  step  in.” 

TMA’s  ad  hoc  committee  members 
will  monitor  the  effects  of  the  bill, 
which  they  hope  to  extend  past  Sep- 
tember 2001,  when  SB  890  will  be  sun- 


sotted  at  the  rec|uest  of  TAI  IP.  .Jerry  Pat 
terson,  lAllP’s  executive  director,  says 
the  health  jilan  association  insisted  the 
bill  be  sunsetted  because  “we  want  to 
put  some  impetus  to  go  back  iti  the 
next  session  and  addre.ss  the  finaticial 
aspects  of  risk  assumption  for  down- 
stream providers,  which  were  not  ad- 
dressed in  the  bill.” 

Mr  Patterson  also  has  his  eye  on  the 
West  Coast.  “We,  too,  looked  at  Califor- 
nia, and  we  think  it  can  happen  in 
Texas,”  Mr  Patterson  said.  “But  this  is 
one  of  the  areas  that  the  health  plan  as- 
sociation and  the  medical  association 
can  and  will  and  want  to  work  together 
to  try  and  fix.” 

TDI’s  Ms  Patterson  praised  Texas 
health  plans’  quick  response  to  prevent 
discontinued  care  for  patients  during 


contracting  netwoik  lailures,  such  as 
the  PPA  bankruptcy. 

Mr  Patterson  said,  “1  think  some 
physicians  don’t  think  much  about 
HMOs,  but  in  the  case  of  FPA,  we  had 
a herculean  effort  by  plans  to  make 
sure  the  physicians  were  paid,  and  the 
plans  continued  to  do  that,  at  great  ex- 
pense, until  the  bankruptcy  court  made 
them  quit  doing  it.” 

Group  effort 

Health  plans  aren’t  the  only  ones  to 
blame  for  California’s  situation,  Ms  Mc- 
Neil says.  “Clearly,  some  groups  are  mis- 
managed. You  can’t  just  say  this  whole 
thing  is  because  they’re  not  getting 
enough  money.  Medical  groups  have  got 
to  do  a better  job  tracking  the  dollars 
and  being  better  businesspeople.” 


MA  Advantage 

Is  your  physician  practice  management  company  healthy? 


In  light  of  the  problems  and  financial  difficulties  plaguing  physi- 
cian practice  management  companies  (PPMCs),  physicians  who 
have  contracted  with  such  organizations  should  know  the  risks 
they  could  face. 

To  determine  if  your  practice  management  company  is  experi- 
encing serious  operational  and/or  financial  problems,  ask  yourself 
the  following  questions  devised  by  Texas  Medical  Association 
Physician  Services. Too  many  “no”  answers  could  indicate  possi- 
ble trouble. 


• Are  your  accounts  receivables  paid  within  60  to  90  days? 

• Does  Dun  & Bradstreet  (www.dnb.com)  or  any  other  similar 
company  that  provides  financial  data  on  organizations  have 
positive  information  to  report  on  the  company? 

If  you  believe  your  practice  management  company  could  be  facing 
financial  and/or  operational  difficulties,  TMA  offers  a wide  array 
of  resources  to  help  you,  such  as: 


• Are  your  independent  practice  association  claims  being  paid? 

• If  you  are  employed  by  the  PPMC,  are  you  being  paid  consis- 
tent amounts  in  an  appropriate  amount  of  time? 

• Are  you  receiving  your  capitation  payments  in  a timely 

I manner? 

• Are  changes  to  contracts  communicated  in  a reasonable 
amount  of  time? 

• Are  changes  to  contracts  communicated  at  all? 

• Are  office  and/or  business  policies  and  procedures  in  place? 
I Are  they  comprehensive?  Are  they  made  available  to  you? 

^ • Is  the  company  responsive  when  problems  or  issues  are  pre- 
^ sented  to  it? 

^ • Does  the  company  answer  your  questions  in  a timely  manner? 

j • Does  the  company  provide  the  services  it  is  contractually  obli- 

li. 

I gated  to  provide? 

I • Does  the  company  provide  you  with  adequate  management 
’ reports  and/or  data? 

^ • Has  the  company  increased  office  efficiencies? 

! • Has  the  company  improved  the  reimbursement  rates  in  your 

f managed  care  contracts? 


• Intervention  with  major  private  and  public  sector  payers  to 
resolve  individual  physicians’  payment  problems; 

• Consultations  on  coding,  billing,  reimbursement,  denial  of 
services,  and  filing  of  claims; 

• Reduced  rates  for  contract  evaluation  services  performed  by  a 
law  firm  in  Austin  for  legal  pitfalls  in  new  or  existing  contracts; 

• Educational  brochures  about  signing  managed  care  contracts, 
selling  a practice,  choosing  a management  services  organiza- 
tion, and  other  topics; 

• Consultations  on  developing  a managed  care  strategy; 

• Access  to  managed  care  administrative  services  such  as  cre- 
dentialing,  utilization  review,  and  provider-specific  stop-loss 
coverage;  and 

• Practice  management  consultants  with  many  areas  of 
expertise. 

Whether  you  have  questions  about  billing  or  coding  or  would  like 
consulting  services, TMA  Physician  Services  can  direct  you  to  the 
appropriate  person  orTMA  department.  CallTMA  Physician  Ser- 
vices at  (800)  523-8776;  e-mail  physician_services@texmed.org;  or 
visitTMA's  Web  site  at  www.texmed.org. 
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One  of  Texas’  group  success  stories 
is  COR  Specialty  Associates  of  North 
Texas  (CSANT),  the  state’s  largest  med- 
ical and  surgical  group  practice  provid- 
ing cardiology,  cardiothoracic  surgery 
pulmonology  vascular  surgery  and 
heart  and  lung  transplantation  serv- 
ices. The  18-year-old  group,  which  has 

50  members  and  more  than  20  medical 
offices  in  the  Dallas-Fort  Worth  area, 
has  a simple  secret  to  its  success. 

“We  avoid  schemes,”  said  Stephen 
Arnold,  director  of  marketing  and  man- 
aged care  at  CSANT.  By  that,  Mr  Arnold 
means  his  group  has  not  gotten  in- 
volved with  any  practice  management 

groups  and  does  not  take  pharmacy, 
hospital,  or  capitation  risks,  he  says. 

When  Mr  Arnold  joined  CSANT  in 
1994,  the  market  was  rushing  toward 
capitation  and  the  development  of 
practice  management  companies,  IPAs, 
and  management  services  organiza- 
tions. “We  just  could  not  understand 
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rong,  stable  IPAs 

With  the  passage  of  Senate  Bill  1468,  which  allows  physicians  to 
collectively  negotiate  with  payers  under  certain  circumstances, 
physicians  are  examining  their  options  for  joining  groups.  One  op- 
tion is  the  independent  practice  association  (IPA)  model,  which 
may  be  structured  as  a professional  association,  a professional 
limited  liability  corporation,  a nonprofit  corporation,  a partnership, 
or  a nonprofit  health  care  corporation,  which  also  is  known  as  a 
5.01(a).  IPAs  typically  contract  with  health  plans  to  provide  serv- 
ices to  the  plan’s  patient  population  either  through  a capitated 
arrangement  or  a fee-for-service  basis. 

According  to  Texas  Medical  Association  Physician  Services, 
strong  and  stable  IPAs  need  to  exhibit  the  following  characteristics; 

GENERAL 

Clearly  articulated  mission,  vision,  and  goals:  The  primary 
mission  should  be  consistent  with  improving  the  practice  of  med- 
icine, enhancing  the  delivery  of  services,  and  maintaining  a posi- 
tion in  the  market.  Members  should  share  and  understand  the 
IPA’s  vision  and  long-term  goals  so  that  member  expectations  can 
be  managed  effectively.The  IPA  should  have  a thoughtful  and  re- 
alistic written  business  plan  that  is  viewed  as  a dynamic  process 
and  updated  throughout  the  organization’s  life. 

Effective  leadership  and  strong  governance:  The  IPA  should 
have  a core  group  of  physician  leaders  who  are  committed  to  put- 
ting the  IPA’s  welfare  first  and  willing  to  represent  all  members 
without  being  swayed  by  more  vocal  participants.  Key  questions  to 
ask  about  the  IPA  leadership  include: 

• Are  the  leaders  experienced  in  managed  care? 

• Do  the  leaders  have  experience  in  leading  groups  and  building 
consensus? 

• Do  the  leaders  demonstrate  their  commitment  to  the  IPA 
through  the  investment  of  time  and  energy? 

• Do  the  leaders  allow  membership  participation  in  decision- 
making; are  they  willing  to  make  tough  decisions  and  able  to 
say  no  to  a minority? 

• Are  the  clinical  practices  and  expertise  of  the  leaders  re- 
spected by  other  physicians? 

• Are  the  leaders  flexible  and  able  to  adapt  quickly  to  the  rapidly 
changing  health  care  environment? 


• Are  the  leaders  able  and  willing  to  refuse  contracts  that  do  not 
benefit  the  IPA  as  a whole? 

• Do  the  leaders  of  the  various  committees  (utilization  and  qual- 
ity management,  credentialing,  finance,  contracting,  etc)  have 
relevant  experience? 

Qualify  standards:  The  IPA  should  have  credentialing  standards 
consistent  with  the  National  Committee  for  Quality  Assurance  and 
be  willing  to  educate  or  mentor  those  members  who  are  not  oper- 
ating as  effectively  as  possible  or  who  are  unwilling  to  participate 
in  developing  or  practicing  agreed-upon  clinical  protocols. 

Membership:  An  IPA  may  be  experiencing  trouble  when  signs  of 
erosion  of  membership  arise.  Are  other  physicians  seeking  entry 
into  the  IPA?  Are  existing  members  being  retained?  Are  compet- 
ing IPAs  being  formed?  Is  there  collegiality  between  primary  care 
physicians  and  specialists?  Is  the  IPA  board  representative  of  its 
members?  Have  referral  guidelines  and  revenue-sharing  arrange- 
ments been  developed  jointly?  How  much  time  is  spent  trying  to 
resolve  these  issues? 

Communication:  IPAs  should  use  a variety  of  informal  and  formal 
methods  to  compensate  for  different  communication  preferences, 
such  as  quarterly  newsletters,  regular  meetings,  and  e-mail. 

LEGAL 

Advisors: The  IPA  should  have  competent  legal  advisors  experi- 
enced in  health  care  who  draft  and/or  review  organizational  docu- 
ments, assist  with  legal  structure,  and  provide  ongoing  advice  as 
needed. 

Documents:  The  IPA  should  have  a number  of  legal  documents, 
some  of  which  include  the  articles  of  incorporation,  bylaws  or  reg- 
ulations, stock  and/or  partnership  agreements,  description  of  or- 
ganizational structure,  participating  provider  agreements,  policies 
and  procedures  for  contracting,  and  credentialing  applications. 

Insurance:  The  IPA  should  have  general  liability  insurance,  di- 
rectors and  officers  (D&O)  coverage,  and  errors  and  omission 
(E&O)  protection.  Experts  recommend  that  the  E&O  coverage  in- 
cludes claims  related  to  antitrust  and  managed  care  liability. 
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Ill 

why  all  of  this  was  going  on,”  Mr 
Arnold  said.  “In  my  mind,  capitation  is 
80s  technology.  It’s  not  where  the  husi- 
iness  should  be.” 

Ur  Allen  agrees.  “Nearly  everybody  is 
abandoning  capitated  contracts  or  risk 
icontracts,”  he  said.  “They’re  all  trying  to 
igo  back  to  some  kind  of  fee  schedule  or 


reduced  fee-for-service  schedule  be- 
cause they  can  lock  in  a reimbursement 
they  can  at  letist  work  with.” 

And  Ur  Allen  believes  IPAs  aren’t 
where  the  business  should  be,  either, 
and  he  predicts  more  IPA  failures  in 
Texas.  “It  turns  out  IPAs  have  not  been 
the  answer  for  doctors  because  they 


Medical  Economics 


can’t  negotiate  fees.”  he  said.  “They’re 
hamstrung  by  the  Pederal  Trade  Com- 
mission, and  they’re  really  not  all  that 
efficient  because  their  members  arc  not 
all  committed  to  one  goal.” 

Peggy  Pringle,  director  of  TMA  Physi 
cian  Services,  says  she  has  seen  a lot  of 
physicians  leaving  IPAs  and  large  groups 


Managed  care  contracting:  The  IPA's  legal  advisors  should  be 
experienced  in  reviewing  and  negotiating  agreements  with  payers 
and  be  cognizant  of  the  specific  provisions  that  will  be  beneficial 
to  the  IPA. 


Availability  of  physicians  who  appeal  to  a diverse  population; 
A proactive  quality-improvement  program; 

Privileges  at  facilities  that  are  recognized  and  well  regarded  in 
the  community;  and 

Ability  to  perform  delegated  functions. 


OPERATIONAL 

Staff:  Management  of  a large  IPA  is  a full-time  job  that  requires  a 
professional  who  has  experience  in  managed  care  contracting,  fi- 
nancial monitoring  and  planning,  and  physician  practice  opera- 
tions. If  the  medical  director  is  unable  to  devote  the  necessary 
time,  a utilization  review  nurse  may  be  needed  to  provide  case 
management,  monitor  utilization  patterns,  and  support  the  activi- 
ties of  the  utilization/quality  management  committee.  The  staff 
should  be  empowered  to  make  appropriate  decisions  about  the 
day-to-day  operations  of  the  IPA,  guided  by  the  policies  that  have 
been  developed  by  the  leadership.  A high  staff  turnover  rate  may 
be  indicative  of  a deeper  problem  with  the  structure  or  manage- 
ment of  the  IPA,  although  this  may  also  be  a sign  of  a tight  job 
market.  Additionally,  the  IPA  should  be  willing  to  pay  for  other 
professional  advice  and  consulting  on  an  as-needed  basis. 

Infrastructure:  An  information  system  that  is  capable  of  provid- 
ing relevant  data  and  the  expertise  to  understand  and  apply  that 
data  is  absolutely  essential  in  supporting  any  assertions  the  IPA 
makes  to  payers  about  volume  of  service,  population  characteris- 
tics, and  quality  of  service.  Being  able  to  corroborate  these  claims 
with  hard  data  will  strengthen  the  IPA's  negotiating  clout  with 
payers.  Other  evidence  of  a strong  infrastructure  includes  the  ca- 
pacity to  perform  or  have  access  to  other  administrative  services, 
such  as  contracting,  claims  processing,  utilization  management, 
quality  improvement,  and  credentialing.  Comprehensive  reports 
should  be  reviewed  by  the  IPA  leadership  on  a regular  basis. 

MARKETING 


Strategy:  The  IPA  should  outline  specific  action  steps  to  reach  a 
target  market  that  has  been  thoroughly  researched  and  identified. 
The  IPA  may  want  to  contact  employers  in  the  community  to  ex- 
plore the  possibilities  of  direct  contracting. 

Distinction:  A strong  IPA  will  find  ways  to  distinguish  itself  from 
other  organizations,  whether  it  is  through  community  activities, 
responsiveness  to  patient  complaints  and  suggestions,  preventive 
services,  or  after-hours  care. 

FINANCIAL 

Reserves:  If  the  IPA  is  paying  claims,  cash  reserves  equaling  a 
minimum  of  3 months'  worth  of  “incurred  but  not  reported”  claims 
should  be  available.  A year’s  worth  of  operational  expenses  is 
even  better. The  IPA  should  have  stop-loss  insurance  if  it  is  par- 
ticipating in  capitated  contracts. 

Contracts:  One  or  two  payers  should  not  account  for  the  majority 
of  the  IPA’s  income.  Diversification  of  payers  will  provide  some 
protection  should  a dominant  payer  terminate  a contract. 

Risk-sharing:  An  IPA’s  methodology  for  determining  the  risk- 
sharing process  should  be  well  understood,  and  the  rates  should 
be  realistic. 

Dues:  The  IPA  should  request  reasonable  and  realistic  dues. 
Funds  are  needed  for  the  initial  capitalization  of  an  IPA,  but  on- 
going operational  expenses  must  be  covered  as  well. 


Characteristics:  To  appear  attractive  to  payers,  IPAs  should  pos- 
sess the  following  attributes  and  use  them  in  their  marketing  efforts; 


For  more  information  on  IPAs,  call  TMA  Physician  Services  at 
(800)  523-8776;  e-mail  physician^servlces@texmed.org;  or  visit 
TMA’sWeb  site  at  www.texmed.org. 


• Wide  geographic  accessibility; 

• A range  of  physician  specialties  that  can  address  a continuum 
of  care; 
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“Casey  & Casey 
increased  our 
cash  receipts  20% 
while  reducing  our 
90'day  accounts 
by66%.” 

John  Davis.  MD 
■HiBlli  Family  Practice 


If  you  are  a physician  in 
Te.xas,  wp  have  the  proven 
system  for  cash  flow 
improvement.  Call  toll-free 
now.  Well  send  references, 
credentials,  and  complete 
details  on  our  billing  and 
consulting  services. 


800-575-5335 

email:  caseycpa@ktc.com 


CERTIFIED  PUSLIC  ACCOUNTANTS 


EY 


THE  WAY 
IT  WAS 


The  medical  history  of  Bexar 
County,  Texas  as  seen  through 
the  eyes  of  50  physicians  who 
practiced  here  during  the  early 
and  middle  decades  of  the 
20th  century. 

Packaged  in  an  entertaining 
volume  of  memoirs  and  anec- 
dotes of  those  who  helped  pio- 
neer modern  medicine  and 
remember  ...  the  way  it  was. 


To  order  a copy  send  your  check  for 
$15  (tax  and  shipping  included)  to: 


Bexar  County  Medical  Dinosaurs 
2707  Castanet  Dr. 

San  Antonio,  TX  78230 


that  are  unprofitable.  They  often  call 
TMA  Physician  Services  to  help  with 
practice  start-up  issues.  “Physicians 
want  to  get  back  into  private  practice. 
IPAs  sound  good  on  paper,  but  when  it 
comes  down  to  it,  physicians  need  to  be 
in  charge  of  their  own  businesses  and 
have  a vested  interest,”  Ms  Pringle  said. 

But  Mr  Arnold  says  being  members 
of  a 50-physician  group  helped  CSANT 
physicians  weather  the  Genesis  storm. 
“We  lost  about  $150,000  on  that  deal, 
but  our  group  was  large  enough  that 
we  could  afford  to  do  that,  which  is 
part  of  the  value  of  the  group,”  he  said. 

A Dallas  5.01(a)  entity,  Genesis 
Physicians  Practice  Association  filed  for 
bankruptcy  in  July  after  weeks  of 
analysis  of  claims  payment  and  insur- 
ance company  reimbursement  prob- 
lems. The  bankruptcy  affected  seven 
HMO  risk  contracts  covering  about 
30,000  patients. 

“I  think  most  of  the  groups  in  trou- 
ble out  there  are  the  ones  that  are  tak- 
ing the  multispecialty  capitation  and 
then  trying  to  pay  for  services  that  they 
don’t  provide  internally,”  Mr  Arnold 
added.  “That’s  the  Genesis  position  and 
it  doesn’t  work.” 

Sharing  concerns  with  similar 
groups  also  contributes  to  CSANT’s 
success.  By  working  closely  with  the 
Dallas  Gounty  Medical  Society,  Mr 
Arnold  has  been  able  to  discuss  market 
trends  and  learn  “how  to  influence  ra- 
tional behavior”  with  other  group  lead- 
ers in  North  Texas.  TMA  also  is  keeping 
in  touch  with  groups  through  county 


medical  societies  with  its  large  group  i 
outreach  programs  (see  “Reaching  Out] 
to  Groups,”  p 52).  I 

Though  communication  among 
groups  is  important,  the  bottom  line  for 
most  solvency  issues  is  the  bottom  line, 
and  Texas  physicians  can  take  charge  of 
it.  Dr  Allen  says. 

“Realistically,  certainly  in  Texas, 
where  there’s  the  prohibition  against 
the  corporate  practice  of  medicine, 
health  plans  can’t  practice  medicine,” 
he  said.  “The  plans  have  to  have  physi- 
cians. And  if  physicians  just  wake  up 
and  inform  themselves,  they’ll  figure 
out  that  if  they’re  losing  money  on 
every  transaction,  they  can’t  make  up 
for  it  by  volume  and  they’ve  got  to  set 
a threshold.  If  they’re  offered  a contract 
that’s  below  that  threshold,  they  simply 
need  to  say  no.  I think  if  physicians  do 
that,  they’ll  force  the  payers  to  come 
back  and  renegotiate  with  them.”  ★ 


Johanna  Franke  can  be  reached  at  (800)  880-1300,  ext  1371, 
or  (512)  370-1371;  or  by  e-mail  at  johanna_f@texmed.org. 


AMA 

bankruptcy  resource 


For  practical  information  to  help  protect  your  interests  and  those  of  your  patients  in 
case  of  a financial  intermediary's  bankruptcy,  consult  Healthcare  Bankruptcies:  A Physi- 
cian's Guide. 

The  nearly  100-page  resource  created  by  the  American  Medical  Association  Private 
Sector  Advocacy  Group  explains  how  bankruptcy  laws  operate  and  the  specific  issues 
that  can  arise  between  physicians  and  the  different  partners  with  whom  they  contract 
during  a bankruptcy  proceeding. 

To  order  a free  copy  ot  Healthcare  Bankruptcies,  call  (888)  881-6741,  fax  (312)  464-5846, 
or  e-mail  jim_wells@ama-assn.org. The  publication,  including  a separate  abridged  desk- 
top version,  will  soon  be  available  through  the  AMA’s  publications  and  products  catalog, 
which  is  located  on  the  AMA  Web  site  at  www.ama-assn.org/physinfo/products.htm. 
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fake  TMA  up  on  our  FREE  subscription  to  Physician's  News  Digest's  daily  e-mail  news  briefs. 


DAILY  NEWS  BRIEFSVIA  E-MAIL: 

Medical  news  from  Texas  and  the  nation. 

^ Health  policy,  medical  economics,  and  health  care  law  focus. 

C Hyperlinks  to  more  information  and  practice  management  advice. 
(■  ■■  Up-to-date  developments  impacting  your  practice. 

(~'  Free  $25-per-year  value  for  TMA  members. 


Sign  up  for  this  FREE  e-mail  service  today  on  TMA's  Web  site  at  www.texmed.org. 

PND  News  Briefs -Texas  Edition  is  a new  membership  benefit  of  Texas  Medical  Association.  Did 
we  mention  that  it's  free? 
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Legislative  Affairs 


Online  medicine 

Lawmakers,  regulators  to  take  hard  look  at  Internet  access  to  health  care 


FD&S 


rugstore.com,  drkoop.com,  Rx.com,, | 


WebMD.com.  The  list  seems  end- 
less. A virtual  explosion  of  health- 
related  sites  on  the  World  Wide 
Web  has  made  health  and  medi- 
cine one  of  the  most  popular  topics 
on  the  Internet.  Some  estimates 


place  the  number  of  health-related  Web 
sites  at  more  than  25,000,  including  several 
hundred  sites  where  Web  browsers  can  buy 
drugs,  contact  lenses,  durable  medical 
equipment,  and  even  health  insurance  with 
just  a few  clicks  of  the  mouse.  Or  they  can 
learn  the  latest  developments  on  a host  of 
diseases  or  new  medical  treatments.  > > 


By  Ken  Ortolon,  Associate  editor 
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while  the  rapid  increase  in  access  to 
medical  information  via  the  Internet  is 
^een  as  positive  hy  many,  concern  has 
'arisen  among  organized  medicine  and 
government  regulators  over  just  who  is 
dispensing  these  drugs,  how  reliable 
the  medical  information  is,  and  what 
the  motives  of  the  site  sponsors  are. 
That  concern  soon  could  draw  the  at- 
tention of  the  Texas  Legislature. 

State  Rep  Patricia  Gray  (D-Galves- 
iton),  chair  of  the  House  Committee  on 
I Public  Health,  has  recommended  to 
I House  Speaker  Pete  Laney  (D-Hale  Cen- 
ter) that  he  authorize  her  committee  to 
study  Internet  health  issues  during  the 
legislative  interim  and  report  its  findings 
to  the  77th  Legislature  in  2001. 

Grasping  the  problem 

r Representative  Gray  specifically  recom- 
mended that  the  Public  Health  Commit- 
tee be  charged  with  studying  the  rising 
,'use  of  different  technologies  in  the  de- 
, livery  of  health  care  and  its  impact  on 
I the  health  status  of  Texans.  Specifically, 

! the  committee  would  be  asked  to: 

• Identify  the  risks  and  opportunities 
associated  with  the  sale  of  durable 
medical  equipment,  contact  lenses, 
and  drugs  through  the  Internet; 

• Review  regulations  affecting  physi- 
cians and  other  health  care  profes- 
sionals with  respect  to  emerging 
medical  technologies,  including  the 
Internet; 

• Evaluate  the  feasibility,  quality,  and 
cost-effectiveness  of  expanding 
telemedicine  to  improve  access  to 
health  care  in  medically  under- 
served and  rural  areas;  and 

• Identify  patient  and  physician  ac- 
ceptance of  different  technology  ap- 
plications and  what  impact  the 
increasing  use  of  technology  has  on 
patient  privacy. 

At  press  time,  Speaker  Laney  had 
not  yet  issued  his  charge  for  interim 
legislative  studies  but  the  Public  Health 
Committee  staff  had  begun  its  initial 
research  on  the  issue  in  anticipation  of 
the  charge.  Representative  Gray,  who 
has  had  a longstanding  interest  in 
telemedicine  issues,  says  she  is  particu- 
larly interested  in  looking  at  the  sale  of 
drugs  and  durable  medical  goods  via 


the  Internet,  as  well  as  Iniernel  mar- 
keting practices  and  the  reliability  of 
medical  information  on  the  Web. 

“The  question  we  must  ask  is,  how 
do  we  ensure  that  it  is  quality  informa- 
tion with  a scientific  base  so  that  people 
have  some  assurance  that  they  can  rely 
on  the  information?”  she  said. 

State  medical  boards  in  Texas  and 
across  the  nation,  as  well  as  the  Ameri- 
can Medical  Association,  other  health 
care  organizations,  and  even  some  of 


those  entities  that  are  providing  health 
care  information  and  services  on  the  Web 
already  are  grappling  with  that  question. 

“What  we  have  to  recognize  is  that 
the  Internet  is  going  to  be  used  in  the 
practice  of  medicine,  that  there  will  be 
innovative  ways  to  use  it,  and  that 
many  of  those  ways  will  improve  the 
quality  of  care,”  said  James  Winn,  MD, 
executive  vice  president  of  the  Fort 
Worth-based  Federation  of  State  Med- 
ical Boards.  “What  we  want  to  do, 
though,  is  set  up  appropriate  use  where 
patients  aren’t  placed  in  harm’s  way  by 
entrepreneurism.” 

Bruce  Levy,  MD,  JD,  executive  direc- 
tor of  the  Texas  State  Board  of  Medical 
Examiners  (TSBME),  says  Internet 
medicine  can  be  a great  tool  to  help 
people  make  rational  decisions  about 
health  care,  if  it  is  used  accurately. 

Dallas  ophthalmologist  Robert  M.  Ten- 
ery,  Jr,  MD,  a member  of  the  AMA  Coun- 
cil on  Ethical  and  Judicial  Affairs,  says 
efforts  to  protect  patients  must  focus  on 
preventing  the  violation  of  medical  prac- 
tice acts  or  other  laws  through  the  dis- 
pensing of  drugs  or  medical  advice  across 
state  borders.  They  also  should  focus,  he 
says,  on  monitoring  the  validity  of  scien- 
tific information  to  assure  its  accuracy 
and  appropriateness,  and  ensuring  full 
disclosure  of  any  conflicts  of  interest,  par- 
ticularly financial  conflicts,  that  sponsors 
of  health-related  Web  sites  might  have. 


Filling  the  prescription 

The  issue  that  has  galvanized  coticern 
about  Intertiet  medicine  is  online  pre- 
scribing. Many  prescription  drugs  are 
available  through  the  Internet  but  the 
one  that  appears  to  be  the  most  widely 
sought  at  the  moment  is  Viagra,  Pfizer’s 
popular  new  drug  for  impotence. 

Public  Health  Committee  staff  mem- 
bers say  that  in  their  initial  research, 
they  logged  on  to  the  Internet,  punched 
up  a site  selling  Viagra,  and  could  have 


had  it  sent  to  their  office  merely  by  fill- 
ing out  a questionnaire,  with  no  further 
questions  asked.  A sample  of  such  a 
questionnaire  was  included  in  an  AMA 
Board  of  Trustees  report  on  Internet  pre- 
scribing. It  simply  asked  consumers  to 
list  any  known  allergies,  current  medical 
treatment  they  were  receiving,  current 
medications  they  were  taking,  whether 
any  of  those  medications  are  classified 
as  nitrates,  whether  they  had  trouble 
achieving  an  erection,  and  whether  they 
suffered  one  of  several  types  of  heart 
conditions.  The  AMA  report  warns  that 
the  terminology  used  to  describe  those 
conditions  may  be  beyond  the  level  of 
understanding  of  most  consumers. 

Dr  Winn  says  the  federation  has  seen 
examples  where  the  answers  to  the 
questionnaire  clearly  placed  doubt  on 
whether  Viagra  should  be  prescribed, 
but  the  drugs  were  sent  out  anyway. 

Representative  Gray  says  this  type  of 
situation  is  particularly  troubling  for  law- 
makers interested  in  protecting  patients. 
“There’s  no  medical  procedure  and  no 
drug  or  device  that  is  100%  safe  100%  of 
the  time  for  100%  of  the  population,”  she 


All  articles  in  Texas  Medicineihai  mentionTexas  Med- 
ical Association's  stance  on  state  legislation  are 
defined  as  “legislative  advertising,"  according  toTexas 
Govt  Code  Ann  §305.027.  That  law  requires  disclosure  of 
the  name  and  address  of  the  person  who  contracts  with 
the  printer  to  publish  the  legislative  advertising  in 
Texas  Medicine:  Louis  J.  Goodman,  PhD,  Executive 
Vice  President.  TMA,  401  W 15th  St,  Austin.  TX  78701. 


“What  we  have  to  recognize  is  that  the  Internet  is 
going  to  he  used  in  the  practice  of  medicine,  that 
there  will  he  innovative  ways  to  use  it,  and  that  many 
of  those  ways  will  improve  the  quality  of  care.” 
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said.  “That’s  why  we  need  to  be  very  skep- 
tical about  quality  control  and  whether 
people  are  getting  what  they  really  need.” 

Dr  Levy  says  traditional  online  phar- 
macies, which  require  consumers  to  ob- 
tain proper  prescriptions  from  physicians 
who  have  conducted  history  and  physi- 
cal examinations,  are  a legal  and  accept- 
able means  of  obtaining  prescription 


Another  problem  is  the  drugs  them- 
selves. Often  they  are  counterfeit,  adul- 
terated, or  black-market  drugs.  Dr  Winn 
says.  Even  the  manufacturers  have 
asked  federal  authorities  to  crack  down 
on  sites  distributing  their  products. 

Some  state  boards  have  taken  action 
against  physicians  prescribing  online. 
Dr  Levy  says  Kansas  has  disciplined  a 


“If  an  activity  is  prohibited  in  the  physical  world 
but  not  on  the  Internet,  then  the  Internet 
becomes  a safe  haven  for  criminal  activity.” 


drugs.  Sites  that  prescribe  drugs  with  no 
pretense  of  a prescription  are  blatantly  il- 
legal. But  the  use  of  the  medical  ques- 
tionnaire presents  a “gray  area,”  he  said. 

“When  we  look  at  proper  prescrib- 
ing, the  board  has  always  taken  the 
stance  that  a history  and  physical  ex- 
amination is  required,  that  the  physi- 
cian must  establish  the  identity  of  the 
patient,  and  that  the  physician  must  be 
available  at  any  time  for  patient  ques- 
tions,” Dr  Levy  said.  “Just  filling  out  a 
questionnaire  would  be  inadequate.” 

While  Dr  Levy  believes  TSBME  has 
the  legal  authority  now  to  take  action 
against  any  Texas  physician  prescribing 
under  those  circumstances,  he  says  a 
law  clearly  making  it  illegal  to  practice 
medicine  on  the  Internet  without  phys- 
ically examining  patients  would  give 
the  board  greater  clout. 

Who’s  minding  the  store? 

Unfortunately,  it’s  not  just  a matter  of 
calling  the  guilty  party  on  the  carpet.  Dr 
Winn  says  the  greatest  problem  medical 
boards  face  in  trying  to  stop  this  type  of 
prescribing  is  identifying  who  the  physi- 
cian is  and  in  what  state  he  or  she  is  li- 
censed. Frequently,  it  is  difficult  to 
determine  who  is  operating  a specific 
site  and  whether  the  person  reviewing 
the  questionnaires  even  has  a license  to 
practice  medicine.  Plus,  many  such  Web 
sites  are  based  in  foreign  countries, 
meaning  state  and  federal  regulators 
have  no  way  to  stop  them  without  in- 
ternational cooperation. 


physician  who  was  prescribing  drugs 
without  holding  a Kansas  medical  li- 
cense. Washington  State  also  has  disci- 
plined one  of  its  licensees  for  not 
establishing  an  adequate  diagnosis 
through  a history  and  physical  exam. 
Illinois  prosecutors  recently  filed  four 
lawsuits  against  out-of-state  doctors, 
pharmacies,  and  Internet-based  com- 
panies that  they  claim  were  not  li- 
censed to  operate  in  Illinois  and  failed 
to  disclose  that  fact  to  consumers. 

Dr  Levy  would  not  disclose  whether 
TSBME  has  any  ongoing  investigations  in 
this  area.  He  did  say  that  the  board  has 
asked  TSBME  staff  to  submit  recommen- 
dations on  dealing  with  Internet  pre- 
scribing. Those  recommendations  likely 
will  be  reviewed  and  possibly  adopted  at 
the  board’s  meeting  this  month. 

Meanwhile,  Dr  Winn  says  the  Feder- 
ation of  State  Medical  Boards  is  work- 
ing on  strategies  to  help  state  medical 
boards  identify  and  act  against  physi- 
cians who  prescribe  inappropriately. 
The  federation’s  Special  Committee  on 
Professional  Conduct  and  Ethics  is 
working  on  language  that  states  can 
place  in  their  medical  practice  acts  to 
deal  with  these  situations. 

“Basically,  what  they’re  likely  to  say  is 
that  except  in  an  emergency  it  is  going  to 
be  unprofessional  conduct  for  a physi- 
cian to  provide  treatment  recommenda- 
tions, including  issuing  a prescription, 
through  any  means  — electronic  or 
whatever  — unless  the  physician  has 
performed  an  adequate  history  and 
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physical  evaluation  to  establish  a diag- 
nosis and  to  identify  underlying  condi- 
tions and/or  any  contraindications  to 
the  treatment  being  recommended  or 
provided,”  Dr  Winn  said. 

That  language  likely  will  be  submit- 
ted for  review  by  the  federation’s  House 
of  Delegates  next  April.  If  approved,  it 
would  become  federation  policy  and 
would  be  promoted  to  state  medical 
boards  throughout  the  country. 

Whatever  action  the  Texas  Legisla- 
ture or  any  other  governmental  entity 
ultimately  takes  must  treat  “cyber  activ- 
I ity”  the  same  as  physical  activity,  Dr 
Levy  says.  “If  an  activity  is  prohibited  in 
the  physical  world  but  not  on  the  Inter- 
net, then  the  Internet  becomes  a safe 
• haven  for  criminal  activity,”  he  said. 

Establishing  credibility 

While  regulators  of  medical  licensees 
are  looking  at  their  options,  their  abil- 
ity to  police  the  Internet  is  limited. 

■ Their  actions  can  address  only  their 
own  licensees.  They  have  little  or  no 
authority  over  activities  that  do  not  in- 
volve licensed  physicians  or  over  the 
! reliability  of  medical  information 
posted  on  health-related  Web  sites. 

Some  critics  say  many  Web  sites  are 

■ full  of  inaccuracies  and  bad  medical 
advice  and  often  fail  to  give  the  sources 
of  their  information  or  reveal  financial 
sponsorships  that  might  raise  conflict- 
of-interest  questions.  Much  of  the  in- 
formation on  these  sites  has  undergone 
little  or  no  scientific  review. 

“I  hope  and  believe  that  these  sites, 

' if  they  are  run  by  credible  people  and 
; they  are  putting  their  reputations  on 
' the  line,  are  spending  a great  deal  of 
I time  in  disseminating  accurate  infor- 
! mation,”  Dr  Levy  said.  “But  I am  con- 
cerned, with  all  these  sites  springing 

■ up,  whether  people  truly  are  supplying 
information  or  whether  they  are  sup- 
plying a subconscious  or  subliminal 
suggestion  trying  to  sell  a product.”  ★ 


Ken  Ortolon  can  be  reached  at  (800)  880-1300,  ext  1392,  or 
(512)  370-1392;  or  by  e-mail  at  ken_o@texmed.org. 
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The  Physician  and  Workplace 
Drug  and  Alcohol  Testing 

This  highly  acclaimed  physician  training  series  provides  physicians  with 
the  technical,  legal  and  business  information,  procedures  and  guidance 
to  act  as  Medical  Review  Officers  in  federally  regulated  and  private  sector 
workplace  drug  and  alcohol  testing  programs.  MRO  certification  is  a 
valuable  credential  in  occupational  medicine  and  is  required  hy  some  state 
drug  testing  laws. 

Medical  Review  Officer  Training  and  Certification  Exam 

February  26-27,  2000  Dallas,  Texas 

June  3-4,  2000  Miami,  Florida 

October  7-8,  2000  Arlington,  Virginia 

AAFP  approved  for  12.25  hours 


Alcohol  Testing,  On-Site  Drug  Testing,  and  Substance  Abuse 
Professional  Evaluations 


February  25,  2000 
June  2,  2000 
October  6,  2000 
AAFP  approved  for  7-5  hours 


Dallas,  Texas 
Miami,  Florida 
Arlington,  Virginia 


Advanced  Medical  Review  Officer  Training,  Alternative  Technologies, 
& Business  Development  


April  15-16,  2000 
AAFP  approved  for  9.75  hours 


Atlanta,  Georgia 

The  Medical  Review 
Officer  Handbook: 

7th  Edition 

This  leading  resource  in  the 
field  of  drug  and  alcohol 
testing  is  provided  to  all 
MRO  Training  registrants. 

It  can  also  be  ordered 
separately  for  $125.00. 


For  Information,  Registration,  and  Orders 


Call 

800/489-1839 

919/489-5407 

Write 

RO.  Box  12873 
Research  Triangle  Park 

Fax 

919/490-1010 

Website 

NO  27709 

wvvw.AAMRO.com 

Tel  800.880.1300 
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Fight  to  the  finish 

The  race  to  be  the  new  medical  school  on  the  border  heats  up 


T|  his  past  August,  Texas  Tech  Uni- 
versity announced  its  intent  to 
transform  its  2-year  medical 
school  in  El  Paso  into  a 4-year 
medical  school.  That  announce- 
ment essentially  shouted  what 
the  rest  of  the  medical  educa- 
tion community  had  been  whispering: 


the  race  for  a new  medical  school  on  the 
Texas-Mexico  border  had  begun. 


Ray-Mel  Cornelius 


By  Monica  Maldonado,  Associate  editor 
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While  other  players,  like  The  Univer- 
'sity  ot'  Texas  1 lealth  Seienee  Center 
n(UTHSC)  at  San  Antonio,  have  bej>nn 
inching  clerkships  into  existing  irractices 
and  expanding  residency  programs  or 
regional  academic  health  centers 
(RAIiCs),  Texas  Tech’s  proposal  jumps 
in  headfirst.  What’s  surprising  about 
many  of  these  proposals  is  the  number 
of  questions  that  exist  regarding  their 
implementation,  operation,  and  fund- 
'ing.  Physicians  want  answers,  and  they 
especially  want  to  know  if  these  propos- 
als will  lead  to  another  town-gown  war. 
iBut  the  medical  schools  want  to  avoid 
that  conflict,  and  at  least  one  is  offering 
(intriguing  new  ways  to  work  with  pri- 
Ivate  physicians  so  that  all  sides,  includ- 
ling  the  patients,  win. 

A history  of  underfunding 

(The  path  to  the  development  of  a new 
border  medical  school  begins  with  a 
I history  of  higher  education  underfund- 
jing  for  the  region,  and  from  there  it 
(splits,  winds,  and  crosses  via  political 
scrambling,  cries  from  the  communi- 
ties, and  the  dash  for  the  medical-stu- 
dent dollar.  Most  people  point  to  the 
1987  MALDEF  case  as  the  origin,  a suit 
initiated  by  the  Mexican  American  Le- 
gal Defense  and  Education  Fund  that 
accused  the  state  of  depriving  South 
Texas  of  higher  education  funds  for  its 
largely  Hispanic  population.  In  the 
end,  Texas  won  the  case,  but  the  star- 
tling funding  and  demographic  dispar- 
ities the  suit  brought  to  light  prompted 
changes  by  the  Texas  Legislature. 

One  was  the  South  Texas/Border  Re- 
gion Health  Education  Initiative  of  1997, 
in  which  legislators  decided  UTHSC-San 
Antonio  should  expand  to  South  Texas 
communities  from  Laredo  and  Eagle 
Pass  to  the  Rio  Grande  Valley  and  to  Cor- 
pus Christ!  and  the  Coastal  Bend. 

From  there,  the  paths  split.  Since 
then,  a steady  stream  of  action  has 
headed  toward  the  border,  pointing  to- 
ward the  inevitability  of  a new  medical 
school  there.  Meanwhile,  the  Texas 
Medical  Association  continues  to  pro- 
mote a freeze  on  the  number  of  med- 
ical student  slots  for  Texas. 

Town-gown  redux? 

The  UT  system  didn’t  exactly  ask  for  the 
impending  RAHC  in  the  Rio  Grande  Val- 


ley (tlie  first  year  they  would  semi  stu- 
detits  would  be  2002).  James  Cuckian, 
Ml),  the  UT  .systetn  vice  chancellor  for 
health  affairs,  says  the  Valley  legislative 
dclegiition,  not  UT,  pushed  for  the  ex- 
pansion and  looked  to  U'T  for  input.  I)e- 
spite  the  nol-guilty  plea,  the  U'T  system 
was  immediately  met  with  suspicion  by 
practicing  physicians  in  the  area  for 
whom  the  memory  of  the  dispute  be- 
tween The  University  of  Texas  Medical 
Branch  at  Galveston  (U'TMB)  and  local 
Galveston  physicians  was  still  fresh. 


In  1995,  UTMB  faced  revenue  short- 
ages and  a dwindling  patient  base  for 
training  new  physicians.  It  decided  to 
compete  for  private  primary  care  and 
specialty  care  patients  by  opening  pri- 
mary care  clinics  in  and  around  Galve- 
ston, which  left  private  physicians  there 
reeling.  So  it’s  no  surprise  that  physi- 
cians in  the  Rio  Grande  Valley  are  wary 
of  the  UT  system’s  intentions. 

According  to  the  legislation  estab- 
lishing the  RAHC,  the  concept  is  to  pro- 
vide third-  and  fourth-year  clinical  and 
resident  education  in  Cameron,  Willacy, 
Hidalgo,  and  Starr  counties.  New  facili- 
ties for  administration  and  research  will 
get  funds  from  the  state,  but  a new 
teaching  hospital  won’t.  Students  from 
San  Antonio  would  elect  to  spend  their 
third  and  fourth  years  there,  similar  to 
the  arrangement  Texas  Tech  has  with  its 
RAHC  in  El  Paso.  Because  it  will  draw 
students  from  existing  4-year  medical 
schools,  it  will  not  create  any  new  slots 
for  medical  students. 

Beyond  that,  questions  still  exist 
about  how  the  RAHC  will  actually  play 
out,  and  the  physicians  from  the  Hi- 
dalgo-Starr  and  Cameron-Willacy 
county  medical  societies  are  hungry  for 
answers.  How  much  indigent  care  will 
the  RAHC  take  on?  How  will  private 
physicians  be  incorporated  into  the 
plan?  Is  there  a sufficient  patient  base 


to  support  all  these  doctors?  Unfortu- 
nately, the  U'T  system  says  it  still  catTt 
atiswer  some  of  these'  auesiions. 

But  the  two  tnedieal  societies  re- 
spottded  differetuly  to  the  proposttl.  1 li 
d;ilg()-Starr  distributed  Iliers  to  inform 
the  public  about  the  RAHC,  describing 
it  as  “subsidized  com|)etition  by  the 
state.”  It  also  wrote  letters  of  opposi- 
tion to  the  U'T  chaticellor.  Cameroti- 
Willacy,  however,  took  a different 
route.  Realizing  the  ILMlC’s  inevitabil- 
ity, the  medical  society  decided  to  work 


with  the  UT  system  to  make  sure  its 
physicians’  voices  would  be  heard. 

Trying  to  keep  politics  out  of  its  de- 
cision-making, UT  hired  a consulting 
firm  to  advise  the  system  on  the  best 
setup  for  the  RAHC.  In  the  end,  be- 
tween Cameron  County’s  willingness 
to  cooperate  and  a weak  proposal  by 
Hidalgo  County  to  host  the  main  teach- 
ing hospital  for  the  RAHC,  university 
regents  designated  three  RAHC  sites 
for  medical  education  and  research. 
They  were  Brownsville  and  Harlingen 
in  Cameron  County  and  McAllen  in  Hi- 
dalgo County  — though  McAllen  has 
not  committed  to  participate.  Su  Clin- 
ica  Familiar  and  Valley  Baptist  Hospi- 
tal, both  in  Harlingen,  will  partner 
with  the  RAHC  and  receive  $25  million 
toward  expansion  and  construction. 

“People  in  Cameron  County  were 
willing  to  work  with  the  project  be- 
cause we  felt  the  advantages  and  bene- 
fits to  the  community  would  be 
tremendous,”  said  Stanley  Fisch,  MD,  a 
Harlingen  pediatrician  whose  clinic 
hosts  medical  students  on  their  pedi- 
atric rotations.  “Our  secret  agenda  is 
that  students  will  come  here  and  enjoy 
it,  and  by  the  time  this  thing  is  run- 
ning, we’ll  have  about  100  students 
wanting  to  rotate  here  and  we’ll  have 
to  be  selective.” 

In  a more  recent  development,  still 


“Our  secret  agenda  is  that  students  will  come  here 
and  enjoy  it,  and  by  the  time  this  thing  is  running, 
we’ll  have  about  100  students  wanting 
to  rotate  here  and  we’ll  have  to  be  selective.’’ 
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ISlow  you  can  tharik  colleagues 
or  tell  friends  or  loved  ones  you 
care  at  the  holidays  by  making 
a charitable  donation  to 
TMA  Foundation  in  their  name. 
Just  call  us  for  the  details. 

We’ll  send  a beautiful 
holiday  card  to  your  honorees , 
letting  them  know  you’ve  made 
a donation  in  their  name. 
And  your  gift  will  support 
TMAF  and  the  public  health 
and  science  programs  it  funds. 

Let  us  know  of  your  wishes 
by  December  1 5 so  that  special 
person  will  receive  their 
card  before  the  holidays! 
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evolving  from  the  1997  initiative, 
UTHSC-San  Antonio  agreed  to  expand 
to  Laredo,  the  result  of  a bill  passed 
during  the  last  session  of  the  legisla- 
ture. Lawmakers  approved  the  expan- 
sion under  the  stipulation  that 


someone  else  — in  this  case,  Laredo  — 
donate  the  land  and  pay  for  construc- 
tion of  the  facilities.  Laredo  was  only 
too  happy  to  comply.  Before  the  bill 
was  even  passed,  it  had  set  up  a nine- 
acre  plot  of  land  adjacent  to  a new  325- 


Do  border  counties 
need  more  physicians? 


The  following  numbers  from  theTexas  Medical  Association's  Medical  Education  Policy 
Department  reflect  1999  information  on  those  counties  that  might  host  a new  medical 
school  or  a medical  school  expansion.  The  first  column  shows  the  number  of  patients 
per  family  practice  physician  (a  subset  of  the  primary  care  physician  group  than  can 
also  include  internists  and  obstetrician-gynecologists)  because  counties  with  smaller 
populations  usually  have  more  general  and  family  practice  physicians  than  other  types 
of  primary  care  physicians.  The  second  column  shows  the  number  of  patients  per  all 
types  of  direct  care  physicians,  including  primary  care  (in  general,  the  lower  the  number, 
the  more  physicians  there  are  in  that  county). 


No.  of  Patients  Per 

General/Family  Practice 
Physician 

No.  of  Patients 

Per  Direct  Care 

Physician 

Texas  Tech 

El  Paso 

8,300 

1,064 

The  University  of  Texas  Health 

Science  Center  at  San  Antonio 

Regional  Academic  Health  Center 

Hidalgo  (McAllen) 

5,336 

1,092 

Starr 

10,287 

6,858 

Cameron  (Harlingen) 

8,636 

894 

Willacy 

3,319 

1,810 

The  University  of  Texas  Medical 

Branch  at  Galveston 

Galveston 

4,246 

643 

Brazoria 

4,441 

1,586 

Chambers 

20,841 

5,210 

The  University  of  Texas  Health 

Science  Center  at  San  Antonio 

Laredo  Campus 

Webb  (Laredo) 

7,399 

1,233 

Texas  A&M  University  Coastal  Bend 

Health  Education  Center 

Nueces  (Corpus  Christi) 

3,115 

518 

Kleberg 

3,565 

1,528 

San  Patricio 

3,399 

1,743 

Texas 

3,831 

667 
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c ■■■  

ibed  hospital  under  construction  and 
thad  raised  $4  million  in  private  dona- 
itions  toward  construction  of  the  ad- 
jministration  building.  The  state  itself 
^allocated  $16  million  over  2 years  for 
hhe  project  but  dictated  that  no  state 
funds  would  go  to  the  eventual  con- 
struction of  a new  teaching  hospital. 

Unlike  the  RAHC  in  the  Valley,  the 
Laredo  site  is  an  expansion  of  the  entire 
health  science  center,  not  just  the  med- 
ical school,  which  will  build  upon  exist- 
jing  programs  in  nursing,  dental, 
i medical,  and  allied  health.  The  school 
wants  to  slowly  increase  the  number  of 
clinical  clerkships  there  for  its  third-year 
students,  but  it  will  not  increase  the 
number  of  medical  students.  As  of  this 
writing,  the  school  was  working  with 
Mercy  Hospital  to  initiate  a family  prac- 
tice residency  program.  But,  as  UTHSC- 
jSan  Antonio  reports,  the  purpose  of  the 
j Laredo  extension  is  to  enhance  the  med- 
jical  infrastructure  of  the  region,  not  just 
increase  the  number  of  physicians  there. 

A new  approach  to  town-gown 

The  Texas  A&M  System  has  a major  proj- 
ect of  its  own  brewing  in  Corpus  Christi. 
Again,  the  local  legislative  delegation 
led  the  push  for  a bill  directing  the  board 
of  the  Texas  A&M  Health  Science  Center 
to  establish  the  Coastal  Bend  Health  Ed- 
[ucation  Center  (CBHEC).  The  original 
[proposal  also  suggested  increasing  the 
incoming  class  size;  however,  A&M 
j dropped  that  idea  to  wait  for  the  results 
j of  studies  by  TMA  and  the  Texas  Higher 
Education  Coordinating  Board  on  work- 
force needs  in  rural  areas,  says  Jay 
Noren,  MD,  chancellor  for  health  affairs 
for  Texas  A&M. 

The  CBHEC  proposal  is  a little  dif- 
ferent from  others  in  that  it  takes  the 
health  of  the  entire  community  into  ac- 
I count,  proposing  expanded  training  in 
I nursing,  public  health,  and  other  allied 
I health  professions,  and  recruiting  local 
j high  school  students  into  the  medical 
j profession.  (See  “After  Hopwood,”  Feb- 
mary  1999  Texas  Medicine,  pp  56-59.) 

Dr  Noren  says  one  detail  of  the  med- 
ical education  feature  of  the  proposal 
would  help  avoid  the  town-gown  issue. 
Local  practicing  physicians  would  be  re- 
cruited and  trained  to  teach  third-year 
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You’re  a successful  physician. 

You’re  continually  looking  for  new 
ways  to  sharpen  your  expertise  and 
expand  your  knowledge.  If  this 
describes  you,  consider  becoming  a 
commissioned  officer/physician  in 
the  Air  Force  Reserve.  Here’s  what  it 
can  mean  for  you: 


Airforce 

Reserve 


ABOVE 


BEYOND 


The  benefits  don’t  stop  there.  Find 
out  if  you  qualify  for  up  to  $50,000 
in  loan  repayment  and  up  to 
$30,000  in  bonuses! 

For  more  information,  call 

1-800-257-1212.  Or  visit  our  web 

site  at  www.afreserve.com 


• An  extra  income 

• Paid  CME  activities 

• Unique  training  in  areas  such  as 
Global  Medicine 

• Travel 

• New  professional  associations 

• A commitment  of  just  one 
weekend  per  month  & two 
weeks  per  year 


• Tel  800.880.1300 
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students  doing  clerkships.  Some  of  them 
would  be  compensated.  “We  already  do 
a lot  of  community-based  education  be- 
cause we  don’t  have  a university  hospi- 
tal,” explained  Dr  Noren.  “One  of  our 
principal  objectives  is  to  avoid  the  town- 
gown  problem,  and  we  think  this  will 
help.”  A&M  would  also  work  to  increase 
the  number  of  fourth-year  elective  rota- 
tions in  the  Coastal  Bend  area. 

While  TMA  opposes  any  increase  in 
the  number  of  medical  student  slots  for 
the  state,  the  TMA  Council  on  Medical 
Education  told  the  legislature  that  the 
community  training  program  sounded 
promising  and  that  the  proposal  Jibes 
with  TMA  policy  of  encouraging  med- 
ical schools  to  expand  community-based 
programs  into  underserved  areas  of  the 
state.  Acknowledging  that  the  idea  has 
potential  kinks,  however,  the  council 
hosted  a forum  on  the  CBHEC  commu- 
nity-based training  idea  in  November  to 
explore  and  learn  more  about  the  teach- 
ing model  and  its  potential  impact  on 
the  community.  The  results  of  that  fo- 
rum were  not  known  at  press  time. 

Bill  Griffin,  MD,  president  of  the 
Nueces  County  Medical  Society,  says 
physicians  there,  too,  had  doubts  about 
the  CBHEC  proposal.  “But  now  the 
physicians  in  our  area  are  for  it.  Once 
people  understood  the  concept,  they 
were  more  apt  to  buy  into  it,”  he  said. 

“It  makes  sense  for  our  part  of  the 
state  because  so  many  of  our  physi- 
cians train  elsewhere.  We  also  see  this 
as  a possible  solution  to  some  of  the 
physician  shortages  we’ve  been  hav- 
ing,” Dr  Griffin  said. 

Cards  on  the  table 

Texas  Tech’s  August  statement  is  the 
only  announcement  of  a plan  for  a new, 
4-year  medical  school,  and  it  is  giving 
itself  about  10  years  to  work  it  all  out. 
Tech’s  El  Paso  School  of  Medicine  now 
trains  about  100  of  the  third-  and 
fourth-year  students  on  the  Lubbock 
campus  and  about  170  residents  in  10 
programs.  The  proposed  school  would 
be  smaller  than  the  Lubbock  school  but 
would  provide  patient  care,  medical 
training,  and  medical  research. 

Once  again,  the  push  came  from  a leg- 
islator, Sen  Eliot  Shapleigh  (D-El  Paso), 
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who  wanted  a 4-year  medical  school  as 
part  of  the  Border  Health  Initiative,  which 
was  allocated  $50  million  of  the  settle- 
ment of  the  state’s  lawsuit  against  the  to- 
bacco industry  during  this  past  legislative 
session.  After  years  of  fighting  with  Tech’s 
Lubbock  campus  over  funding.  Senator 
Shapleigh  finally  persuaded  Tech  to  agree 
to  expand  its  current  campus  in  El  Paso. 

“This  is  a 10-year  plan,”  Joel  Kuper- 
smith,  MD,  dean  of  the  Texas  Tech 
medical  school,  emphasized,  and  there- 


fore it’s  too  early  to  discuss  how  it  will 
all  play  out.  But  according  to  Senator 
Shapleigh,  the  new  school  will  empha- 
size research  and  enlist  private  physi- 
cians to  help  train  students.  “We  have 
worked  hard  to  address  the  town-gown 
issues  by  shifting  the  mission  of  this 
health  campus  to  research,”  he  said. 

The  El  Paso  County  Medical  Society 
reports  little  reaction  so  far  from  local 
physicians.  But  past  president  John  M. 
Tune,  MD,  in  a letter  to  the  El  Paso 


Countdown  to  a 
border  medical  school 


1987  The  Mexican  American  Legal  Defense  and  Education  Fund 

(MALDEF)  files  a lawsuit  claiming  historical  underfunding  of  bor- 
der universities. 

1991  Brownsville  district  court  rules  in  favor  of  MALDEF. 


1993  The  Texas  Supreme  Court  overturns  the  Brownsville  court  ruling, 

citing  no  discrimination. 

1993-1996  The  legislature  establishes  the  SouthTexas  Initiative  and  appropri- 

ates $500  million  to  improve  higher  education,  excluding  a medical 
school. 


May  1997  The  legislature  authorizes  establishment  of  the  South  Texas  Re- 

gional Academic  Health  Center  (RAHC)  in  conjunction  with  The 
University  ofTexas  System  and  authorizes  spending  $2.25  million  in 
general  revenue  funds  and  $30  million  in  tuition  interest  bonds. 


December  1997  The  UT  System  hires  the  Kaludis  Consulting  Group  of  Washington, 
DC,  to  oversee  the  RAHC  site  application  process. 

May  31,  1998  TheTexas  Higher  Education  Coordinating  Board  is  required  to  is- 

sue a status  report  on  the  RAHC  to  the  House  Committee  on 
Higher  Education,  Senate  Education  Committee,  and  UT  System. 


August  1998  The  University  ofTexas  Board  of  Regents  appointsThe  University 

ofTexas  Health  Science  Center  (UTHSC)  at  San  Antonio  as  the 
parent  school  for  the  proposed  RAHC  for  SouthTexas. 

May  1999  The  legislature  approves  the  proposed  UTHSC-San  Antonio  ex- 

pansion campus  in  Laredo  and  approves  Senate  Bill  590,  which 
paves  the  way  for  the  establishment  of  the  Coastal  Bend  Health  Ed- 
ucation Center. 


August  1999  Citing  the  unique  health  challenges  of  the  El  Paso  border  commu- 

nity, Texas  Tech  announces  its  intention  to  transform  Texas  Tech 
University  Health  Sciences  Center  at  El  Paso  into  a 4-year  medical 
school;  projected  implementation  is  10  years. 
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Times  shortly  after  Tech’s  annotince- 
ment,  said  he  supports  the  idea. 
■‘[Texas  Tech]  now  realizes  that  if  they 
do  not  take  action  to  create  a university 
medical  center  in  El  Paso,  the  U T sys- 
tem will  beat  them  to  it  in  Laredo  or 
Harlingen,”  he  wrote.  “The  medical 
community  and  the  people  of  El  Paso 
will  hold  [Tech  Chancellor  John]  Mont- 
ford  to  this  promise  and  will  demand 
our  legislature’s  prompt  action  and 
support  on  this  issue.” 


Evaluating  the  need 

Marcia  Collins,  TMA’s  director  of  med- 
ical education  studies,  says  that  if  a 
new  medical  school  is  built,  residency 
slots  among  the  schools  might  have  to 
shift  to  avoid  creating  new  slots. 
UTMB,  in  fact,  has  already  begun 
downsizing  and  shifting  resident  train- 
ing programs.  But  with  so  many  of  the 
medical  schools’  plans  still  in  their  in- 
fancy, there’s  no  way  to  guess  how  the 
state  would  absorb  more  students  from 
a new  medical  school. 

This  year,  however,  at  least  two 
state  agencies  have  been  assigned  to 
try.  The  lieutenant  governor’s  office 
has  charged  the  Senate  Committee  on 
Health  Services  with  “assessing  the 
preparedness  of  the  Texas  health  care 
workforce  to  meet  the  health  care 
needs  of  Texas  beyond  the  year  2000.” 
A representative  from  the  committee 
says  it  is  unwilling  to  predict  how  that 
will  affect  the  expansion  of  medical 
schools  to  the  border.  The  committee’s 
final  report  is  due  no  later  than  Sep- 
tember 1,  2000. 

Also,  the  legislature  has  assigned 
the  Texas  Higher  Education  Coordinat- 
ing Board  four  interim  studies  on  the 
impact  of  the  proposals  for  medical 
school  expansion,  the  first  of  which  is 
due  January  1,  2000.  That  study  will 


evaluate  the  impact  of  San  Antonio’s 
expansion  to  Laredo.  I'he  others,  due  in 
August  2000  and  January  2001,  will 
look  at  the  CBllEC  and  the  Border 
Health  Initiative  and  determine  the 
need  for  medical  training  along  the 
border  in  general. 

Stacy  Silverman,  program  director 
at  the  Coordinating  Board,  says  the 
goal  of  the  impact  statements  is  to 
“paint  a picture”  of  what  will  happen 
locally,  regionally,  and  at  the  state  level 


once  the  expansion  is  up  and  running. 
“We  ask,  ‘Is  it  going  to  draw  students 
away  from  other  schools?  Or  is  there 
going  to  be  a groundswell  of  students 
who  would  otherwise  not  consider 
health  studies?”’  she  said. 

“We  know  that  anecdotally  South 
Texas  high  school  students  are  less 
likely  to  go  to  a bigger  city  for  school  if 
it  draws  them  away  from  their  commu- 
nities. If  a school  in  that  area  did  offer 
those  opportunities  in  that  area,  then 
maybe  those  graduates  would  stay  in 
that  area  and  provide  care  for  that 
area,”  Ms  Silverman  added.  “That  can’t 
be  a bad  thing.”  ★ 


Monica  Maldonado  can  be  reached  ai  (800)  880-1300,  ext 
1385,  or  (512)  370-1385;  or  by  e-mail  at  monica_m@ 
texmed.org. 


Start  the  new  year 
off  right  with 
January’s  issue  of 
Texas  Medicine. 


WE’LL  EXPLORE 


20th  Century  public  health 
The  century  in  medicine 
Telemedicine 
CHIP 


Contact  Information: 


For  more  information, 
call  Larry  BeSaw,  editor, 
at  (800)  880-1300,  ext.  1383, 
or  (512)  370-1383, 
or  e-mail  larry_b  @ texmed.org. 
Also  considt  the  TMA  Web  site 
at  WWW.  texmed.  org. 


“It  makes  sense  for  our  part  of  the  state  because 
so  many  of  our  physicians  train  elsewhere. 

We  also  see  this  as  a possible  solution  to  some  of 
the  physician  shortages  we’ve  been  having.” 
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Y2K  2L8? 

Practical  last-minute  preparations  for  the  countdown  to  2000 


Dave  Albers 


G>  onsensus  has  it  that  the  bite  of  the  i 
I Y2K  bug  won’t  be  life-threatening ' 
!l  for  Texas  patients,  but  administra- 1 
tive  systems  may  need  the  defib' 
I paddles  come  January  1 if  precau- 1 
II  tionary  preparations  haven’t  been 

completed  in  a few  days. 

As  Larry  White,  chief  information  offi- 
cer for  MacGregor  Medical  Association, 
puts  it,  “If  you  can’t  get  a bill  out  the  door, 
you’ll  be  going  out  of  business.”  > > 


By  Laurie  Stoneham 
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I'he  18-clinic  multispecialty  }>roii|')  in 
j Houston  has  been  rigorously  preparing 
• for  the  year  2000  since  April.  Cross- 
; functional  teams  have  consideretl  and 
I attacked  a variety  of  potential  problems. 

' The  effort  has  included  everything  from 
I the  assessment  and  remediation  of  med- 
! ical  devices  to  the  establishment  of  de- 
tailed contingency  plans  in  the  event  of 
power  failures  or  other  emergencies.  A 
Y2K  rollover  squadron  will  ring  in  the 
New  Year  on-site  with  a backup  team  on 
call  in  the  event  of  major  interruptions. 

I Mr  White  says  he  anticipates  some 
I failures,  “but  they  will  appear  in  back- 
|end  systems  and  not  affect  patient  care. 
\nd  even  in  the  worst  of  circum- 
j stances,  we’ll  be  able  to  generate  and 
imail  HCFA  1500  forms.” 

In  case  you  haven’t  been  paying  at- 
jltention,  here’s  why  the  computer  wiz- 
lards  are  worried:  the  Y2K  problem 
T involves  the  processing  of  year  2000 
ijdates  in  information  systems.  Past  com- 

fputer  industry  practice  has  been  to 
record  the  year  portion  of  dates  using 
llonly  the  final  two  digits.  When  the  year 
j 2000  begins  — unless  corrective  action 
is  taken  — many  computer  systems  will 
be  unable  to  correctly  indicate  years  be- 
j ginning  with  “19”  and  “20”  and  to  ac- 
curately determine  21st  century  dates. 

1 As  a result,  some  computer  systems 
j may  fail  or  produce  erroneous  informa- 
tion, causing  widespread  disruption, 

• unless  they  are  made  Y2K  compliant  to 
process  year  2000  date  information. 

21st  century  transmissions 

An  avalanche  of  paper  processing  is 
' precisely  what  the  Texas  Health  Infor- 
mation Network,  the  state’s  largest 
claims  clearinghouse,  has  been  work- 
ing diligently  to  avoid,  according  to 
David  Renfro,  manager  of  provider  au- 
tomation sales/marketing  for  Blue 
Cross  and  Blue  Shield  of  Texas. 

I Mr  Renfro  points  out  that  the  Health 
I Care  Financing  Administration  (HCFA), 

1 payers,  and  vendors  have  been  inun- 
I dating  physicians  with  information  to 
I alert  and  educate  them  on  Y2K  issues. 
Blue  Cross  and  Blue  Shield  began  as- 
sessing the  readiness  of  physicians’  of- 
■ fices  to  submit  electronic  claims  last 
fall  with  a series  of  three  surveys. 
“We’ve  received  a tremendous  amount 
II  of  cooperation  from  the  medical  com- 


munity,” Mr  Renfro  sttid,  “and  over 
whelmingly,  providers  indicate  that 
they  will  be  Y2K  cotnplitmt.” 

The  formats  for  elect rotiic  claitns 
data  submission  are  till  d;tte-ready. 
However,  that  doesn’t  guarantee  a sys- 
tem is  compliant  in  all  areas,  Mr  Renfro 
etnphasizes.  “There’s  a great  deal  more 
involved  with  compliance  than  claims 
submission.  Physiciatis  need  to  be 
working  with  their  system  hardware 
and  software  vendors  who  cati  address 
their  readiness  requirements.” 

What  to  do  at  this  late  date 

Physician  office  staff  members  sur- 
veyed by  Texas  Medicine  say  they  have 
either  purchased  new  computers  or  up- 
graded software  to  overcome  the  cen- 
tury’s nastiest  and  most  expensive 
glitch  — or  media  hype,  depending  on 
your  point  of  view. 


But  say  you’ve  taken  a “let  the  chips 
fall  where  they  may”  attitude,  choos- 
ing to  focus  on  sick  patients  itistead  of 
possibly  sick  embedded  chi|)s.  As  the 
calendar  pages  flip  ever  clo.ser  to  the 
year  2000,  what  should  be  done  re- 
garding the  bug  whose  menace  is  still 
a mystery?  Well,  you  probably  don’t 
need  to  fool  with  testing  your  cof- 
feemaker  or  even  your  scanner  at  this 
point.  However,  it  would  definitely  be 
prudent  and  practical  to  check  out  crit- 
ical systems  — those  machines  crucial 
to  the  life  and  safety  of  your  patients 
and  your  business. 

Contact  the  manufacturer  of  this 
equipment.  The  most  efficient  means 
at  this  point  is  to  look  at  company  Web 
sites  (see  “Additional  Resources”). 
These  sites  typically  will  have  test  pro- 
grams, along  with  instructions  on  what 
you  can  do  to  correct  problems. 


Additional 

resources 


Below  is  a sampling  of  Web  sites  and  phone  numbers  that  have  some  of  the  answers 
you'll  need  to  protect  yourself  from  the  millennium  bug: 

Computer  software  manufacturers 

Adobe:  www.adobe.eom/newsfeatures/year2000/prodsupport/html 
Apple:  www.apple.eom/about/year2000 
Corel:  www.corel.eom/year2000/i ndex.htm 
IBM:  www.software.ibm.eom/year2000 
Microsoft:  www.microsoft.com/Y2K 

www.microsoft.com/technet/year2k/pca/pca.htm 
Symantec:  www.symantec.com/y2k/y2k.html 

Computer  hardware  manufacturers 

Dell:  www.dell.eom/year2000 

Gateway:  www.gateway.com/about/Y2K/index.shtml 
Hewlett-Packard:  www.hp.eom/year2000 
IBM:  www.ibm.eom/ibm/year2000 
Intel:  www.intel.eom/support/year2000 

Organizations 

American  Medical  Association:  www.ama-assn.org 

Health  Care  Financing  Administration:  www.hcfa.gov/Y2K;  (800)  958-HCFA 
President's  Council  onY2K:  www.Y2K.gov;  (888)  USA-4-Y2K 

Miscellaneous 

Checklist  of  products  to  test:  y2k.y2kbase.com 


It 
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The  American  Medical  Association 
also  has  a thorough  testing  instrument, 
PCReady2000,  available  on  its  Web  site 
at  www.ama-assn.org  that  you  can  use 
to  test  operating  components  in  your 
computer. 

Claims  claims 

With  regard  to  claims  processing  sys- 
tems, you  want  to  learn  from  the  man- 
ufacturer or  vendor  who  sold  you  the 
equipment: 

• Is  the  system  Y2K  ready? 

• What  needs  to  happen  for  you  to  be 
able  to  produce  and  submit  electronic 
claims  in  January  2000  and  beyond? 

• If  necessary,  will  assistance  be  pro- 
vided for  Y2K  date  verification  tests? 

• Is  written  documentation  of  Y2K 
readiness  available? 

• What  are  the  contingency  plans  in 
the  event  of  problems? 

Caring  for  your  Medicare 
business 

A national  hue  and  cry  has  proclaimed 
that  the  health  care  industry  is  woefully 
behind  in  its  Y2K  efforts.  Most  of  this  is 
based  on  HCFA  statistics.  The  organiza- 
tion points  to  a recent  experience  with 
Nationwide,  a Medicare  contractor.  The 
company  performed  a dummy  claims  run 


with  346  providers.  Of  the  136  failures 
that  occurred,  9 were  serious.  HCFA  ad- 
mits that  corrections  are  often  simple,  but 
they  have  to  be  revealed  before  remedial 
action  can  be  taken.  HCFA  advises: 

• Send  your  carrier  a test  claim  dated 
January  2000  to  ensure  hardware 
and  software  compliance,  or  make 
sure  your  billing  service  has  done  so. 

• Perform  this  test  as  soon  as  possible 
to  identify  problems  and  have  the 
time  to  fix  them. 

• Don’t  rely  on  paper  claims  as  a backup 
plan.  Paper  claims  will  cause  a huge 
backlog  and  extend  payment  times. 

Fatality  reports 

Could  the  bite  of  this  bug  cost  lives? 
Not  likely,  according  to  critical  care 
physicians  around  the  state. 

The  popular  press  has  incorrectly 
and  unjustifiably  created  fear  among 
the  public,  says  Richard  Hecker,  DO, 
chief  of  anesthesiology  at  CHRISTUS 
Santa  Rosa  Hospital  in  San  Antonio. 
“The  fact  is,  most  of  the  equipment  we 
use  is  not  date-sensitive.  We’ve  looked 
at  those  that  are,  and  they  are  ready.  So 
bottom  line,  we  don’t  think  that  Y2K 
will  be  that  big  of  a deal.” 

Sam  Roberts,  MD,  chief  of  emer- 
gency medicine  at  Seton  Medical  Cen- 


ter in  Austin,  says  the  biggest  headache 
is  that  manufacturers  aren’t  guarantee- 
ing compliance,  so  it’s  been  a time-con- 
suming “bit-by-bit”  assessment.  He  is 
confident  that  the  major  life-sustaining 
systems  will  operate  properly. 

The  medical  director  of  emergency 
medicine  at  Northwest  Texas  Health- 
Care  System  in  Amarillo  also  is  opti- 
mistic. “If  MIS  fails  us,”  said  Kevin 
Allen,  MD,  “the  worst  scenario  is  that 
we  can  no  longer  process  and  register 
patients,  but  we  will  still  be  able  to  care 
for  all  levels  of  emergencies.”  In  terms 
of  critical  patient  care,  he  notes  that 
backup  generators  are  in  place  in  the 
event  of  an  electrical  grid  failure.  Dr 
Allen  added,  “A  task  force  will  be  on-site 
from  10  pm  to  2 am,  prepared  to  assist 
in  the  event  of  major  interruptions.” 

Happy  New  Year 

Despite  years  of  painstaking  effort  and 
billions  of  man  hours  and  dollars,  the 
hysterically  ironic  aspect  of  this  whole 
business  is  that  it  really  is  all  about  ze- 
ros, because  that’s  how  many  people 
know  what  truly  will  happen  at  12:01 
am,  Saturday,  January  1,  2000.  ★ 


Laurie  Stoneham  is  an  Austin  freelance  writer. 


Smart 

test 


You  can  take  advantage  of  a Texas 
Health  Information  Network  test  pro- 
gram by  transmitting  Y2K  compliant 
claims  files  as  a "test"  to  the  normal 
rEDI-link  Blue  phone  number  currently 
used,  with  the  appropriate  submitter 
number  and  password.  Date(s)  of  serv- 
ice, date  of  birth,  hospital  admission 
date,  and  date  of  accident  or  injury 
should  consist  of  year  2000  dates.  To 
confirm  that  dates  submitted  are  for 
the  year  2000,  a normal  response  report 
will  be  received  and  the  test  files 
should  reject  for  "invalid/future  dates.” 
If  any  changes  are  made  to  hardware 
and/or  software  after  the  test,  another 
test  should  be  considered. 


Protecting  your  home 
and  family 


Okay,  so  it's  too  late  to  build  a straw  bail  home  in  theTexas  Hill  Country.  Still,  many  ex- 
perts are  suggesting  that  some  basic  preliminary  precautions  are  in  order  for  possible 

electrical  and  water  supply  interruptions.  Such  preparations  would  be  similar  to  emer- 
gency preparedness  and  include  having  on  hand: 

• Hard  copies  of  important  documents  stored  on  your  home  computer,  including 
banking,  financial,  brokerage,  and/or  tax  statements. 

• A supply  of  flashlights  and  a battery-operated  radio  or  television,  along  with 
replacement  batteries. 

• A 3-to-7-day  supply  of  nonperishable  (canned,  dehydrated)  food  and  bottled  water. 

• Firewood  and  other  items  (blankets,  coats,  hats,  gloves)  for  keeping  warm. 

• A 30-day  supply  of  prescription  and  nonprescription  medications  and  first  aid  equipment. 

• Extra  cash  (7  to  30  days'  worth). 

• A full  tank  of  gasoline  in  all  automobiles. 

• Alternative  heating  and  cooking  devices,  which  should  be  used  with  caution.  Gen- 
erators should  be  stored  outside  the  home  in  a well-ventilated  area  and  should  be 
connected  to  specific  appliances,  not  to  the  home's  electrical  system. 
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2 OOKING  FOR 
A NEW  GIFT  IDEA? 


Most  physicians  provide  for  their  own  retirement, 
but  tor  those  victims  of  personal  disaster,  who 
will  help? 


In  addition  to  your  annual  gift,  please 
consider  purchasing  gift  cards  that  you 
may  send  to  friends  and  colleagues  in  lieu 
of  holiday  or  occasion  gifts  throughout 
the  year.  Upon  receipt  of  your  generous 
donation,  the  Physicians  Benevolent 
Fund  will  send  you  the  gift  cards  that 
you  may,  in  turn,  distribute  at  your  convenience. 

This  is  truly  a gift  that  will  make  a positive  difference 
in  someone’s  life. 


Make  a difference  this  holiday 
season  by  giving  the  gift  of  love . 


Send  your  tax-deductible  donation  to  the  Physicians  Benevolent  Fund, 
Texas  Medical  Association,  401  West  1 5th  Street,  Austin,  Texas  78701, 
or  call  (800)  880-1300,  ext.  1470  for  more  information. 


■D  si  dans 

Benevotent  ^und 
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“I  felt  like  a doctor  again.” 

A Texas  surgeon  rediscovers  the  joy  of  medicine  in  Honduras 


Texas  Medicine  * December  1999 


www.texmed.org 


This  woman  with  a huge  goiter  was  among  the  many  Hondurans  helped  by  the 
Texas  surgical  team. 


Monday,  August  9 
Surgery  begins 

AS  planned,  we  arrived  at  the  hos- 
pital at  8 am  sharp.  We  were 
ready  to  go,  but  the  hospital  was 
not.  The  instruments  and  packs 
we  had  prepared  remained  un- 
sterilized. There  was  a problem 
I with  steam  generation,  so  we 
were  forced  to  wait.  Meanwhile,  a local 
family  doctor  managed  to  get  sterile 
packs  and  was  working  on  four  tubal  lig- 
ations in  one  of  the  rooms  we  prepared 
for  our  surgeries.  Tempers  flared,  every- 
one was  on  edge.  After  Dr  Samora  (the 
Americans’  Honduran  liaison)  arrived, 
the  situation  improved  marginally.  > > 


Editor's  Note;  In  the  November  issue  of  Texas  Medicine, 

Austin  surgeon  Bruce  McDonald,  MD,  began  his  account  of 
the  medical  mission  that  he,  his  wife,  and  daughter  took  to 
San  Pedro  Sula,  Honduras,  in  August  with  a team  of  volun- 
teer physicians  and  other  health  care  professionals  from 
Austin  and  Round  Rock.  Their  initial  excitement  was  tem- 
pered by  the  reality  of  the  primitive  conditions  in  the  Hospi- 
tal Leonardo  Martinez,  but  they  quickly  set  to  work  treating 

patients.  Here  is  the  conclusion  of  his  story.  By  Bruce  McDonald,  MD 


The  first  surgery,  a suprapuliic  prosta- 
tectomy, began  at  11  am.  1 managed  to 
iget  a hernia  going  in  another  room,  but 
it  was  a comedy  of  errors.  Just  as  the  pa- 
tient got  his  spinal  and  was  propped  and 
draped,  the  power  went  out.  We  were  in- 
formed that  a fire  in  the  electrical  gener- 
ation plant  had  caused  a power  outage 
'that  affected  the  entire  country.  We  were 
able  to  perform  the  surgery  with  the  help 
of  a flashlight,  natural  light  from  the  win- 
dows, and  a “spotlight”  caused  by  a gap- 
ing hole  in  the  roof.  We  didn’t  miss  the 
cautery  — it  had  never  worked  reliably 
and  was  only  a source  of  frustration. 

Things  weren’t  improving.  Inside  the 
operating  room,  the  afternoon  heat 
and  humidity  were  becoming  oppres- 
sive. The  toilet  didn’t  flush,  and  the 
'Odor  was  overwhelming.  We  couldn’t 
get  a breath  of  fresh  air  because  Nurse 
Ratchett  (the  surgical  team’s  nickname 
for  the  domineering  Honduran  OR  su- 
pervisor) had  run  out  of  botas  (shoe 
covers).  By  1:30  pm,  we  had  power 
again  and  started  on  our  next  patients. 

Dr  Samora  had  disappeared  off  the 
face  of  the  earth.  Dr  Ed  Lewis,  our 
anesthesiologist,  managed  to  wire  one 
of  the  formerly  useless  cautery  ma- 
chines, and  Dr  Elizabeth  Rutledge  was 
able  to  do  a TURP  (transurethral  resec- 
tion of  the  prostate). 

The  conditions  of  the  hospital  were 
deplorable;  the  conditions  of  many  of 
the  patients  were  equally  shocking. 
These  people  were  not  only  poor,  but 
they  also  had  medical  and  surgical  con- 
ditions that  had  worsened  from  neg- 
lect. They  were  simply  beyond  the 
capabilities  of  the  local  surgeons. 

The  day’s  last  patient  had  a large  in- 
guinal hernia  and  a complete  AV  block 
following  several  heart  attacks.  We  de- 
cided to  operate  under  local  anesthesia 
with  sedation.  His  heart  rate  during  the 
surgery  was  35,  and  he  breezed  through 
without  a hitch. 

During  the  first  day  of  operating,  we 
did  six  inguinal  hernias  gigantes,  two 
suprapubic  prostatectomies,  a TURP, 
and  a cholecystectomy.  We  were  ex- 
hausted, but  we  knew  we  had  accom- 
plished a great  deal  under  duress.  We 
finished  at  8 pm  and  headed  for  the 
showers  and  the  hotel  bar.  Despite  the 
fact  that  hot  water  was  available  only  in 
the  mornings,  it  felt  good  to  be  clean. 


Tuesday,  August  10 
The  pace  accelerates 

We  arrived  at  the  hospital  at  8 am.  The 
word  was  out  and  the  floodgates  were 
open.  1 saw  25  patients  that  morning. 
Most  had  been  properly  triaged,  and 
we  were  able  to  do  their  surgeries. 
Some  didn’t  need  surgery,  and  some 
were  beyond  what  I considered  safe 
under  the  conditions. 

One  woman  came  with  her  infant 
son  who  had  an  enlarged  lymph  node 
in  his  neck.  She  had  been  told  that  he 
had  cancer.  He  did  not.  A little  reassur- 
ance was  all  that  was  necessary. 


A young  man  with  a huge  hiatal  her- 
nia complained  that  he  lost  his  stomach 
contents  every  time  he  bent  over.  He 
was  quite  thin,  and  I knew  that  under 
the  proper  circumstances,  we  could  re- 
ally help  him.  I also  knew  that  the  con- 
ditions at  Hospital  Leonardo  Martinez 

— inadequate  lighting,  no  cautery,  and 
the  ever-present  chance  of  power  outage 

— were  too  risky  for  his  case.  I apolo- 
gized and  explained  that  we  did  not 
have  the  equipment  to  do  the  repair. 

It  was  very  difficult  to  turn  away  pa- 
tients, but  we  had  to  remember  that  we 
were  first  and  foremost  ambassadors 
from  our  country  — all  the  good  that 
we  might  accomplish  could  be  wiped 
out  by  a single  bad  case.  Primum  non 
nocere  was  the  guiding  principle. 

Midmorning.  More  hernias  gigantes. 
One  woman  came  in  with  a huge  inci- 
sional hernia.  Somehow  she  had  man- 
aged to  get  her  own  mesh  and  a 
suction  catheter.  She  came  NPO.  We 
gave  her  high  marks  for  ingenuity  and 
scheduled  her  for  the  afternoon. 

Dr  Michelle  Irwin  found  a gyneco- 
logic case.  I went  to  the  hospital  ward 
to  check  the  patients. 

The  med-surg  unit  was  a large  room 


with  32  beds,  and  minimal,  if  any,  air 
conditioning.  The  men  were  mixed  in 
with  the  women,  with  no  curtains  be- 
tween beds.  Eatnilies  were  respotisible 
for  providitig  food  ;ittd  pain  medica- 
tion. All  things  considered,  my  patients 
were  doing  well.  On  to  the  OR. 

On  the  way  to  the  operatitig  room,  I 
was  stopped  by  a woman  with  a huge 
goiter.  She  had  not  been  able  to  swal- 
low solid  foods  for  more  than  2 years 
because  of  the  size  of  her  thyroid.  We 
put  her  on  the  schedule  for  Wednesday. 

The  surgeries  started  late  but  I was 
able  to  do  five  inguinal  hernias,  one  in- 


cisional hernia,  and  a gallbladder.  Be- 
cause we  would  not  be  around  to 
remove  the  sutures,  I closed  all  inci- 
sions with  4-0  Vicryl  subcuticular  su- 
tures. They  turned  out  to  be  a real 
crowd-pleaser  in  the  post-op  ward.  Ap- 
parently, the  standard  of  care  in  San  Pe- 
dro was  2-0  silk  mass  sutures. 

Late  afternoon.  More  challenges.  We 
had  a problem  with  the  tetracaine 
spinals.  The  medical  supply  company 
had  given  us  the  liquid,  which  is  very 
unstable.  Many  of  the  spinal  anesthetics 
were  less  than  effective  and  we  had  to 
finish  with  local  anesthesia.  The  gall- 
bladder surgery  was  completed  with 
Marcaine  local  and  ketamine.  By  6 pm, 
only  a TURP  was  left,  and  most  of  the 
team  returned  to  the  Gran  Sula  Hotel. 
We  showered  and  met  at  the  hotel  bar. 

Back  at  the  hospital.  Dr  Rutledge 
and  Dr  Jack  Jacobson  encountered  a 
large  bladder  stone  and  had  to  open. 
When  they  returned  to  the  hotel  some- 
time after  9:30  pm,  they  told  us  the 
story  of  the  three-legged  cat.  Appar- 
ently, during  the  suprapubic  prostatec- 
tomy, the  kick  bucket  was  knocked  over 
and  everyone  looked  up  to  see  a three- 
legged  cat  running  from  the  OR  with  a 


The  conditions  of  the  hospital  were  deplorable; 
the  conditions  of  many  of  the  patients  were 
equally  shocking.These  people  were  not  only  poor, 
hut  they  also  had  medical  and  surgical  conditions 
that  had  worsened  from  neglect. 
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The  post-op  ward  in  the  Hospital  Leonardo  Martinez  was 
crowded  while  the  visiting  surgical  team  was  in  town. 


prostate  in  its  mouth.  We  ordered  pizza 
and  had  a feast  in  the  hotel  bar. 

Later  that  evening,  'we  ran  into  two 
Americans,  Jaime  and  Lisa,  who  had 
been  running  missions  in  Honduras  for 
several  years.  We  told  them  our  experi- 
ences, and  they  volunteered  to  come  to 
the  hospital  in  the  morning  to  help  us 
with  our  problems.  The  timing  was  per- 
fect. We  had  run  out  of  scrub  sponges 
and  were  starting  to  reuse  them.  We 
were  just  about  out  of  Ringers  lactate  (IV 
solution),  and  the  tetracaine  for  the 
spinals  was  not  doing  the  job.  Jaime  and 
Lisa  told  us  they  would  help  find  sup- 
plies. We  were  encouraged  by  their  kind 
offers,  and  the  day  ended  on  a high  note. 

Wednesday,  August  11 
A banner  day 

Three  American  soldiers  were  shot  to 
death  by  gangs  about  two  blocks  from 
our  hotel.  Lynn  Carter,  Dr  Jacobson’s 
nurse,  had  heard  a commotion  outside 
her  hotel  window  and  saw  a bloody, 
dead  body  lying  in  a pickup  truck  sur- 
rounded by  local  police  with  automatic 
weapons.  The  word  was  passed  on  to  the 
students,  who  finally  stopped  asking  if 
they  could  go  out  at  night  by  themselves. 

We  arrived  at  the  hospital  at  8 am  to 
make  rounds.  The  local  physician  had 
discharged  all  of  my  patients  from  yes- 
terday, including  the  gallbladder  re- 
moval from  last  night  and  the  massive 
incisional  hernia.  Patients  started  com- 
ing out  of  the  woodwork.  They  stopped 
us  at  the  OR  door  with  abdominal 
sonograms  showing  gallstones,  or  large 
goiters  and  hernias. 

Lisa  proved  to  be  a good  interpreter 
and  knew  how  to  get  things  done  in 
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The  total  general  surgery  count 
for  the  day  was  10  hernia  repairs, 
a partial  glossectomy  for  tumor,  a thyroidectomy, 
an  open  cholecystectomy,  an  epigastric  hernia, 
a resection  of  a malignant  melanoma, 
and  an  umbilical  hernia. 


Honduras.  The  pace  picked  up  and  we 
managed,  through  Lisa,  to  get  needed 
drugs.  Unfortunately,  the  entire  hospi- 
tal was  out  of  water.  We  had  to  carry 
water  from  across  the  street  for  clean- 
ing and  scrubbing. 

We  divided  into  teams,  and  the  sur- 
gery moved  much  more  quickly.  The 
urologic  team  consisted  of  Drs  Rut- 
ledge and  Jacobson  with  Lynn  Carter 
and  Dan  Eckert  (administrator  of  the 
Round  Rock  Ambulatory  Surgery  Cen- 
ter). The  general  surgery  team  con- 
sisted of  myself  with  nurse  Marilyn 
Kasper  and  Janice  Walter  (an  operating 
room  technician).  We  kept  the  students 
rotated  through  as  assistants,  and  they 
also  helped  turn  the  rooms  around. 

The  patients  began  pouring  in.  Dr 
David  Gillory,  our  orthopedic  surgeon, 
had  gone  to  the  other  public  hospital, 
which  had  400  beds.  He  did  several  sur- 
geries: a forearm,  a femoral  rodding, 
and  removal  of  a bullet  from  a knee. 
They  were  supposed  to  do  more  surgery 
in  the  afternoon,  but  the  hospital  ran 
out  of  drapes.  He  said  there  were  more 
than  130  orthopedic  cases  at  the  public 
hospital,  but  a strike  by  hospital  em- 
ployees and  the  lack  of  physicians  and 
supplies  left  them  hamstrung. 

The  OR  staff  was  actually  starting  to 
be  helpful.  The  massive  goiter  was  the 
case  of  the  day.  We  got  all  of  the  cau- 
teries into  the  room,  hoping  at  least 
one  would  work.  No  luck.  We  started 
without  them.  The  dissection  pro- 
ceeded without  incident.  A large  tumor 
of  the  left  thyroid  lobe.  The  upper  pole 
divided  and  the  hemostat  popped  off. 
Brisk  bleeding  ensued;  direct  pressure 
was  applied  until  the  thyroid  could  be 
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removed.  It  was  a huge  adenoma.  We 
found  the  superior  thyroid  artery  and 
ligated  it.  Operative  time  was  less  than 
20  minutes.  The  surgery  was  observed 
by  many  of  the  local  staff,  so  word  of 
the  case  circulated  quickly.  For  a brief 
moment,  I was  Cirujano  Supremo.  It 
felt  good  to  be  appreciated,  but  I knew 
I was  only  as  good  as  my  last  case  and 
I had  many  more  ahead  of  me. 

My  last  case  of  the  day  was  a gall- 
bladder in  a moderately  obese  woman. 
No  cautery.  No  laparotomy  sponges  — 
we  had  to  sterilize  and  use  bath  towels 
for  sponges.  Lynda  Peters,  the  adminis- 
trator for  Medico,  arrived  and  uncov- 
ered more  laparotomy  sponges.  We 
pushed  on. 

The  total  general  surgery  count  for 
the  day  was  10  hernia  repairs,  a partial 
glossectomy  for  tumor,  a thyroidec- 
tomy, an  open  cholecystectomy,  an  epi- 
gastric hernia,  a resection  of  a 
malignant  melanoma,  and  an  umbilical 
hernia.  The  urology  group  turned  out  a 
bunch  of  suprapubic  prostatectomies, 
removed  a kidney  stone,  and  repaired  a 
hypospadias.  A truly  banner  day. 

At  1 1 pm,  we  sent  out  for  pizza.  We 
had  a feast  in  the  OR.  Everyone  was 
completely  pumped  up.  We  could  have 
continued  to  operate  all  night. 

Thursday,  August  12 
Our  last  day 

It  felt  like  Christmas.  We  convinced  Dr 
Samora  to  let  us  into  Nurse  Ratchett’s 
private  stash.  We  loaded  up  on  shoe 
covers  and  hats,  drapes,  #15  blades, 
and  gloves. 

Surgery  moved  along  well  with  two 
rooms  for  general  surgery.  The  word  was 
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Our  team  of  22  volunteers  worked  together  to 
accomplish  the  goal  of  providing  care  for  those  less 
fortunate  than  ourselves.  Sure,  there  were  hassles 
and  abysmal  conditions,  but  these  were  because  of 
the  oppression  of  poverty  and  ignorance,  not 
oppressive  Medicare  and  managed  care  rules. 

II  ^ The  hospital  operating  room  was  primitive,  but  the 

Texans  were  able  to  perform  surgery. 


out  about  the  quality  of  our  care,  and 
Norma  Reyes,  the  head  nurse,  brought 
in  a friend  for  gallbladder  surgery.  We 
added  her  to  the  schedule  as  a PR  move. 

Private  surgeons  arrived  to  watch 
our  techniques  and  learn  from  us.  To- 
day’s highlight  was  the  largest  thyroid 
I had  ever  seen.  I elected  to  do  a subto- 
tal because  it  had  been  there  for  20 
years  and  was  most  likely  benign.  I also 
knew  the  patient  did  not  have  the 
money  to  buy  thyroid  replacement 
medicine.  The  visible  thyroid  was  only 
the  tip  of  the  iceberg.  It  nearly  encir- 
cled the  neck.  After  much  pulling  and 
blunt  dissection,  I managed  to  free  it 
anteriorly  and  from  the  trachea.  It  was 
divided  in  the  midline  and  eventually 
succumbed  to  surgical  siege.  The  pa- 
tient recovered  without  a hitch. 

Thursday  afternoon.  Wall-to-wall 
hernia  surgery  — six  in  all  — and  fi- 
nally Norma’s  friend  with  gallstones.  A 
local  surgeon  scrubbed  in  on  the  hernia 
repairs.  He  was  fascinated  with  the 
plug-and-patch  method.  I showed  him 
how  to  do  it  and  gave  him  some  of  our 
leftover  plugs. 

A tropical  rainstorm  developed  and 
between  the  air  conditioner,  a noisy 
suction  machine,  and  the  rain  pounding 
against  the  metal  roof,  it  was  impossi- 
ble to  communicate  with  each  other.  Dr 
Jacobson  had  two  more  TURPs  sched- 
uled. The  first  went  very  badly.  It  was 
converted  to  an  open  procedure,  as  the 
prostate  was  too  big  to  remove  through 
the  scope.  Bleeding  became  a problem, 
and  the  case  went  very  late. 

One  of  the  visiting  surgeons  prom- 
ised to  get  us  two  units  of  blood  from 
the  private  hospital.  It  was  outdated  by 


a day.  Back  in  OR  3,  Dr  Irwin,  who  is  a 
universal  donor,  prepared  to  give  a di- 
rect blood  transfusion  to  the  patient. 
The  bleeding  was  slowing  and  clots 
started  forming.  Unfortunately,  the  first 
thing  to  clot  off  was  the  suction.  The 
patient  was  closed  and  returned  to  the 
recovery  room. 

At  9:30  pm,  we  feasted  on  TGI  Fri- 
day’s carry  out  in  the  OR.  We  were  ex- 
hausted and  ecstatic.  The  first  bus  load 
returned  to  the  hotel  at  11  pm.  The  re- 
covery, anesthesia,  and  urology  people 
returned  at  midnight.  We  celebrated 
our  successful  mission  until  2:30  am. 

Friday  the  13th 
Morning  comes  early 

Those  of  us  who  needed  to  make 
rounds  and  pack  instruments  left  early 
for  the  hospital.  The  Honduran  people 
are  extremely  hardy  and  have  endured 
much  hardship  in  their  lives.  They  tol- 
erated surgery  extremely  well.  My  gall- 
bladder patient  already  had  been  seen 
by  the  local  physician  and  discharged. 
Many  of  the  patients  had  a day’s  walk 
to  get  back  to  their  homes,  some  more. 

We  packed  up  the  instruments  and 
said  our  good-byes.  All  of  the  staff  gave 
us  hugs,  and  there  were  many  tears. 
Even  Nurse  Ratchett  brushed  back  a 
tear.  We  picked  up  the  rest  of  the  team 
at  the  hotel  and  headed  for  the  airport 
at  10:30  am. 

All  things  considered,  we  did  a lot  of 
good  for  many  of  the  Hondurans.  In  4 
days  of  operating,  the  general  surgical 
team  did  28  hernia  repairs,  2 thy- 
roidectomies, 5 open  cholecystec- 
tomies, a massive  incisional  hernia,  a 
melanoma  resection,  an  epigastric  her- 


nia repair,  an  umbilical  hernia  repair, 
and  a mastectomy. 

Drs  Rutledge  and  Jacobson  did  more 
suprapubic  prostatectomies  in  4 days 
than  most  urologists  do  in  a lifetime. 
There  were  also  a hypospadias  repair, 
kidney  stone  removal,  and  bladder 
stone  removals.  Dr  Gillory  managed  to 
do  some  orthopedic  surgery  and  Dr  Ir- 
win got  to  deliver  some  babies. 

Although  we  went  to  Honduras  to 
help  the  people,  each  team  member  was 
enriched  by  the  experience  in  a personal 
way.  One  of  our  students,  Brian  Baird, 
who  had  no  interest  in  medicine  before 
the  trip,  has  decided  to  pursue  a career 
in  anesthesia.  My  daughter,  Shelby,  who 
is  interested  in  veterinary  medicine,  was 
fascinated  by  the  anatomy  and  the  ac- 
tual performance  of  surgery.  She  cannot 
wait  to  do  this  again.  She  said  this  was 
the  best  trip  she  has  ever  taken.  My 
wife,  who  has  maintained  her  nursing  li- 
cense but  has  not  been  active  in  nursing 
for  20  years,  has  fallen  in  love  again 
with  the  recovery  room  and  is  going 
back  into  nursing. 

As  for  my  own  reflections  on  the 
trip,  I was  reacquainted  with  the  joy  of 
practicing  medicine  purely  and  simply. 
Our  team  of  22  volunteers  worked  to- 
gether to  accomplish  the  goal  of  pro- 
viding care  for  those  less  fortunate 
than  ourselves.  Sure,  there  were  has- 
sles and  abysmal  conditions,  but  these 
were  because  of  the  oppression  of 
poverty  and  ignorance,  not  oppressive 
Medicare  and  managed  care  rules.  For 
a week  I felt  like  a doctor  again.  ★ 
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We  examined  the  underlying  causes  of  fe- 
tal deaths  reported  for  1993  through 
1 995  in  relation  to  the  mother’s  ethnicity, 
reproductive  history,  and  medical  factors 
listed  on  birth  and  fetal  death  certificates. 

The  overall  fetal  mortality  rate  (FMR) 
was  6.3  per  1000  live  births  plus  fetal 
deaths,  and  5.6,  5.9,  and  9.8  per  1000, 
respectively  in  pregnancies  of  white,  His- 
panic, and  black  women.  Preterm  birth 
(low  birth  weight)  was  a major  predictor 
(or  consequence)  of  fetal  death,  and  ex- 
tremes of  maternal  age,  increased  parity, 
and  plural  pregnancies  were  a/so  associ- 
ated with  increased  FMRs,  especially  in 
black  women.  The  underlying  causes  re- 
ported on  fetal  death  certificates  were 
complications  of  the  placenta,  cord,  and 
membranes  (36%);  ill-defined  conditions 
arising  in  the  perinatal  period  (23%);  fe- 
tus affected  by  maternal  complications  of 
pregnancy  (10%);  fetus  affected  by  ma- 
ternal conditions  unrelated  to  pregnancy 
(6%));  and  short  gestation  and  unspeci- 
fied low  birth  weight  (5%);  14%  of  fetal 
deaths  were  associated  with  congenital 
abnormalities. 

Factors  reported  most  frequently  were 
premature  rupture  of  the  membranes,  dis- 
orders of  amniotic  fluid  volume,  preg- 
nancy-associated hypertension,  diabetes, 
anemia,  previous  preterm  or  small-for- 
gestational-age  births,  incompetent 
cervix,  chronic  hypertension,  and  sexually 
transmitted  diseases.  More  than  40%  of 
fetal  deaths  were  not  associated  with  any 
medical  risk  factor.  FMRs  associated  with 
maternal  anemia,  cardiac  disease,  preg- 
nancy-associated hypertension,  eclamp- 
sia, and  previous  birth  weighing  more 
than  4 kg  were  at  least  1.5  times  higher 
in  pregnancies  of  black  women  than  in 
the  other  2 ethnic  groups.  The  underlying 
causes  of  fetal  death  provide  few  targets 
for  their  primary  prevention;  preventive 
efforts  might  better  be  directed  to  the 
closer  surveillance  and  care  of  pregnant 
women  with  demographic,  reproductive, 
and  medical  factors  associated  with  in- 
creased risk. 
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INTRODUCTION 

The  infant  mortality  rate  (IMR)  is 
probably  the  single  best  indicator 
of  the  well-being  of  a population 
(1).  But  as  neonatal  mortality 
rates  have  fallen,  fetal  deaths 
have  become  the  main  determinant  of 
perinatal  mortality  (2,3).  One  objective 
of  Healthy  People  2000  (4)  is  to  reduce 
the  fetal  mortality  rate  (FMR)  in  the 
United  States  from  7.6  per  1000  live 
births  plus  fetal  deaths  in  1987  to  no 
more  than  5 per  1000  by  year  2000.  To 
identify  potentially  preventable  causes 
of  fetal  death,  we  examined  the  underly- 
ing causes  reported  on  fetal  death  cer- 
tificates in  Texas  from  1993  through 
1995  in  relation  to  various  demographic, 
reproductive,  and  medical  risk  factors. 

MATERIALS  AND  METHODS 

The  Bureau  of  Vital  Statistics,  Texas  De- 
partment of  Health,  maintains  records 
of  all  reported  fetal  deaths,  regardless  of 
the  length  of  gestation,  and  requires 
completion  of  a fetal  death  certificate  if 
gestation  is  20  weeks  or  more.  Data 
from  anonymous  birth  and  fetal  death 
certificates  for  Texas  residents  were  ob- 
tained from  the  Bureau  of  Vital  Statistics 
for  the  years  1993  through  1995.  Eth- 
nicity (white,  black,  and  Hispanic)  was 
determined  by  the  mother’s  declaration; 
“other”  ethnic  groups  were  included  in 
the  total.  Maternal  ages  were  grouped 
into  5-year  increments  between  10  and 
40-1-  years.  Estimated  gestational  ages 
were  grouped  into  20  through  21,  22 
through  25,  26  through  29,  30  through 
33,  34  through  37,  38  through  41,  and 
42-1-  weeks.  Birth  weights  were  grouped 
into  500-gram  increments.  Maternal 
parities  were  grouped  into  0,  1,  2,  3, 
and  4 or  more.  Plurality  of  birth  was 
grouped  as  singleton,  twin,  and  triplet 
or  higher.  Maternal  education  was 
grouped  into  below  or  above  12  years. 
The  underlying  causes  (International 
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Classification  of  Diseases  — Ninth  Revi- 
sion [ICD]  [5])  reported  on  the  fetal 
death  certificates  were  ranked  by  per- 
cent of  total  fetal  deaths.  All  variables 
were  examined  by  ethnicity,  and  any: 
value  for  1 ethnic  group  that  was  at 
least  1.5  times  those  of  both  other  eth- 
nic groups  was  considered  elevated.  The 
occurrence  of  medical  factors  listed  on 
birth  and  fetal  death  certificates  was  cal- 
culated per  1000  live  births  and  per 
1000  fetal  deaths.  The  risk  of  fetal  death 
associated  with  each  medical  factor  was 
calculated  as  fetal  deaths  per  1000  live 
births  plus  fetal  deaths  associated  with 
that  factor.  The  statistical  package  SPSS- 
7.5  for  Windows  was  used  both  to  ab- 
stract and  analyze  the  data. 

RESULTS 

From  1993  through  1995,  a total  of 
964,412  live  births  and  6,084  fetal 
deaths  were  recorded.  By  ethnicity, 
43.9%  of  live  births  and  39.3%  of  fetal 
deaths  represented  pregnancies  of 
white  women,  41.4%  of  live  births  and 
38.8%  of  fetal  deaths  represented  His- 
panic pregnancies,  and  12.7%  of  live 
births  and  19.9%  of  fetal  deaths  repre- 
sented black  pregnancies.  The  total 
FMR  was  6.3  per  1000  live  births  plus 
fetal  deaths.  The  FMR  of  blacks  was  at 
least  1.5  times  those  of  both  of  the 
other  ethnic  groups  (Table  1). 

FMRs  decreased  with  increasing  ges- 
tational age  and  birth  weight,  falling 
from  more  than  500  per  1000  live  births 
plus  fetal  deaths  for  birth  weights  under 
500  grams  to  3 or  fewer  per  1000  with 
birth  weights  more  than  2500  grams. 
The  rates  were  highest  in  whites  and 
lowest  in  blacks  in  each  birth  weight  cat- 
egory under  2500  grams;  thereafter,  the 
rates  were  highest  in  blacks  (Table  2). 
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\Table  1.  Fetal  mortality  rates* *  by  ethnicity,  Texas, 
1993  through  1995. 


White  5.61 

Hispanic  5.88 

Black  9.76 

Total  6.27 


j*  Fetal  deaths  per  1000  live  births  plus  fetal 
deaths. 

Boldfaced  value  for  1 ethnic  group  is  at  least  1.5 
times  greater  than  those  of  both  other  ethnic 
groups. 


Maternal  ages  of  20  through  29 
years  were  associated  with  the  lowest 
FMRs  (5.6  per  1000);  the  highest  were 
associated  with  maternal  ages  less  than 
15  years  and  greater  than  40  years 
(Table  3).  In  the  group  younger  than 
15  years,  whites  had  the  highest  FMR; 
after  age  20  years,  blacks  had  FMRs  at 
least  1.5  times  greater  than  those  of 
both  other  ethnic  groups.  FMRs  in- 
creased with  increasing  parity  and 
were  highest  in  black  pregnancies  of  all 
parities.  FMRs  also  increased  with  in- 
creasing plurality  of  births.  Maternal 
education  less  and  greater  than  12 
years  were  both  associated  with  a 
greater  risk  for  fetal  death  in  pregnan- 
cies of  black  women. 

The  top  5 underlying  causes  of  fetal 
death,  collectively  responsible  for  al- 
most 80%  of  fetal  deaths,  are  shown  in 
Table  4: 

• ICD  762:  Fetus  affected  by  complica- 
tions of  placenta,  cord,  and  mem- 
branes. The  main  contributors  were 
the  following:  ICD  762.5,  other  com- 
pression of  the  umbilical  cord  (40% 
of  the  total);  ICD  762.1,  abruptio 
placenta  and  other  placental  separa- 
tion and  hemorrhage  (25%);  ICD 
762.2,  other  and  unspecified  abnor- 
malities of  the  placenta  (13%);  and 
ICD  762.7,  chorioamnionitis  (11%). 
The  FMR  associated  with  chorioam- 
nionitis was  elevated  significantly  in 
black  pregnancies. 


Table  2.  Fetal  mortality  tates  by  ethnicity  and  birth  weight  categories,  Texas,  1993  through  1995. 


Birth  Weight,  g 

Fetal  Mortality  Rate* 

White 

Hispanic 

Black 

All 

< 500 

616 

552 

474 

556 

500-999 

251 

227 

169 

221 

1001-1499 

84 

82 

66 

79 

1500-1999 

38 

35 

22 

37 

2000-2499 

12 

11 

10 

11 

2500-2999 

2.7 

2.6 

2.7 

2.6 

3000-3499 

1.0 

1.0 

1.2 

1.1 

> 3500 

0.7 

1.0 

1.3 

0.9 

* Fetal  deaths  per  1000  live  births  plus  fetal  deaths. 


• ICD  779:  Other  and  ill-defined  condi- 
tions originating  in  the  perinatal  pe- 
riod. Most  were  attributed  to  ICD 
779.9,  unspecified  conditions  origi- 
nating in  the  perinatal  period. 

• ICD  761:  Fetus  or  newborn  affected 
by  maternal  complications  of  preg- 
nancy. The  main  contributors  were 
ICD  761.1,  premature  rupture  of  the 
membranes  (PROM,  49%  of  the  to- 
tal); ICD  761.0,  incompetent  cervix 
(20%);  and  ICD  761.5,  multiple 
pregnancy  (13%). 

• ICD  760:  Fetus  affected  by  maternal 
conditions  which  may  be  unrelated  to 
pregnancy.  This  code  covers  a wide 
range  of  problems  such  as  hyperten- 
sion, maternal  infections,  injury, 
malnutrition,  chronic  illnesses,  and 
noxious  influences  reaching  the  fe- 
tus via  the  placenta. 

• ICD  765:  Disorders  relating  to  short 
gestation  and  unspecified  low  birth 
weight  (elevated  significantly  in  the 
black  population). 

More  than  14%  of  fetal  deaths  were 
associated  with  some  type  of  congeni- 
tal abnormality. 


Among  the  medical  risk  factors,  data 
were  incomplete  on  the  rates  of  preterm 
labor  associated  with  live  births  and  fe- 
tal deaths.  The  medical  factors  reported 
most  frequently  on  birth  certificates 
were  pregnancy-associated  hyperten- 
sion, diabetes,  anemia,  sexually  trans- 
mitted diseases  (STDs),  and  PROM 
(Table  5).  Those  reported  most  fre- 
quently on  fetal  death  certificates  were 
PROM,  disorders  of  amniotic  fluid  vol- 
ume and  pregnancy-associated  hyper- 
tension, diabetes,  anemia,  incompetent 
cervix  and  previous  preterm  or  small- 
for-gestational  age  (SGA)  births,  chronic 
hypertension,  and  STDs  (Table  5).  All  of 
the  medical  factors  except  previous  birth 
weight  of  more  than  4000  grams  were 
more  strongly  associated  with  fetal 
death  than  with  live  births;  factors  asso- 
ciated with  an  increase  of  at  least  1.5 
times  on  fetal  death  certificates  included 
renal  disease  (x2),  hemoglobinopathies, 
chronic  hypertension,  and  previous 
preterm/SGA  birth  (each  x4),  PROM 
(x5),  disorders  of  amniotic  fluid  volume 
(x6),  and  incompetent  cervix  (xl7) 
(Table  5).  FMRs  associated  with  specific 
medical  factors  (per  1000  live  births 
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Table  3.  Association  of  maternal  demographic  and  reproductive  factors  with  fetal  mortality  rates, 
Texas,  1993  through  1995. 


Fetal  Mortality  Rate* 

white 

Hispanic 

Black 

All 

Maternal  age,  y 

< 15 

21.5 

11.5 

19.0 

13.5 

15-19 

6.9 

5.7 

8.7 

6.4 

20-24 

5.3 

5.0 

8.3 

5.6 

25-29 

4.9 

5.4 

9.7 

5.6 

30-34 

5.3 

5.9 

11.7 

6.2 

35-39 

7.4 

8.8 

13.7 

8.6 

> 40 

9.8 

15.9 

24.1 

13.5 

Maternal  parity 

0 

4.9 

4.9 

8.8 

5.4 

1 

4.3 

5.3 

7.2 

5.0 

2 

6.4 

6.5 

9.6 

6.9 

3 

9.3 

6.8 

12.4 

8.5 

> 4 

11.8 

11.4 

17.5 

11.9 

Plurality  of  births 

Singleton 

5.3 

5.5 

9.3 

5.9 

Twins 

16.7 

21.9 

25.9 

20.2 

Triplets  or  more 

46.8 

44.0 

nat 

42.6 

Maternal  education 

<12  years 

5.8 

4.9 

7.4 

5.3 

> 12  years 

5.2 

5.5 

9.1 

5.5 

* Fetal  deaths  per  1000  live  births  plus  fetal  deaths, 
t No  triplet  or  more  plural  births. 

Boldfaced  values  for  1 ethnic  group  are  at  least  1.5  times  those  of  both  other  ethnic  groups. 


plus  stillbirths  with  that  factor)  were 
most  elevated  for  incompetent  cervix, 
disorders  of  amniotic  fluid  volume, 
PROM,  chronic  hypertension  and  hemo- 
globinopathy, previous  preterm/SGA 
birth,  renal  disease,  and  acute/chronic 
lung  disease  (Table  5).  About  10%  of 
pregnancies  that  resulted  in  live  births 
and  21%  of  those  that  resulted  in  fetal 
deaths  reported  “other  medical  factors”; 
43%  of  fetal  deaths  were  not  associated 
with  any  specific  medical  risk  factor. 

The  occurrence  of  medical  factors 
among  live  births  showed  considerable 
ethnic  variability,  with  the  rates  of  car- 
diac disease,  previous  birth  weight 
more  than  4000  grams,  and  blood 
group  isoimmunization  being  at  least 
1.5  times  greater  in  pregnancies  of 
white  women  compared  with  those  of 
the  other  2 ethnic  groups  (Table  6). 
Ethnic  differences  were  fairly  consis- 
tent from  year  to  year,  suggesting  a sys- 
tematic difference  in  either  the 
incidence  or  reporting  of  those  condi- 
tions. Ethnic  differences  were  apparent 
also  in  FMRs  associated  with  the  vari- 
ous medical  factors  (Table  6). 


DISCUSSION 


Table  4.  Underlying  causes  of  fetal  death,  Texas,  1993  through  1995. 

This  study  was  one  of  a series  attempt- 

% of  Fetal  Deaths 

ing  to  identify  the  preventable  causes  of 
death  during  early  life  in  Texas.  Studies 
of  infant  mortality  (6)  suggested  that 
primary  preventive  strategies  (prevent- 
ing the  underlying  cause)  should  focus 
on  sudden  infant  death  syndrome. 

ICD* 

White 

Hispanic 

Black 

All 

762:  Complications  of 

placenta,  cord,  membranes 

41.1 

32.0 

32.0 

35.5 

779:  Other/Ill-defined 
perinatal  conditions 

19.1 

25.5 

24.7 

22.9 

preterm  birth  and  its  respiratory  compli- 
cations, injuries,  neural  tube  defects,  ob- 

761:  Fetus  affected  by  maternal 
complications  of  pregnancy 

9.5 

9.5 

12.8 

10.0 

stetric  and  neonatal  causes,  and 
preventable  infections;  secondary  pre- 
ventive strategies  (treating  the  underly- 

760:  Fetus  affected  by  maternal 

conditions  unrelated  to  pregnancy 

5.2 

5.1 

7.4 

5.7 

ing  cause)  should  focus  on  treating  the 
complications  of  preterm  birth,  bacterial 

765:  Short  gestation  and  unspecified 
low  birth  weight 

3.9 

4.5 

7.4 

4.9 

infections,  and  specific  obstetric,  med- 
ical, and  surgical  problems.  Studies  of 
childhood  deaths  concluded  that  more 

* International  Classification  of  Disease  code 

than  90%  of  deaths  open  to  primary 
prevention  involved  accidents,  suicide. 

Boldfaced  values  for  1 ethnic  group  are  at  least  1.5  times  those  of  both  other  ethnic  groups.  and  homicide,  with  secondary  preven- 
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tion  applicable  to  a smaller  number  of 
I medical,  surgical,  and  infectious  condi- 
tions (7).  The  present  study  focused  on 
I the  preventable  causes  of  fetal  death. 

I Fetal  deaths  have  always  been  an 
1 unanticipated  tragedy  of  pregnancy 
, (8).  The  first  compilation  of  vital  statis- 
tics for  the  United  States  was  the  1850 
Census  (9);  with  very  incomplete  data, 
this  document  reported  377  stillbirths 
and  523,000  live  births.  By  1900,  im- 
, proved  but  still  incomplete  reporting 
suggested  that  about  10%  of  pregnan- 
cies might  have  ended  in  fetal  death 
(10).  By  the  1920s,  the  rate  was  about 
4%  (in  blacks,  7%)  (11).  A standard  fe- 
tal death  certificate  was  recommended 
for  use  after  1929,  and  the  National 
Center  for  Health  Statistics  began  to 
code  causes  and  lifestyle  risk  factors  for 
fetal  death  in  1989  (12).  During  the 
past  decades,  the  FMR  has  fallen  to 
current  levels  of  about  0.7%-l%  (13), 
reflecting  a yearly  US  toll  of  more  than 
30,000  fetal  deaths  occurring  after  20 
weeks  of  gestation. 

Determining  the  underlying  causes 
of  fetal  death  is  often  speculative  with- 
out autopsy  studies,  and  even  autopsy 
definition  can  be  difficult  because  of  the 
sometimes  extensive  postmortem  but 
prepartum  tissue  changes  (14,15).  Nev- 
ertheless, the  main  causes  of  fetal  death 
are  reported  repeatedly  to  include  ex- 
treme preterm  birth,  chromosomal  and 
lethal  malformation  syndromes,  abrup- 
tio  placenta,  placenta  previa,  umbilical 
cord  compression,  incompetent  cervix, 
post-term  pregnancy,  amniotic  fluid  in- 
fections and  volume  disorders,  preg- 
nancy-associated hypertension  and 
eclampsia,  blood  group  isoimmuniza- 
tion, plural  births,  maternal  diabetes, 
intrauterine  hypoxia,  and  birth  as- 
phyxia (2,3,12-29).  Demographic  and 
reproductive  factors  associated  with  in- 
creased risk  for  fetal  deaths  have  in- 
cluded extremes  of  maternal  age,  high 
parity,  prior  stillbirths  and  preterm 
births,  substance  abuse,  inadequate 


Table  5.  Medical  factors  associated  with  increased  fetal  mortality  rates,  Texas  pregnancies,  1993 
through  199.S. 


Occurrence 


Per  1000  Per  1000  Fetal  Mortality 

Live  Births  Fetal  Deaths*  Rater 


Anemia 

26.94 

34.85 

(1.29) 

8.08 

Cardiac  disease 

2.95 

3.78 

(1.28) 

8.00 

Acute/chronic  lung  disease 

4.36 

8.22 

(1.88) 

11.73 

Diabetes 

27.22 

37.64 

(1.38) 

8.64 

Hydramnios/oligohydramnios 

8.57 

51.28 

(5.98) 

36.33 

Flemoglobinopathy 

0.42 

1.81 

(4.36) 

26.70 

Hypertension,  chronic 

6.14 

26.13 

(4.26) 

26.11 

Hypertension,  pregnancy  associated 

37.74 

50.95 

(1.35) 

8.43 

Eclampsia 

3.23 

5.10 

(1.58) 

9.84 

Incompetent  cervix 

1.72 

28.60 

(16.64) 

94.88 

Previous  birthweight  > 4 kg 

8.87 

7.56 

(0.85) 

5.34 

Previous  preterm/SGA  birth 

7.17 

28.93 

(4.04) 

24.81 

Renal  disease 

2.45 

5.10 

(2.08) 

12.92 

Blood  group  isoimmunization 

4.96 

6.08 

(1.23) 

7.67 

Premature  rupture  of  membranes 

17.29 

89.58 

(5.18) 

31.60 

Sexually  transmitted  diseases 

21.10 

23.01 

(1.09) 

6.82 

Other 

114.66 

206.44 

(1.90) 

11.67 

None 

736.54 

432.61 

(0.59) 

3.69 

Unknown 

20.42 

127.55 

(6.25) 

37.86 

SGA  = small  for  gestational  age 

* Number  in  parentheses  indicates  the  magnitude  (x)  of  increased  association  of  the  medical  factor  with 
fetal  deaths  compared  with  live  births. 

t Fetal  deaths  associated  with  the  medical  factor  per  1000  live  births  plus  fetal  deaths  associated  with 
the  factor. 


prenatal  care,  unwed  marital  status,  un- 
dereducated mother,  and  black  race.  No 
cause  has  been  identified  in  up  to  30% 
of  fetal  deaths  (2,3,29). 

The  present  study  of  fetal  death  in 
Texas  confirmed  many  of  the  sociode- 
mographic predictors  reported  in  other 
studies;  FMRs  were  highest  at  the  ex- 
tremes of  maternal  age,  with  increasing 
maternal  parity  and  plural  births,  and 
during  the  early  stages  of  gestation.  A 
previous  study  of  infant  mortality  in 
Texas  (30)  concluded  that  while  the  in- 
cidence of  very  preterm,  very  low  birth 
weight  black  births  far  exceeded  that  of 
white  births,  the  risk  of  dying  was  ac- 
tually greater  for  comparably  small 
white  infants.  This  curious  (and  unex- 
plained) finding  also  appears  to  be 
present  with  fetal  mortality. 

The  occurrence  rates  of  the  various 


medical  factors  in  this  study  were  gen- 
erally comparable  to  national  estimates 
(24,31,32);  rates  of  anemia,  diabetes, 
and  disorders  of  amniotic  fluid  volume 
in  Texas  pregnancies  that  resulted  in 
live  births  were  somewhat  higher. 

At  least  in  part,  diagnostic  and  re- 
porting problems  make  it  difficult  to 
compare  studies  about  causes  of  fetal 
death  (12).  Nevertheless,  the  rates  of 
medical  risk  factors  from  Texas  pregnan- 
cies that  resulted  in  fetal  deaths  are  gen- 
erally similar  to  the  national  estimates 
(24).  The  main  risk  factors  for  fetal 
deaths  in  Texas  were  PROM,  pregnancy- 
associated  hypertension,  diabetes,  ane- 
mia, previous  preterm/SGA  birth, 
cervical  incompetence,  chronic  hyper- 
tension, and  STDs.  But  the  hoped-for 
value  of  the  underlying  causes  of  death 
to  identify  measures  for  primary  preven- 
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Table  6.  Ethnic  differences  in  occurrence  of  medical  factors  per  1000  live  births,  per  1000  fetal  deaths,  and  fetal  deaths  per  1000  pregnancies  with  that  factor,  Texas 
births,  1993  through  1995. 


Risk  Factor 

Per  1000  Live  Births 

Occurrence 

Per  1000  Fetal  Deaths 

Fetal  Mortality  Rate 

Per  1000* 

White 

Black 

Hispanic 

White 

Black 

Hispanic 

White 

Black 

Hispanic 

Anemia 

24.78 

41.73 

25.17 

28.06 

57.07 

30.07 

6.42 

13.53 

6.99 

Cardiac  disease 

4.71 

2.46 

1.32 

4.61 

6.62 

1.69 

5.54 

26.32 

7.51 

Acute/ chronic  lung  disease 

6.28 

5.43 

2.16 

12.14 

7.44 

4.66 

10.92 

13.58 

12.53 

Diabetes 

26.62 

21.35 

28.67 

27.22 

34.74 

49.98 

5.80 

16.06 

10.17 

Hydramnios/oligohydramnios 

8.70 

9.72 

8.09 

61.98 

33.09 

50.40 

39.05 

33.00 

35.44 

Hemoglobinopathy 

0.31 

1.44 

0.21 

2.51 

3.31 

0.0 

44.44 

22.47 

0.0 

Hypertension,  chronic 

7.43 

11.49 

3.34 

25.54 

43.01 

18.64 

19.24 

36.19 

31.84 

Hypertension,  pregnancy  associated 

43.47 

44.43 

30.94 

52.35 

60.38 

43.63 

6.82 

13.45 

8.24 

Eclampsia 

3.13 

3.23 

3.42 

2.51 

9.93 

5.51 

4.56 

29.93 

9.41 

Incompetent  cervix 

2.16 

2.97 

0.90 

30.99 

38.88 

22.03 

75.82 

116.05 

125.60 

Previous  birth,  > 4 kg 

13.09 

3.69 

6.26 

8.38 

5.79 

8.05 

3.64 

15.49 

7.53 

Previous  preterm,  SGA 

8.39 

10.84 

4.96 

31.41 

29.78 

25.41 

20.92 

26.81 

29.34 

Renal  disease 

2.22 

1.63 

3.03 

6.70 

3.31 

4.66 

16.97 

20.00 

8.99 

Rh  isoimmunization 

8.64 

2.55 

2.06 

8.38 

3.31 

5.51 

5.50 

12.86 

15.50 

PROM 

18.58 

25.79 

13.48 

95.48 

100.91 

80.05 

28.48 

37.76 

33.77 

Sexually  transmitted  diseases 

21.20 

47.88 

13.73 

13.82 

56.25 

16.52 

3.71 

11.64 

7.04 

Other 

121.64 

139.60 

100.53 

224.46 

216.71 

182.50 

10.42 

15.33 

10.59 

None 

715.75 

687.28 

770.65 

443.89 

383.79 

441.61 

3.53 

5.57 

3.37 

Unknown 

20.79 

18.57 

20.54 

98.41 

121.59 

161.37 

26.29 

61.64 

44.25 

SGA  = small  for  gestational  age 

PROM  = premature  rupture  of  membranes 

* Fetal  deaths  associated  with  a maternal  medical  factor  per  1000  live  births  plus  fetal  deaths  associated  with  the  factor. 
Boldfaced  values  for  1 ethnic  group  are  at  least  1.5  times  those  of  both  other  ethnic  groups. 


tion  of  fetal  deaths  was  not  realized, 
largely  because  these  causes  are  either 
too  nonspecific  (as  with  “unspecified 
conditions  originating  in  the  perinatal 
period”)  or  because  they  offer  few  pre- 
ventive options  (as  with  abruptio  pla- 
centa, lethal  congenital  anomalies,  and 
extreme  preterm  birth). 

The  ethnic  differences  in  fetal 
deaths  associated  with  the  medical  risk 
factors  are  intriguing.  The  higher  rates 
of  anemia,  hemoglobinopathy,  and  hy- 
pertension in  pregnancies  of  black 
women  could  be  anticipated,  but  a re- 
cent review  (24)  concluded  that  black 
women  are  at  greater  risk  than  white 
women  for  12  of  16  identified  risk  fac- 
tors for  fetal  death,  and  this  increased 
risk  is  largely  unexplained. 

The  ethnic  differences  might  reflect 


differences  in  pathophysiologic  processes, 
but  they  also  could  represent  small  num- 
bers or  differences  in  reporting,  and  birth 
records  are  notorious  for  their  incom- 
pleteness (12,24,33-35).  Also,  a factor 
might  be  scrutinized  more  closely  when 
associated  with  a fetal  death  than  when  it 
was  associated  with  an  uneventful  live 
birth.  More  worrisome,  the  ethnic  differ- 
ences may  possibly  reflect  differences  in 
prenatal  care  and  in  the  early  diagnosis 
and  treatment  of  preventable  and/or 
treatable  risk  factors  for  fetal  death.  The 
findings  of  the  present  exploration  need 
to  be  confirmed  and  expanded  by  exami- 
nation of  the  potentially  contributory 
roles  of  other  factors  listed  on  fetal  death 
certificates,  such  as  substance  abuse,  ma- 
ternal weight  gain,  and  details  of  prena- 
tal care.  Together,  they  may  eventually 


help  explain  the  differences  that  appear 
to  exist  in  pregnancy  outcomes  among 
the  different  ethnic  populations  in  Texas. 

As  with  the  IMR,  the  FMR  in  Texas 
has  been  decreasing  over  the  past 
decades,  from  3767  fetal  deaths  and  a 
fetal  mortality  ratio  (fetal  deaths  per 
1000  live  births)  of  15.3  in  1960  to 
1964  fetal  deaths  and  a fetal  mortality 
ratio  of  5.9  in  1996  (2).  The  reason  for 
the  decline  is  not  clear,  although  iden- 
tification and  treatment  of  potentially 
lethal  complications  of  pregnancy,  to- 
gether with  improved  prenatal  care, 
surely  played  important  contributory 
roles.  The  main  conclusion  from  this 
study  is  that  few  of  the  underlying 
causes  reported  for  fetal  death  in  Texas 
are  open  to  primary  preventive  strate- 
gies. The  most  logical  preventive  focus 
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at  present  would  appear  to  be  closer 
surveillance  and  care  of  women  with 
demographic,  reproductive,  and  med- 
ical factors  associated  with  increased 
risk  of  fetal  death. 
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Presbyterian  Hospital  of  Plano 

6200  W.  Parker  Road,  Suite  205 

Plano,  Texas  75093 

(972)  608-8658;  Fax  (972)  608-3012 

Wound  Care  Center  at 
Presbyterian  Hospital  of  Dallas 
8210  Walnut  Hill  Lane,  Suite  720 
Dallas,  Texas  75231 
(214)  345-4114;  Fax  (214)  345-4183 

Dermatology 

Robert  F.  Bloom,  MD 

Mohs  Surgery  for  Skin  Cancer 

Dermatologic  Surgery 

Malignant  Melanoma 

Dysplastic  Nevi 

Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  204 

Lubbock,  Texas  79410;  (806)  797-6631 

Gynecologic  Oncology 

Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor's  only  toll-free  (888)  614-2400 
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Hand  Surgery 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


Oncology 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


ONCOLOGY  ASSOCIATES,  PA 

Deven  Bhachawat,  MD 
Basel  Dabas,  MD 
Gino  R.  Narboni,  MD 
Enrique  A.  Perez,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS,  L.L.P. 


John  8.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Cailewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 


1303  McCullough  #338,  San  Antonio,  TX  78212 
Live  Oak  Cancer  Center 

12705 Toepperwein  Road,  San  Antonio,  TX  78233 
(210)  599-0922;  Fax  (210)  599-0982 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  11,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  (972)  556-7010 


Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 
http://home.swbell.net/fracture 

Joseph  H.  Gaines,  MD,  PA  Steven  J.  Mackey,  MD,  PA 

Stephen  L.  Brotherton,  MD,  PA  Joseph  C.  Milne,  MD,  PA 

Mayme  Richie-Giliespie,  MD,  PA 


2201  North  Stanton,  El  Paso,  Texas  79902 

1030  North  Zaragosa  Road,  Suite  Y,  Et  Paso,  Texas  79907  OfthOpediC  Sufgery,  PediatriC 

For  both  locations:  (915)  545-2333 


Orthopedic  Oncology 


Mayme  F.  Richie-Giliespie,  MD 


Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 


Orthopaedic  Surgery-Oncology 
Metastatic  Bone  Disease 
The  Bone  and  Joint  Clinic,  L.L.P. 
1651  W.  Rosedale,  Suite  100 
Fort  Worth,  Texas  76104 


Limb  Salvage  Surgery 
Osteomyelitis 

(817)  335-4316 

http://home.swbell.net/fracture 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children's  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


Tel  800.880.1300 
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Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Pain  Management 


PRAFUL  SINGH,  MD 

Pain  Specialty  Consultants,  PA 

DIplomate  American  Board  of  Pain  Medicine 

Subspecialty  Certification  in  Pain  Management 

by  American  Board  of  Anesthesiology 

Fellowship  in  Pain  Management 

Diplomate  American  Board  of  Anesthesiology 

Full-time  Pain  Practice  Based  on  Multidisciplinary  Concepts 

1303  McCullough,  #429 
San  Antonio,  Texas  78212 
540  Madison  Oak,  #210 

San  Antonio,  Texas  78258;  Telephone  (210)  527-1166 


Radiation  Oncology 


J.  CARLOS  HERNANDEZ,  MD 

Clinical  Associate  Professor,  UTHSC-SA 

Gamma  Knife  Radiosurgery  for  primary  and  metastatic  brain  tumors 
Peacock  (intensity  modulated)  Radiotherapy  for  primary  brain  tumors 
Ultrasound-guided  radioactive  seed  implants  for  prostate  cancer 
LDR  and  outpatient  HDR  (Selectron)  implants  for  gyn  and  lung  tumors 
3D  Conformal  Radiotherapy 

Cancer  Therapy  and  Research  Center 

7979  Wurzbach  Road,  San  Antonio,  Texas  78229 

(210)  616-5688;  Fax  (210)  616-5613 


FRANK  T.  DANCUART,  MD 

Oncology  Associates,  PA 
Live  Oak  Cancer  Center 

12705 Toepperwein  Road,  San  Antonio,  TX  78233 
(210)  599-0922;  Fax  (210)  599-0982 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  columr 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of5°A 
is  allowed  for  six  months’  advance  payment.  New  listings,  changes,  or  cancellatiom 
should  be  sent  to  Advertising  Production  Manager,  Texas  Medicine,  401  West  15th 
St.,  Austin,  TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 


AMERICAN  PAIN  & WELLNESS 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 
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DPPORTUNITIES  AVAILABLE 
Cardiology 


Emergency  Medicine 

! 

Clinic  practice  in  Tyler  and  surrounding  area. 

I Flexible  hours.  Excellent  compensation.  BE 
i required.  Primary  and  moonlighting  positions 
available.  Fax  CV  to  (817)  496-9889. 

EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 

6451  Brentwood  Stair  Road.  Suite  200 
Fort  Worth,  TX  76112 
(888)  DOCS-911 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  817-496-9700) 

TEXAS:  Regional  emergency  group  has  held 
20-year  contact  to  staff  nationally  recognized 
ED.  Contracts  range  from  14,000-60,000  pt  vis- 
its annually.  Earn  excellent  compensation  as  an 
independent  contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice.  Fax 
(817)  496-9889  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth  TX  7611 2 


Longview  Texas — FT/PT  Emergency  Medicine 

experienced  BC/BP  primary  care  physicians  needed 
i to  work  with  locally  owned  independent  group. 

‘ Located  in  East  Texas,  the  community  of  Longview 
j (80,000 -i-  residents)  has  excellent  schools  and  an 
abundance  of  outdoor  activities  while  retaining  the 
I convenience  of  nearby  Dallas  and  Shreveport.  The 
! position  offers  a competitive  rate  to  staff,  a 20,000-1- 
j visit,  minor  emergency  center  located  within  the 
: hospital  ED.  For  more  information,  please  call  PSR 
@ (800)  346-0747,  ext.  113, 


Family/General  Practice 


COMMUNITY 

MEDICINE 

ASSOCIATES 


FAMILY  PHYSICIANS 


Community  Meidicine  Associates,  Inc.  (CMA)  is 
a not-for-profit  physician  organization  spon- 
sored by  the  University  Health  System,  present- 
ly staffing  four  community  health  centers  in 
San  Antonio,  Texas.  CMA  is  currently  seeking 
board-eligible  or  certified  Family  Physicians  to 
provide  comprehensive  primary  care  services 
to  residents  of  Bexar  County.  Two  sites 
presently  have  Family  Practice  residents  and  a 
small  percentage  of  time  will  be  spent  super- 
vising these  residents. 

The  practice  is  strictly  based  in  ambulatory  clin- 
ics. Physicians  will  enjoy  a forty-hour  work 
week,  light  on-call  duty  (by  phone  only)  with 
evening  and  Saturday  clinic  hours  an  average 
of  one  to  four  times  per  month. 


^eAAr- 

ogfA^e^, 


Highly  qualified  and  committed  physicians  are 
encouraged  to  provide  curriculum  vitae  and 
summary  of  practice  skills  to; 


University  Health  System 

Attn:  A.  Casas,  Human  Resources 

4502  Medical  Drive 

San  Antonio,  Texas  78229 

Email:  acasas@university-health-sys.com 

Fax:  (210)358-4765 


Tel  800.880.1300 
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FAMILY  MEDICINE 

The  University  of  Texas  Medical  Branch  Conroe 
Family  Medicine  Residency  Program  needs 
an  experienced  board  certified  family  medicine 
faculty  member  (non  tenure  track,  clinical). 
Experience  should  include  obstetrics,  teaching, 
and  a minimum  of  two  years  practice  experience. 
Must  have  a Texas  license.  Our  program  is 
accredited  and  has  2 1 residents.  Conroe  is  a 
beautiful  suburban  community  located  only  40 
miles  north  of  Houston.  UTMB  is  an  EO/AA 
employer  M/F/D/V.  UTMB  is  a smoke 
ffee/drug  free  workplace.  UTMB  hires  only  indi- 
viduals authorized  to  work  in  the  United  States. 

Please  respond  by  contacting 
Joseph  G.  Ewing,  M.D.,  Program  Director, 
University  of  Texas  Medical  Branch, 

701  E.  Davis,  Suite  C,  Conroe,  Texas  77301 . 

Applications  accepted  until  position  is  filled. 


Family  Practice  Available  to  the  right  candidate. 
No  investment  needed!  Board  Certified  FP  or  IM 
physician  is  needed  for  small  group  practice.  Two 
physicians  retiring.  Beautiful  professional  building 
adjacent  to  Charlton  Methodist  Hospital,  DeSoto, 
Texas,  just  south  of  Dallas.  Rapidly  growing  subur- 
ban community  with  the  amenities  of  the  city  and 
the  calm  space  of  the  country.  Call  Brad  McCarty  at 
(972)  298-4535  or  fax  CV  to  (972)  296-4473. 

Longview  and  DFW:  Physician  opportunity  is 
available  in  low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Com- 
petitive salary  and  benefits.  Call  Lisa  Abell  at  1-888- 
K CLINIC  or  fax  CV  to  (972)  256-1882 

Part-time  opportunity  in  conjunction  with  State 
agency.  1 day/week  or  1 day/month,  Saturdays  OK. 
Earn  up  to  $1,500  per  day.  Offices  state-wide.  Send 
CV  to  John  B,  1604  San  Antonio,  Austin,  TX  78701. 


Residency  Program  Director.  The  University 
of  Texas  Medical  Branch  at  Galveston  is  seek- 
ing a board  certified  family  physician  to  serve  as 
Residency  Program  Director  for  the  St.  Mary/St. 
Elizabeth  Family  Practice  Program’s  ACGME  accred- 
ited community  based  Family  Practice  Residency. 
This  10-10-10  residency  is  located  in  Port 
Arthur/Beaumont,  TX  and  is  affiliated  with  the 
Medical  Branch.  Applicants  must  have  demon- 
strated ability  as  a teacher  and  clinician  and  have 
administrative  experience.  Experience  as  a Resi- 
dency Program  Director  or  Associate  Residency  Pro- 
gram Director  is  highly  desirable.  The  Program 
Director  will  hold  a faculty  appointment  with 
UTMB.  Responsibilities  will  include:  1)  Recruitment 
of  suitable  applicants  to  the  program;  2)  Develop- 
ment of  curriculum  and  experiences  within  the 
guidelines  of  the  Accreditation  Council  for  Graduate 
Medical  Education,  Family  Practice  Residency 
Review  Committee;  3)  Provide  for  the  long-term 
growth  and  stability  of  the  Program.  Port 
Arthur/Beaumont  is  known  for  its  year-round  out- 
door recreation,  which  includes  fishing,  golf,  bird 
watching,  hunting,  etc.  It  is  home  to  Lamar  Univer- 
sity, a major  four-year  institution  and  is  one  hour 
from  Houston,  TX  and  four  hours  from  New 
Orleans,  LA.  Applicants  may  submit  curriculum 
vitae  and  a list  of  references  to:  Mr.  Marshall  Kratz, 
Search  Committee  Chairman,  830  North  11th 
Street,  Beaumont,  TX  77702.  UTMB  is  an  EO/AA 
employer,  M/F/D/V.  UTMB  is  a smoke  free/drug 
free  work  place.  UTMB  hires  only  individuals 
authorized  to  work  in  the  United  States. 

Austin,  Texas — Medical  Director/Primary 
Care  Physician.  Employed  position  available 
immediately  with  well  established  primary/urgent 
care  clinic-based  practices.  Board  certified  family 
practice  physician  preferred,  but  will  consider  board 
certified  internal  medicine/ER  physician.  40%  med- 
ical director  time  involves  managing  medical  poli- 
cies, medical  staffing,  practitioner  meetings,  over- 
sight of  laboratory  operations,  and  other 
administrative  duties  related  to  clinic  operations. 
60%  clinic  time  seeing  patients.  M-F  schedule. 

Salary  and  benefits.  J-1  visa  not  available.  Please 
send  your  CV  to:  Brennan  McNally,  PO  Box  1788, 
Austin,  Texas  78767-1788;  or  fax  to  (512) 

482-4167. 

Internal  Medicine 

Open  Rank:  BC/BE  Internist.  Baylor  College  of 
Medicine-Houston.  Faculty  position  for  internist 
with  an  interest  in  Emergency  Medicine  and  urgent 
care  for  July  1,  2000.  Responsibilities  include 
patient  care,  housestaff  supervision,  teaching,  and 
administrative  responsibilities.  Clinical  research  is 
encouraged.  Send  CV  and  letter  of  interest  to  J.  L. 
Zimmerman,  MD,  1504  Taub  Loop,  Houston,  Texas 
77030.  Fax  (713)  799-1917.  Baylor  College  of  Med- 
icine is  an  affirmative  action,  equal  opportunity, 
equal  access  employer. 


General  Internist  Needed  for  North  Texas  area. 
Salary  and  benefits  negotiable.  Immediate  start  pre- 
ferred. Two  year  contract  with  future  ownership 
possibilities.  No  capitation  in  area.  Send  CV  to  1722 
Ninth  Street,  Wichita  Falls,  TX  76301,  or  call 
(940)  716-1656. 

TEXAS — Major  University  Town.  New!  Out- 
standing opportunity  for  Internist  in  popular, 
major  university  town  serving  over  250,000  popula- 
tion. Nice  facilities.  Call  coverage.  Attractive  finan- 
cial package  with  above  average  potential.  Airport 
serving  major  airlines.  Access  to  major  metro  cities. 
Contact:  Mark  Hall,  THE  TEXAS  RECRUITERS, 
(888)  844-TEXAS.  Fax  (903)  677-6795. 
mhall@txrecruiters.com. 

Locum  Tenens 


re-discovering; 

Staff  Care  will  serv# 


i as  your  guide  to  explore  the  odventurou^jj.; 
j realms  of  LOCUM  TENENS.  Travel,  licehA 

> lor 

isure  and  occurrence  malpractice  insurancffii 


are  inclusive  in  our  total  package  designs^ 
give  you  nationwide  opportunities;^ 


Texas  Based,  Texas  Best! 
Endorsed  by  Texas  A^edical  Assbdatjonf' 

|-or  more  info  about  our  LOCUM  TENENS  call:-. 


n Locum 


800.21 1.497r-^ 


SSCa  Western  Destination^ 

StStflOg 


800.685.2272 


Midwest  & Eastern  Destinations 
'Hr  www.locumsnet.com 


Unable  to  place  j-i  or  h i physicians 
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Locum  Tenens 


Time  for 
a Change? 

* Locum  Tenens 
Opportunities 
Await 


As  the  largest 
locum  tenens 
employer  in 
Texas,  we  can 
place  you  in 
the  ideal  position 
and  the  ideal 
location.  We  offer  long-  and 
short-term  assignments, 
flexibility,  weekly  pay  and 
expense  reimbursement 
for  physicians. 

Call  Us  Today  At: 

(800)  531-1122 


www.interimphysicians.com 


Orthopedic  Surgery 

Orthopedic  Surgeon  Needed  to  join  expanding 
busy  group  with  offices  in  Plano  and  Medical  City 
Dallas.  Telephone  (972)  964-2626. 


Radiology 

Board  Certified  Radiologists  needed  to  read 
on-line  studies.  Work  from  your  current  location 
or  home.  For  more  information  contact:  David  A. 
Nicol,  MD,  Prism  Radiology  Associates,  e-mail 
danicol@optelnow.net;  (409)  637-3010  voice; 
(209)  671-6243  fax;  or  send  CV  to:  1 Parkway 
Plaza,  Lufkin,  TX  75904. 


Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 
Or  send  CV  to:  Reuben 

POBox  42314 
Houston,  TX  77242-2314 
FAX  281-493-2234 


B r o n s t e i n 

& Associates 


Wanted 

BC/BE  Internists,  FPs,  Psychiatrists,  and 
other  subspecialties  for  Moonlighting 
opportunity  in  several  locations  across  Texas. 
$60-$80/hour.  Please  call  Quality  Care 
Medical  Group,  (210)  614-3063. 


TEXAN? 


For  opportunities  Statewide  call: 

(888)  844-TEXAS 

“Our  Specialty  is  TEXAS!” 


Immediate  opening  for  two  Internists,  a Pedia- 
trician, and  a Psychiatrist  in  East  Texas  to  work 
with  a physician’s  group.  Strong  clinical  skills,  hard 
work,  and  flexibility  required.  Good  potential  for 
growth.  Fax  your  CV:  (409)  559-9104. 

Medical  Director  (Houston,  TX).  Dynamic  health 
care  delivery  system  is  seeking  a highly  motivated 
medical  director.  The  candidate  will  have  demon- 
strable, organizational,  communication  and  political 
skills.  The  position  requires  experience  in  HMD  med- 
ical management,  including  UM,  credentialing,  qual- 
ity improvement,  and  case  management,  A back- 
ground in  Medicaid  is  desirable.  For  additional 
information  please  contact  Leroy  A.  Miller,  MD, 

(858)  492-4422  or  (800)  377-2055. 


ACADEMIC — TEXAS.  Cardiology,  Endocrinol- 
ogy, Gastroenterology,  Hem/Oncology. 

Immediate  opening  for  positions  of  Chief  and 
Associate  Professor  at  major  medical  university  in  a 
growing  Texas  city  serving  over  1.8  million  people. 
Academic  and  clinical  practice.  Beautiful  facility  and 
campus.  Prestigious  position.  Enjoy  metro  amenities 
including  unlimited  dining  and  shopping  options. 
New,  affordable  housing.  Top  rated  public  and  pri- 
vate schools.  Major  airport.  Very  competitive.  Salary 
-t-  benefits  -l-  bonus  plan  will  be  discussed.  Strong 
financial  potential!  Contact:  Mark  Hall,  THE  TEXAS 
RECRUITERS,  (888)  844-TEXAS.  Fax  (903) 
677-6795.  mhall@txrecruiters.com. 


POSITION  WANTED 


Position  Wanted:  Fully  trained,  experienced 
Hyperbaric  Physician  looking  for  Wound  Treat- 
ment Center  with  hyperbaric  chambers  for  full  time 
or  part  time  coverage.  Meet  all  Medicare  qualifica- 
tions. CV  upon  request.  Call  (281)  239-0135 
evenings/weekends. 

FOR  SALE  OR  LEASE 
Office  Space 

Medical  Lease  Space:  2,184  square  feet,  FIN- 
ISHED OUT  in  excellent  condition  with  private 
office,  3 baths,  5 treatment  rooms,  lab,  nurses 
lounge,  business  and  reception  area.  HULEN  SOUTH 
PROFESSIONAL  BUILDING.  Great  location  in  SW 
Fort  Worth  (near  Hulen  Mall).  (817)  292-1510. 


Practices 

Practice  For  Sale — Established  practice  of  22 
years  in  rural  area  southeast  of  Dallas  located  on 
beautiful  Cedar  Creek  Lake.  Contact  Rowena  L. 
Reodica,  MD,  at  (903)  887-3508  or  at  PO  Box  936, 
Mabank,  TX  75147. 

For  Sale — Long  established,  thriving,  family 
practice;  Austin,  Texas.  Accredited,  in-house  lab 
and  X-ray;  long  term,  favorable  lease;  7,000  sq.  ft., 
suitable  for  two  to  four  physicians.  Central  location 
with  ample  parking.  Contact  Ad-1209,  Texas  Medi- 
cine, 401  W.  15th  St.,  Austin,  TX  78701. 

For  Sale — Two  office  rural  ophthalmology 

practice  in  the  oldest  demographic  area  of  Texas. 
Fully  equipped  clinical  and  optical.  Demographics 
available.  Practice  has  been  open  for  9 years.  Local 
hospitals  equipped  with  phaco  and  microscopes.  For 
information,  fax  (281)  242-3397. 

Practice  For  Sale.  Busy,  well  established  fam- 
ily practice  in  SW  Houston.  Large  Hispanic, 
Asian  population.  Contact:  Bellaire  Medical  Center, 
PO  Box  2876,  Bellaire,  TX  77402-2876. 
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Classified  Directory 


BUSINESS  AND 
FINANCIAL  SERVICES 


Differential  Diagnosis  Software! 


DiagnosisPro®:  America's  leading  decision  support  softwore  for 
1 5,000  Disease  Manifestotions.  Now  50%  off ! Only  $249.95 ! 
DiagnosisPro"  Plus:  Including  Horrison's  textbook  CD-ROM, 
U.S.Pharmocopeial  Drug  Database,  and  1 0 CME  credits  $349.95. 
Demo  8,  Order  on-line;  www.medtecti.com  or 
call  1-800-260-2600  Mention  coupon  #TMC109 


LEGAL  SERVICES 


CRIMINAL  INVESTIGATION 
DEFENSE 

25-yrs.  experience  - National  lecturer  and  author  on 
defeating  medical  fraud  investigations  - Board-certified 
in  criminal  law  - National  Association  of  Criminal 
Defense  Lawyers  - Former  President  Dallas  County 
Criminal  Bar  Association  - Voted  "Best  Criminal 
Defense  Lawyer”  - ffas  handled  cases  in  14  states. 

Arch  C.  McColl,  III 

1601  Elm  Street,  2000  Thanksgiving  Tower 
Dallas,  Texas  75201 
http://www.physicianfraud.com 
Telephone  (888)  979-1112 
Pager  (800)  251-9978-3-# 


HEALTH  CARE  LAW 


Representation  in  licensure  matters 
before  Texas  Medical  Boards 
Complex  Litigation  Matters 
Healthcare  Anti-trust 
Hospital  Grievance/Credentialing 
and  Peer  Review  Matters 
Medicare/Medicaid  Compliance  Issues 


Jeffrey  C.  Grass 
(214)  367-8514 

‘Not  cerlified  by  ihe 
Board  of  Legal  Specializaiion 
by  choice 


DISCIPLINE  PROBLEMS? 

Attorney  with  15  years’  experience  as  trial  lawyer 
and  chief  counsel  for  the  Texas  State  Board  of  Med- 
ical Examiners  is  now  available  to  represent  respon- 
dents charged  with  violations  of  the  Medical  Prac- 
tice Act  or  rules  of  that  board,  as  well  as  problems 
with  hospitals  and  societies.  Fee  $2,500.  Call  (512) 
338-1143. 


HEALTH  CARE  LAW 


VIRGINIA  A.  SLOAN, 
ATTORNEY  AT  LAW 

100  E.  Ferguson,  Ste.  1018 
Tyler,  TX  75702 
Telephone  (903)  593-3771 


Physician  Employment 
and  Recruitment  Agreements 
Fraud  and  Abuse  Issues 
Managed  Care  Contract 
Review  and  Consulting 
Litigation 


'Not  (»rtified  by  the  Board  of  Legal  Specialization  by  choice. 


Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2  per  word,  minimum  25 
words  or  $50,  per  issue.  We  do  not  count  articles 
(a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  col- 
umn inch,  with  a one  inch  minimum.  A variety  of 
typefaces,  logos,  and  borders  may  be  used  in  dis- 
play classified  ads.  Discounts  are  available  for  dis- 
play classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at 
no  extra  cost.  Name  and  address  of  ad  box  number 
listings  cannot  be  given  out  unless  specific  permis- 
sion to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by 
mail.  Copy  deadline  is  the  1st  of  the  month  (or  the 
closest  business  day)  preceding  publication.  Send 
copy  to  Advertising  Manager,  Texas  Medicine.  401 
W.  15th  St.,  Austin,  TX  78701. 


TEXAS  MEDICINE 

CLASSIFIED 

DIRECTORY 

DEADLINES 

ISSUE 

DEADLINE 

February  2000 

Dec.  31,  1999 

March  2000 

Feb.  1,2000 

April  2000 

March  1,2000 

Advertising  Directory 


Aberdeen  Medical  Insurance  Service 14 

Absolute  Publishing,  Inc 11 

Air  Force  Reserve 65 

/American  Association  of  Medical  Review 

Officers 61 

American  Physicians  Insurance  Exchange....  18 

AMT  Solutions 15 

Autoflex  Leasing  Inc Inside  Front  Cover 

Bexar  County  Medical  Dinosaurs 56 

Casey  + Casey 56 

Clinic  Pro  Software 10 

Cunningham  Group 12 

Frost  Bank 19 

Gillespie  & Associates,  PC 20 

Health  Care  Financing  Administration 21 

Holland  Photo 10 

Medical  Protective 5 

Millbrook  Corporation 8 

NFS  Software 12 

Physician’s  News  Digest 57 

Scott  & White Back  Cover 

Superior  Leasing 7 

Texas  Medical  Association 

Physician  Services 31 

Physician  Benevolent  Fund 71 

POEP 28 

Winter  Conference 6 

Texas  Medical  Association 

Insurance  Trust 1 

Texas  Medical  Liability 

Trust Inside  Back  Cover 

University  Health  System 16 

US  Physical  Therapy 35 


Publication  of  an  advertisement  in  Texas  Medicine  is 
not  to  be  considered  an  endorsement  or  approval  by 
the  Texas  Medical  Association  of  the  product  or  serv- 
ice involved. 
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Educational  Opportunities 


ULTRASOUIMD  EDUCATIOIM 

Carotid  Duplex/Color  Floio 

Feb,  24-26 

Advanced  En icrgci i cy 
Medicine 

Feb.  18-19 

Echocardiography 

jan.  24-31 

Endo'oaginal  Ultrasound 

Dec.  10-11 

Abdominal  Doppler 

Jan.  15 

Emergenci/  Medicine 

Jan.  6-8 

Intro  to  PV 

Dec.  3-4 

Abdominal  (5  Day) 

Jan.  10-14 

OB/GYN  (5  Day) 

Dec.  6-10 

Vascular 

Dec,  13-17 

Fajiiily  Practice  Physicians 

Feb.  3-5 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  loca- 
tion; minimum  enrollment  required.  Call 
(800)  239-1361  for  more  information  and/or  a 
free  catalog. 

Advanced  Health  Education  Center 

8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  Category  1 . 

AMA  PRA  credit 

w w w . a h e c 0 n 

i n e . c o m 

PAN  AMERICAN  ALLERGY  SOCIETY 

44<'’  Annual  Training  Course  & Seminar 
March  8-12,  2000 

Plaza  San  Antonio  Hotel,  San  Antonio,  Texas 
Program  Director:  Edwyn  L.  Boyd,  MD 

Basic  course  in  quantitative  skin  testing  techniques  designed  with 
the  primary  care  physician  and  allied  health  care  professional 
in  mind.  Offering  32  hours  of  CME.  Inquiries;  Ann  Brey, 
Executive  Secretary,  PO  Box  947,  Fredericksburg,  TX  78624. 
Telephone  (830)  997-9853;  fax  (830)  997-8625. 
e-mail:  paas@ctesc.net 


12th  Annual  add  Conference 

February  4 & 5,  2000,  Irving,  TX.  Sponsored  by  ADDA-SR 
and  UT  Southwestern  Medical  Center  at  Dallas.  Featured 
speaker,  Jefferson  Prince,  MD,  covering  neurobiology  and 
pharmacotherapy.  For  physicians,  psychiatrists,  and 
neurologists.  CME  credits  offered. 

Call  (281)  955-3720 


Southwestern  Center  for  Minimally  Invasive 
Surgery:  Comprehensive  Gynecologic 
Laparoscopy,  Dec.  10-11  in  Dallas.  Course 
includes  live  surgery  and/or  video  session,  hands-on 
videotrainer  workshop  and  an  in  vivo  laboratory. 
Sponsored  by  The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas,  Department  of  OB/GYN. 
Director:  R.  Coleman,  MD.  CME  credit  offered. 
Contact:  Leah  Cannon,  (214)  648-3792. 

The  Alliance  for  Medical  Management 
Education  Degree  and  Certificate  Program — 
Healthcare  Financial  Management,  Jan.  9-14 
and  Managing  Change  in  Healthcare  Feb.  2-11 

at  North  Dallas  Renaissance  Hotel.  The  University  of 
Texas  Southwestern  Medical  Center  at  Dallas  jointly 
sponsored  with  The  University  of  Texas  at  Dallas. 
Directors:  J.  Burnside,  MD;  J.  McCracken,  PhD.  CME 
and  graduate  academic  credit  offered.  Contact:  Paul 
Krawietz,  (214)  648-3705. 

Southwestern  Center  for  Minimally  Invasive 
Surgery:  Surgical  Education,  Jan.  14  in  Dallas. 
An  introduction  to  surgical  education  for  young  aca- 
demic surgeons  who  are  interested  in  surgical  edu- 
cation as  part  of  their  career  path.  Sponsored  by 
The  University  of  Texas  Southwestern  Medical 
Center  at  Dallas,  Department  of  Surgery.  Director:  P. 
Bergen,  MD.  CME  credit  offered.  Contact:  Leah 
Cannon,  (214)  648-3792. 

Lymphatic  Mapping  and  Sentinel  Lymph 
Node  Biopsy  in  Breast  Cancer  and  Mela- 
noma, Jan.  20  in  Dallas.  Course  includes  live  sur- 
gery broadcast  and  hands-on  in  vivo  laboratory. 
Sponsored  by  The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas,  Department  of  Surgery, 
Division  of  Surgical  Oncology.  Directors:  T.  Anthony, 
MD;  W.  Erdman,  MD;  D.  Euhus,  MD;  D.  Matthews, 
MD,  PhD.  CME  Credit  offered.  Contact;  (214) 
648-3138. 

Southwestern  Center  for  Minimally  Invasive 
Surgery:  Minimally  Invasive  Surgery  Nursing 
Update,  Jan.  22  in  Dallas.  Sponsored  by  The 
University  of  Texas  Southwestern  Medical  Center  at 
Dallas,  Department  of  Surgery.  Director:  S.  Tesfay, 
RN.  Credit  offered.  Contact:  (214)  648-3138. 


Southwestern  Center  for  Minimally  Invasive 
Surgery:  GERD — Medical  and  Laparoscopic 
Advances,  Feb.  24-25  in  Dallas,  Course  includes 
didactic  sessions  on  the  treatment  of  gastroesoph- 
ageal reflux  disease,  live  telesurgery,  instructional 
workshops  and  wet  labs.  Sponsored  by  The 
University  of  Texas  Southwestern  Medical  Center  at 
Dallas,  Departments  of  Internal  medicine  and 
Surgery.  Directors:  S.  Burdick,  MD;  D.  Jones,  MD. 
CME  credit  offered.  Contact;  (214)  648-3138. 

7th  Annual  Progress  in  Clinical  Pathology, 
March  2-4  at  Le  Meridien  Hotel,  Dallas,  Sponsored 
by  The  University  of  Texas  Southwestern  Medical 
Center  at  Dallas,  Department  of  Pathology.  Director: 
R.  McKenna,  MD.  CME  credit  offered.  Contact:  Jim 
O’Reilly,  (214)  648-3794. 
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Call  TMA  at  (800)  880-1300  or  (512)  370-1300  for  details. 
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TMA  Planner 


February  24-26,  2000 
TMA  Winter  Conference:  Medicine's 
Relevance  in  the  21st  Century 
Renaissance  Austin  Hotel 


May  25-28,  2000 
TexMed  2000 

River  Center  and  Convention  Center 
San  Antonio 


September  14-16,  2000 
TMA  Fall  Conference: 

Policy  and  Leadership  Development 
Renaissance  Austin  Hotel 


December  1999 

December  1 
December  2 
December  3 
December  6 
December  8 
December  9 
December  16 
December  20 

Corpus  Christi 

San  Antonio 

Tyler 

Victoria 

Texarkana 

Tyler 

Abilene 

Fort  Worth 

Medical  Records  Dos,  Don’ts,  and  Other  Intriguing  Dilemmas 

Policy  and  Procedure  II:  Employment  Issues  and  Office  Safety 

Oral  Health  in  Cancer  Therapy 

Genetic  Evaluation  for  Cancer 

Physician  Stress  and  Burnout 

Policy  and  Procedure  II:  Employment  Issues  and  Office  Safety 

Policy  and  Procedure  II:  Employment  Issues  and  Office  Safety 

Physician  Stress  and  Burnout 

January  2000 

January  21-22 
January  29 

Austin 

Corpus  Christi 

TEXPAC  Retreat 

7th  Annual  Physician  Health  and  Rehabilitation  Retreat 

. 4 0 R 
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